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Dear Representative:

HB 108: Screening Newborns for Hearing Ability is expected to be heard for the first time in (H )H ESS today. On 
behalf of the Alaska Public Health Association. I will be presenting the following testimony.

Madame Chairman, members of the Committee, thank you for the opportunity to testify today. For the record, 
my name is Marie Lavigne and I am the Executive Director of the Alaska P'Jblic Health Association. I am 
honored to be here today representing close to two hundred public health professionals from across Alaska who 
are deeply committed to developing sound public health policy to improve the health of all Alaskan's.

Recognizing the importance of universal hearing screening of newborns as a critical public health intervention, 
the Alaska Public Health Association encourages you to support HB 108. Hearing impairment is the most 
common disability in newborns. Impacting 2-3 children out of every thousand. Identified early, these children will 
not be left behind during the most critical period for speech and language development: birth to 3 years of age.

Late identification of infant hearing loss presents a significant public health problem. Without screening, children 
with hearing loss are usually not identified until two years of agB or later, which results in significant delays in 
speech, language, social, cognitive, and emotional development.

Research has shown that children identified at birth with mild-to-severe hearing loss who receive intervention 
before they are 0 months of age fall within a normal range of language comprehension and expression as well 
as social development by the time they are ready to begin school. 9y contrast, children with hearing loss 
diagnosed after six months of age experience significant delays in both language and social development. The 
cost savings of early intervention is significant, as others will be testifying to this today.

HB 108 offers an important first step in providing newborn hearing loss screening. Yet we urge you to not stop at 
the hospital or birth center, as what happens after screening is also important. Families need to receive 
appropriate information and services following newborn hearing screening and to have their children begin 
receiving intervention services by six months o f age. it i9 also critical the team working with the child measure 
the impact of early identification of hearing loss on development, tracking gains made and areas to develop.

To quote from Dr. Marion Downs, the world-renowned pioneer in pediatric audiotogy, "If a child can be Identified 
at birth and receive immediate intervention, we have done our jobs," she said. "On the other hand, if we don't 
oetect the hearing loss until the child reaches 2 years of age or later, that child has, In most cases, lost the 
opportunity to catch up with others his or her own age. Why, with a ll the tools we have, would we not speed the 
time to establish a model fo r screening and early intervention In our nation's hospitals?" That is the challenge 
before us In Alaska.

HB 108 takes an important step in bringing forth universal hearing, building on the success of 60% of Alaska’s 
hospitals and birthing centers who are already voluntarily screening, to assure all newborns will be screened.
With appropriate screening and follow up services, HB 108 will assure our children who are deaf or hearing 
impaired receive the early intervention services they need to develop their fullest potential. Thank you.

Marie J .  Laviane. Executive Director Alaska Public Health Association

0 e-mail: publiohefllth@alaGka.net www.ataskapublichealth.org

mailto:publiohefllth@alaGka.net
http://www.ataskapublichealth.org
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May 6,2003

Dear Madam Chair and Members of the House HESS Committee,
%

On behalf of the Governor’s Council on Disabilities and Special Education, I would like 
to indicate the Council’s support for House Bill 108, the newborn hearing screening bill. 
This bill is critical to the development and well being of the newest Alaskans, newborn 
infants.

%

Hearing loss is the most frequently occurring birth defect in the United States. Early 
detection and treatment is crucial to prevent further damage. Without early screening 
children wait years for treatment, simply because their hearing loss is not identified until 
they are, on average, two and a half to three years old and in some cases until they are 
even as old as five or six years of age. A child who does not receive treatment for several 
years will have great difficulty learning basic language and social and cognitive skills, 
necessary for success in school and later on in life as a productive member of society.

( Currently 32 states have implemented laws requiring infant hearing screening. Alaska is
behind the curve. Hearing screening is relatively inexpensive ($10-$50 per infant), 
especially when compared with the long-term costs of not treating an individual with 
hearing loss. Studies have shown that a child whose hearing loss goes undetected in 
infancy, even a child with mild hearing loss, will cost a projected $400,000 in special 
education costs by the time they graduate from high school. These students are 10 times 
as likely to be held back in school than a child with normal hearing or a child with 
hearing loss who received early intervention services.

In conclusion I would urge every one of you to support House Bill 108. If you have any 
questions or would like additional information, please feel free to contact me at 269-8992 
or millie_ryan@hcalth.state.ak.us.

Sincerely,

Millie Ryan, Executive Director
Governor’s Council on Disabilities and Special Education

Creating Change That Improves The Lives O f People With D isabilities

mailto:millie_ryan@hcalth.state.ak.us


House Bill 108
©

S u b je c t: H o u se  B ill 108
D ate : Fri, 11 Apr 2003 18:49:16 -0800 

F ro m : Lisa Owens < lowens@tetongravity.com>
T o : Representative_Richard_Foster@legis.state.ak.us

H e llo  Rep F o s t e r ,

My name i s  L is a  Owens and  I  am a sp e e c h  p a t h o l o g i s t / a u d i o l o g i s t  i n  
A n ch o rag e , AK. I  am v e ry  i n t e r e s t e d  i n  House B i l l  108 an d  w ould  l i k e  to  be 
in fo rm e d  o f  any  h e a r in g  d a t e s .  I  am on th e  s t a t e  a d v i s o r y  b o a rd  f o r  
new born h e a r in g  s c r e e n in g s  and  s e e  f i r s t h a n d  th e  im p o rta n c e  o f  t h i s  b i l l  
e v e ry d a y  in  my w ork . I  a l s o  u se d  to  l i v e  in  K otzebue and  my fa m ily  comes 
from  Nome. B o th  th e s e  co m m u n ities  s u f f e r  from  h ig h  in c id e n c e  o f  h e a r in g  
l o s s  an d  I  t h in k  t h a t  t h i s  l e g i s l a t i o n  w ould be  v e ry  im p o r ta n t  to  th e  
c h i l d r e n  o f  A la s k a . P le a s e  l e t  me know when you p la n  to  se n d  t h i s  b i l l  to  
co m m itte e .

S in c e r e ly ,

L is a  Owens, M. A. , CCC-SLP/A 
S peech  P a th o lo g i s t / A u d i o l o g i s t

4/15/2003 9:27 AM

mailto:lowens@tetongravity.com
mailto:Representative_Richard_Foster@legis.state.ak.us


Representative Richard Foster 
State Capitol, Room 410 
Juneau, A K  99801-1182

Dear Rep. Foster,

I am writing to support your sponsorship o f  House Bill 108 (“Screening Newborns for 
Hearing Ability”). I am a pediatrician in private practice in Anchorage and Chairman o f  
the Department o f Pediatrics at Providence Alaska Medical Center and The Children’s 
Hospital. House Bill 108 is unanimously supported and endorsed by the pediatric staff at 
Providence. The Ajnerican Academy o f Pediatrics supports the development o f programs 
in each state for universal screening o f all infants for hearing deficits at or soon afler birth 
in order to allow for early identification and intervention o f hearing impaired children in 
order to maximize their potential. The implications o f overlooked hearing loss as well as 
the benefits o f  early detection have been well reported.

1.

2 .

3.

Hearing loss i f  one o f  the most common birth defects. One in 3000 infants are 
born in Alaska with permanent congenital hearing loss. Without universal 
newborn hearing programs, the average age o f detection o f even severe hearing 
loss is 2-3 years old
Hearing loss has a significant negative effect on children. This would seem 
obvious but many studies indicate the negative impact o f hearing loss on a child’s 
emotional and social development as well as language delays that do not seem to 
progress even afler diagnosis, in some children, when that diagnosis is delayed. 
Even mild and unilateral hearing loss - problems that often defy detection much 
longer without an objective early hearing screen- may have long lasting negative 
effects to the child.
Early detection and intervention o f hearing deficits significantly helps children. 
Numerous studies show that when children are diagnosed with hearing loss and 
appropriate intervention to augment hearing and provide appropriate 
communication options are started early in life, preferably before 6 months o f age, 
significant and long lasting benefits are achieved by the children in language 
skills, emotional development, social and familial adjustment.

In order to achieve these benefits for children and their families, there are several 
benchmark steps that must occur for a successful early hearing detection and intervention 
program.



#

Each o f  these can be greatly aided by your bill as written:

1. Universal hearing screen for all newborns - This first step is already nearly 
achieved in Alaska. Due to new advancement in screening technology almost all 
birthing hospitals either are or soon will be screening newborns for hearing lose. 
By allowing non-audiologists to administer the screen and bill appropriately for 
this service, and asking insurance companies to cover this “standard o f  care” 
evaluation, all infants in the state can have this evaluation before they leave the 
hospital or birthing facility.

2. When a healing screen is failed, they ire referred for evaluation - This step may 
have one or two parts. A  child who fails the initial screen is referred for re­
screen and i f  still abnormal, diagnostic intervention is performed by 3 month o f 
age. Each institution and/or the infant’s medical provider are responsible for this 
step. This allows for errors o f  omission that in some areas markedly reduce the 
effectiveness o f the entire program. With the tracking provision o f your bill, 
information will be shared with a state program that can make sure each infant 
that needs further intervention have this option provided for them. Without a 
state mandate, this information will have to be shared voluntarily creating a 
possible H IPAA confidentiality concern. When done early, many o f  our 
audiologists around the state can do this evaluation with objective testing called 
automated brainstem response testing. When postponed, even a few months, this 
test often requires testing with the infant sedated, which at present can only be 
done in Anchorage, and at increased expense and concern for the family.

3. O 'ce diagnosed, in order to receive maximum benefit, parents should be 
presented with communication options and intervention should begin before 6 
months o f age. These options may include hearing aids (which are accepted by 
infants much better i f  started in early infancy), and various communication 
options including sign language and other visual cues. The parents and the 
infant’s medical provider must serve as a medical home and have information to 
make appropriate referrals for subspecialty evaluation and community based 
resources in accordance with the Individuals with Disabilities Education Act.

The physicians o f The Children’s Hospital at Providence, thank you for sponsoring this 
bill and for the efforts that you have made toward improving the health and well being o f 
Alaska’s children.

Sincerely,

Jeffrey G. Demain, MD, FAAP, F A A A A I  
Chairman, Department o f  Pediatrics, PAMC



April 15, 2003

Representative Richard Foster 

Dear Mr. Foster:

I am writing to support your sponsorship of House Bill 108 (“Screening Newborns for 
Hearing Ability”). I am a pediatrician in private practice in Anchorage with 24 years of 
experience. I also serve as the Alaska Chapter Champion for the Early Hearing Detection 
and Intervention Program for the American Academy of Pediatrics. The American 
Academy of Pediatrics supports the development of programs in each state for universal 
screening of all infants for hearing deficits at or soon after birth in order to allow for early 
identification and intervention with hearing impaired children in order to maximize their 
potential. There are several reasons that this program is important:

1. Hearing loss i f  one of the most common birth defects. One in 3000 infants are 
bom in Alaska with permanent congenital hearing loss. Without universal 
newborn hearing programs, the average age of detection or even sever hearing 
loss is 2-3 years old

2. Hearing loss has a significant negative effect on children. This would seem 
obvious but many studies indicate the negative impact of hearing loss on a child’s 
emotional and social development as well as language delays that do not seem to 
progress even after diagnosis, in some children, when that diagnosis is delayed. 
Even mild and unilateral hearing loss - problems that often defy detection much 
longer without an objective early hearing screen- may have long lasting negative 
effects to the child.

3. Early detection and intervention of hearing deficits significantly helps children. 
Numerous studies show that when children are diagnosed with hearing loss and 
appropriate intervention to augment hearing and provide appropriate 
communication options are started early in life, preferably before 6 months o f age, 
significant and long lasting benefits are achieved by the children in language 
skills, emotional development, social and familial adjustment.

In order to achieve these benefits for children and their families, there are several steps 
that must occur that are benchmarks for a successful early hearing detection and 
intervention program and each of these can be greatly aided by your bill as written:

1. Universal hearing screen for all newborns - This first step is already nearly achieved 
in Alaska. Due to new advancement in screening technology almost all birthing 
hospitals either are or soon will be screening newborns for hearing loss. By allowing 
r.on-audiologists to administer the screen and bill appropriately for this service, and 
asking insurance companies to cover this “standard of care” evaluation, all infants in 
the state can have this evaluation before they leave the hospital or birthing facility.

2. When a hearing screen is failed, they are referred for evaluation - This step may 
have one or two parts. A  child who fails the initial screen is referred for re-screen 
and if still abnormal, diagnostic intervention is performed by 3 month of age. Each



institution and/or the infant’s medical provider are responsible for this step. This 
allows for errors of omission that in some areas markedly reduce the effectiveness of 
the entire program. With the tracking provision of your bill, information will be 
shared with a state program that can make sure each infant that needs further 
intervention have this option provided for them. Without a state mandate, this 
information will have to be shared voluntarily creating a possible H IPAA  
confidentiality concern. When done early, many of our audiologists around the state 
can do this evaluation with objective testing called automated nrainstem response 
testing. When postponed, even a few months, this test often requires testing with the 
infant sedated, which at present can only be done in Anchorage, and at increased 
expense and concern for the family.

3. Once diagnosed, in order to receive maximum benefit, parents should be presented 
with communication options and intervention should begin before 6 months of age. 
These options may include hearing aids (which are accepted by infants much better i f  
started in early infancy), and various communication options including sign language 
and other visual cues. The parents arid the infant’s medical provider must serve as a 
medical home and have information to make appropriate referrals for subspecialty 
evaluation and community based resources in accordance with the Individuals with 
Disabilities Education Act.

Mr. Foster, thank you for sponsoring this bill that will assure that our youngest Alaskans 
have the opportunity to have this most common, but invisible, birth defect diagnosed 
early with appropriate intervention that will offer long term benefits for their future. I f  I 
can be of any assistance, please let me know.

Sincerely,

Martin F. Beals, Jr., M. D., FAAP
Alaska AAP  Chapter Champion, EHDI program



ALL ALASKA PEDIATRIC PARTNERSHIP
3rd MEDICAL GROUP * ALASKA NATIVE CHILDREN'S CENTER * ALASKA REGIONAL HOSPITAL 
CHILDREN'S HOSPITAL AT PROVIDENCE * FAIRBANKS MEMORIAL HOSPITAL 
STATE OF ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES * VALLEY HOSPITAL 
MUNICIPALITY OF ANCHORAGE DEPARTMENTOF HEALTH AND SOCIA! SERVICES

RE: U nivers :rn  H earing Screening

Hi C hris tine ,

Enclosed is a packe t o f basic in fo rm a tio n  th a t was prepared  to  assist 
w ith  re - in tro d u c tio n  o f s tru c tu ra l leg is la tion .

Reggie said to  send it  to  you. I 'm  no t sure if  Rep. Foster w ill be 
in trodu c ing  th is  le g is la tion ; he how ever has expressed g re a t in te re s t.

THANKS!

MEMO DATE: 1 2 /2 3 /0 2

TO: C hris tin

FM: M ary Gi / /

PO Box 230567 Anchorage, AK 99523 907-580-3180 fax: 907-580-2454



November 27,2002

Enclosed are two model bills for Early Hearing Detection and Intervention: 1) 
drafted by the American Speech-Language-Hearing Association (ASHA), and 2) drafted 
by the American Academy °Pediatrics (AAP). Both model bills are compilations o f  
legislation from the 37 st hat currently require universal newborn hearing screening
(UNHS) by law. Poin' ncem regarding wording throughout the two bills and
implementation o f n r  niversal newbom hearing screening and reporting in
Alaska, include the

ASH A  M o del EHD>

p. 1, Table o f  Content, jection 4.
Change from Early Hearing Detection & Intervention Advisory Board to EHDI 
Advisory Committee throughout bill, 

p. 2, Section 3.
(A). Expand definition o f birthing hospital to include home deliveries and births 
occurring in free-standing birthing centers, 

p. 3, Section 5.
• (A). “There is established the Early Hearing Detection and Intervention Advisory 

Board...” - would want to use existing EHDI Advisory Committee.
• (B). “.. .newbom hearing screening must be conducted on no fewer than 85% of  

the newborns bom in the hospitals in this State during birth admission...” - want 
to increase to 100% by end o f 2003 or 2004.

• (D). “Every hospital shall report annually to the Board concerning the 
following:...”

1. change from Board to State o f Alaska, Department o f Health & Social 
Services

2. ensure that information collected starts with the minimum requirements 
requested by the Center for Disease Control and Prevention (CDC)

3. infomiation collected should also include a list o f  newborns who meet the 
high risk category for follow-up every six months for 3 years

Dear Interested Party:

p. 6, Section 7.
• (A). “In the event that 85% o f  newborns and infants bom in this State are not

being screened..., then the Department shall immediately implement a program to 
provide...” - State o f  Alaska, Department o f Health & Social Services would not 
begin performing newborn hearing screening, but rather work with the birthing 
hospital, birthing facility, and/or community to remedy the situation.



• (A l ) .  “A  hearing screening test....A person properly trained and supervised by a
State-licensed audiologist may perform the hearing screening test.” - not 
necessary to be trained by a State-licensed audiologist to perform newbom 
hearing screening tests. An individual may perform a hearing test i f  authorized to 
do so under a protocol developed by the Department o f Health and Social 
Services.

A A P  E H D I M O D E L  B IL L

p. Section 5.
“Perform the hearing testing...prior to the date on which he or she attains the age 
of three months.” - Adjust to reflect an appropriate adjusted age for newborns 
bom prematurely, 

p. 3, Section 8.
“Collect performance data specified by the state Department o f Health...” - 

Ensure that information collected begins with the minimum requirements required by 
CDC for all children, the minimum data set for those children who “refer”, or do not pass 
the screening, and/or children who meet the high risk registry categories.

Thank you very much for your inquiry regarding this program. Please let me 
know i f  I can provide further information.

Sincerely,

o t  ■ U ^ < U L i i x r o

Margaret Lanier Kossler, MPH, CHES 
EHDI Program Manager



MINIMUM DA TA  E L E M E N T S  O N LY  
L ast U pdated 9/30/2002

Data item s fo r s ta te -b a se d  Early Hearing D etection and  Intervention (EHDI) track ing  d a ta b a se  
Draft for Publication  -- P ro d u ced  by EHDI Data C om m ittee

First draft created by Roy Ing, June 11, 2001; subsequent drafts updated by Data Committee during monthly conference calls, July 2001 through July 2002 

P u rp o se
To create a com prehensive list of data items that can be used a s  a guide for building a state-based  EHDI tracking system 
This draft is intended a s  a guideline for sta tes or facilities developing a newborn hearing program. Data items identified are  classified a s  follows; 

M= Minimum data item--data item recom m ended for all state  data system s; the se t of data items that are required for followup on 
universal newborn hearing screening and for full reporting on national EHDI goals.

A udience
State EHDI coordinators
Information system s developers interested in stale-based EHDI tracking system
Facilities providing hearing screening, diagnosis, intervention, or research related to slato or national EHDI programs

Outline
Information about facilities (places) and programs

Information about BIRTHING HOSPITAL OR FACILITY 
Information about HEARING TESTING / EVALUATION CLINIC OR FACILITY 
Information about HEARING LOSS FOLLOW-UP FACILITY 
Information about HEARING LOSS FOLLOW-UP PROGRAM 
Information about GENETIC TESTING LABORATORY 

Information about providers
Information about PERSON CONDUCTING HEARING SCREENING (SCREENER)
Information about AUDIOLOGIST 
Information about PHYSICIAN 
Information about GENETIC COUNSELOR
Information about CASE MANAGER FOR CHILD WITH HEARING LOSS 
Information about HEARING LOSS INTERVENTION SPECIALIST 

Information about child and family
Information about FAMILY (mother, father, relative, caregiver)
Basic information about CHILD 
Information about CHILD'S RISK FACTORS 

Information about events
Information about child's BIRTH HOSPITALIZATION
Information about each I  GREENING (FIRST OR RE-SCREEN) TESTS performed on child 
Information about each DIAGNOSTIC HEARING EVALUATION performed on child 
Information about EARLY INTERVENTION SERVICES received by each child with HEARING LOSS 
Information about MEDICAL EVALUATION AND MEDICAL INTERVENTION received by each child with HEARING LOSS 
Information about GENETIC TESTING of each child with HEARING LOSS and GENETIC COUNSELING for families 
Information about SPEECH AND LANGUAGE DEVELOPMENT of each CHILD with HEARING LOSS 

Information about hearing screening and follow-up status of child

Possible Record Type 
Facility Record

Provider Record

Family Record 
Child Record 
Child Record 
Child Record

Program Reports

Page 1 Minimum



Types of COMMUNICATIONS TO PARENTS AND PROVIDERS
Summary report of STATUS of SCREENING. EVALUATION, HEARING LOSS and INTERVENTION of child

A bbreviations
Data Need categories;

M=Minimum data llem-dala item recommended for all s la le  data systems and required lo report fully on national EHDI goals. 
Other Abbreviations:

DSHPSHWA=Directors of Speech and Hearing Programs in State Health and Welfare Agencies
ICD=!ntemational C lassification of D iseases; codes used to designate diagnoses, conditions of newborn, causes of death, etc.B314 
JCIH=Joint Committee on Infant Hearing 
UNHS=Univeral Newborn Hearing Screening

; Data Need Category 
: fc  New’ •' Data (tern de

1 M Hospital or birthing facility (unique identifier).

8 M Number of newborns screened

9 M Newborn hearing screening status

10 M Number of fam ilies that refuse screening

15 M Are alternate forms of educational materials available?

EHDI 1.1; DSHPSHWA 10, 11, 
13

Universal / High risk Infants only / Some I 
None

Availability for languages where 5% or 
more of population represented

Provided to national or out-of-slate databases 
without hospital identifier.
Provided to national or out-of-slale databases 
without hospital identifier.
All GA hospitals provide universal newborn 
hearing screening.
Provided lo national or out-of-stale databases 
without hospital identifier.
All hospitals in Georgia have access to 
materials in the four most frequently spoken 
languages from the UNHS program; availability 
of materials is unknown.

EHD11.2

' ' ■'
- Measure 

 i . Component.. . .  .............. ...



' pnfonnallon about PERSON CONDUCTING HEARING
SCREENING (SCREENER) _________ _______________

‘ Data Need Category .
■fly -;New Data liem descflp llon .

Measure
ComponentCategories or codes

.... Measure 
Component

Page 3 Minimum



’a : : New Data item deiscripHon ,!V

138 M Child (unique identifier) 
MOTHER INFORMATION

143 M Mother's da le of birth
144 M Mother's ethnicity
145 M Mothers race

146 M Mother's education
147 M Mother's language

Categories or codas ' Notes

Hispanic/Latino or not Hispanic 
American Indian or Alask Native/ Asian/ 
Black or African American; Native 
Hawaiian or Other Pacific Islander; While

Component

EHD11.3 
EHD11.3 
EHD11.3

EHD11.3

FATHER INFORMATION 

GUARDIAN INFORMATION 

CONTACT INFORMATION

|Baslc Information about CHILD 
; Data Need Category ’-.vvr V-
[It , New Data item description. ?•

138 M Child (unique identifier)
205 M Sex
206 M Ethnicity
207 M Race

Male / Female
Hispanic/Latino or not Hispanic 
American Indian or Alask Native/ Asian/ 
Black or African American; Native 
Hawaiian or Other Pacific Islander; White

EHD11.3 
EHD11.3

208
211

M
M

Mother (identifier)
Dale of birth (birth certificate)

rA*‘ .Vf.C | Information about CHILD'S RISK FACTORS ■I"':':
Data Need Category 

U ' ' N ew . Data Item description *•.' .  Categories or codes

138 M Child (unique identifier)
213 M Family history of childhood sensorineural (permanent) hearing 

loss?
214 M In-utero (congenital) infections? Yes/No
215 M In-utero (congenital) infection; Cytomegalovirus? Yes/No
216 M In-utero (congenital) infection: Rubella? Yes/No
217 M In-ulero (congenital) Infection: Syphilis (although not specifically 

mentioned?
Yes/No

218 M In-utero (congenital) infection: Herpes? Yes/No
210 M In-utero (congenital) infection: Toxoplasmosis? Yes/No
220 M In-utero (congenital) Infection: Other? Yes/No
224 M Craniofacial anomalies, including those with morphological 

abnormalities of the pinna and ear canal. (JCIH-1d)

EHDI 6.5; DSHPSHWA 3

EHDI 6.6
Wording deleted; Family histury of permanent 'EHDI 6.6, JCIH-1c, JCIH-2b 
'childhood hearing loss? . !_________  Â An 'c u m c fiIs this general item needed?
ico?
ICD?
ICD?

. EHDI 6.6
EHDI 6.6, JCIH-1e, JCIH-2e. 
EHDI 6.6, JCIH-1e, JCIH-2e. 
EHDI 6.6, JCIH-1e, JCIH-2e.

ICD?
ICD?
(specify) ICD?
This and next risk were re-done lo fit updated 
JCIH Risk Indicators

EHDI 6.6, JCIH-1e, JCIH-2e. 
EHDI 6.6, JCIH-10, JCIH-20. 
EHDI 6.6, JCIH-1e, JCIH-2e. 
EHDI 6.6

Page 4 Minimum



227 M

228 M
229 M

238 M

241 M

242 M

243 M
244 M
245 M

Findings associated with a syndrome known to Include hearing 
loss ?

Admitted lo NICU? 
Days in NICU

Neonatal indicators: persistent pulmonary hypertension 
associated with mechanical ventilation
Parent or caregiver concern regarding hearing, speech, language, Yes/No 
developmental delay or other?
Stigmata or other findings with SNHL or conductive HL or 
Eustachian lube dysfunction?
Postnatal Infection: Bacterial meningitis?
Postnatal infection associated with hearing loss: other?
Syndromes associated with progressive hearing loss

Trisomy 21 / Pierre Robin syndrome / 
choanal alresia / Rubinstein-Taybi 
syndrome / Stickler syndrome / oculo- 
auriculo-verlebral (OAV) spec lr jm  
(Goldenbar syndrome) / O ilier (specify) 
Y/N
Number of days

Yes/No

48 hours or more is a risk factor. Some data 
system s may collect risk factors (48 hours or 
more and more than 28 days) rather than 
number of days. Number of days was selected 
to allow for research-based changes in risk 
factor identification.

EHDI 6.6, JCIH-1b.

EHDI 6.6. JCIH-la. 
EHDI 6.6, JCIH-1a.

246 M Neurodegenerative disorders or sensory motor neuropathies

247 M Head trauma?
248 M Recurrent or persistent otitis media with effusion (OME) for al

leasl 3 months?

(specify)

Yes/No ICD?
(specify) ICD?
Neurofibromatosis / Osteopetrosis / Usher ICD?
Syndrome / Other (specify)
Hunter Syndrome ? Friedreich's Ataxia / ICD?
Charcot-Marie-Toolh Syndrome / Other 
(specify)
Yes/No ICD?
Yes/No

JCIH-2f.

JCIH-2a.

JCIH-2C.

JCIH-2d.
JCIH-2d.
JCIH-2g.

JCIH-2h.

JCIH-2i.
JCIH-2J.

1381 M
M

Child (identifier)
Hospital or birthing facility (identifier)

259 M Dale of birth (hospital record)

271 M Discharge date

273 M Insurance / payment type for birth hospitalization

r-^r-Tf
■

Information 3bout each SCREENING (FIRST OR RE-SCREEN) .; 
TFS7 performed o.o child "  • : 7 ' .

Medicaid / Medicaid-HMO / Private 
insurance / Private HMO / Self-Pay

Not available on GA birlh cert.

EHDI 1.1; DSHPSHWA 10, 11, 
13
EHDI 1.1; DSHPSHWA 4 thru 
9a

EHD11.1; DSHPSHWA 4a. 4b 
EHD11.3

Data Need Category 
I .. New Data item de:

282 M Date of test EHDI 6.5; DSHPSHWA 4a, 4b. 
5

138 M Child tested (identifier)

Pago 5 Minimum



286

289

M

M

Facility (identifier)
Risk factors (or hearing loss
Right ear: Equipment type (e.g. DPOAE, TEOAE, ABR)

291 M Right ear: Test completed successfully?

292 M Right ear: Test completion code

293 M Right ear: Test results (e.g. pass/refer)

294 M Left ear: Equipment type (e.g. DPOAE, TEOAE, ABR)

296 M Left ear: Test completed successfully?

297
298

M
M

Left ear: Test completion code 
Left ear: Test results (e.g. pass/refer)

299 M Disposition (eg re-screen, refer for evaluation)
,TrfT,r information about each DIAGNOSTIC HEARING EVALUATION ■; 

performed on chiid ‘ ’ • r 17
Data Need Category 

U New Data item description

308 M Dale of evaluation

138 M Child tested (unique identifier)

335 M Right ear: Evaluation completion code

345 M Right ear: Diagnosis: Hearing loss?

346 M Right ear: Diagnosis: Degree of hearing loss

347 M Right ear: Diagnosis: Type of hearing loss

See section on risk factors.
OAE / ABR or more detailed codes? 

Yes/No

(Completed) / Could not test / Invalid / 
M issed / Refused / Transferred / 
Scheduled / Broken appointment / 
Deceased / Follow-up discontinued 
Pass/Refer/NA

OAE / ABR or more detailed codes? 

Yes/No

Same a s  Right ear 
Pass/Refer/NA

Pass/Refer/Not tested

IShould we ask if TEOAE / DPOAE /'AABR / ' EHDI 6.6
.Other? . . U  ; . . . .

EHDI 6.9; DSHPSHWA 4, 4a, 
4b. 5
EHD11.1, 6.5, 6.9

EHD11.1
EHDI 6.6

EHDI 6.9; DSHPSHWA 5, 7a, 
13

Pass / Refer / Not tested

EHDI 6.9; DSHPSHWA 4 ,4a, 
4b, 5
EHDI 1.1, 6.5, 6.9
EHDI 6.9; DSHPSHWA 5, 7a,
13
EHDI 6.9; DSHPSHWA 5, 11

354 M

364 M

365 M

Left ear: Evaluation completion code

Left ear: Diagnosis: Hearing loss?

Left ear: Diagnosis: Degree of hearing loss

(Completed) / Broken appointment / Could Removed "did not do” 
not test / Deceased / Invalid / Lost /
M issed I No response / Refused /
Scheduled / Transferred 
PCHL?

conductive / Sensorineural / Mixed /
Unspecified
(Completed) / Broken nointment / Could Removed “did not do"
not lest / Deceased / In . 1 / Lost / GA will not co iled this information.
M issed / No response /. .u iused /
Scheduled / Transferred 
PCHL?

EHDI 6.10; DSHPSHWA 6, 6a. 
6
EHDI 6.10; DSHPSHWA 6, 6a, 
8

EHDI 6.10; DSHPSHWA 6. 6a 
EHDI 6.13; DSHPSHWA 7, 7a, 
9. 15
DSHf SHWA15 

DSHPSHWA 15

Mild (<=40db) / Moderate (41-60db)/ 
Severe (61 -80db) / Profound (>80db)

EHDI 6.10; DSHPSHWA 6, 6a 
EHDI 6.13; DSHPSHWA 7, 7a, 
9,15
DSHPSHWA 15

Page 6 Minimum



366 M Lell ear: Diagnosis: Type of hearing loss Fluclualing conductive / Permanent 
conductive / Sensorineural / Mixed / 
Unspecified

DSHPSHWA 15

138 M 
390 M 
392 M

!

Child (identifier)
Intervention service start date
Individualized family service plan (IFSP) for child?

DSHPSHWA 9. 9a 
EHDI 6.13

:
Data Need.Category

.#;• ^New  ; . Data 

138 M Child (identifier)

Information < 
each CHILD n

f Data Need Category- 
j t ; New Data item descn

138 M Child (identifier)

Data Need Category 
»' j.. '.Now . ,  Data itemdescrii

138 M Child (identiRer)

(NEED TO ADD MEASURES OF SPEECH AND LANGUAGE)

GA - Speech and Language Development are 
not planned (or collection in near future.

138
139

M Child (identifier)
Child’s  mother (Identifier)

Pago 7 Minimum



156
170
279

122
92

Child's father (identifier) 
Child's guardian (identifier) 
Living with (identifier)

Case manager (identifier)
Child's medical doctor (identifier)

99 M This physician represents child's Medical Homo

282 Initial hearing screening (dale, OAE/ABR, L/R ears, results)
282 Rescreen hearing screening (dale, OAE/ABR, L/R ears, results)

339 Diagnostic ABR (most recent date, L/R ears, results)
330 Behavioral assessm ent (most recent date, L/R ears, results)

•THE ONLY PREVIOUS QUESTION LIKE 
THIS IS FROM BIRTH HOSPITALIZATION - 
does not have id code

Should the medical home provider be identified 
here?
This record must link with the child's record for 
the physician who represents the medical 
home.

'SEE ORIGINAL DESCRIPTION 
'SEE ORIGINAL DESCRIPTION

'■ Data Need Ci

Summary report of STATUS of SCREENING, EVALUATION, 
HEARING LOSS and INTERVENTION of child '

Data Need Category • ii.'
New '  .D ata Item description •

308 345/ 
364 

367 347/ 
366, 
346/ 
365, 
367 
C 
E

313
314

Hearing lo ss confirmed? (dale)

Type and degree of hearing loss (L/R ears, sound field)

Is tester an Audiologist ?
Person performing evaluation (identifier) 

'Amplification type

Categories or, codes 

Yes / No

470 M i
M M

388 Date of hearing aid fitting
471 Child's age (months) at time of hearing aid fitting

472 Referral for tracking assistance
367 Case referred to early intervention
376 E l Caseworker
390 Early interventions (type an J dates)

Yes/No

Monoaural / Biaural I Unknown

"CALCULATE, USING BIRTH DATE 
AND DATE OF FITTING-400

Change "person" to tester or audiologist 
T///.VTHIS INFORMATION DOES:NOT .
A p p e a r  a n y w h e r e  e l s e  in  t h is - . :
lFORMAT; See Items 414 and 415. '- ■ % ;.y  •;

DID NOT THIS/ IYWHERE ELSE .

473

474

Hearing assessm ent audiologisl's recommendations

Recommendation date

Amplification / Audiology / Child-child 
group / Home visits / Medical / Nursing / 
Parent-infant group / Parent-parent group 
/ Parent-toddler group / Parent education / 
Service coordination / Speech or 
language
Diagnostic ABR / Behavioral / Medical 
follow-up / R isk monitoring / Locate or lost 
/ Follow-up discontinued

Need lo specify what information is required.

Page 8 Minimum



475 Action Due date
(PARENT EDUCATION)
(MEDICAL EVALUATION AND INTERVENTIONS) 
(UENETIC TESTING AND COUNSELING) 
(EARLY INTERVENTIONS)
(SPEECH AND LANGUAGE DEVELOPMENT)

Page & Minimum
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An Act establishing a statew ide Early Hearing D etection and Intervention 
program; establishing an advisory board; and for other purposes:
B e it e n a c ted  by th e  s e n a te  and  g en era l a s se m b ly  o f  th e  S ta te  o f
 •

S ectio n  1. S h ort Title

This Act shall be known a s  the Early Hearing Detection and Intervention Act. 

S ectio n  2. L eg is la tiv e  F in d in g s and  P u r p o se s

(A) Findings. The G eneral Assembly finds a s  follows:

i
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1. Hearing Loss occurs in newborns more frequently than any other health 
condition for which newborn screening is currently required;

2. Early detection of hearing loss in a child and early intervention and 
treatment before six months of age has been demonstrated to be highly 
effective in facilitating a child's healthy development in a manner 
consistent with the child’s age and cognitive ability;

3. Eighty percent (80%) of a child's ability to learn speech, language and 
related cognitive skills is established by the time the child is thirty-six 
months of age, and hearing is vitally important to the healthy development 
of such language skills;

4. Children of all ages can receive reliable and valid screening for hearing 
loss in a cost-effective manner;

5. Appropriate screening and identification of newborns and Infants with 
hearing loss will facilitate early intervention and treatment in the critical 
time period for language development, and may therefore serve the public 
purposes of promoting the healthy development of children, and reducing 
public expenditure for health care and special education, and related 
services;

(B) Purposes. The purpose of this legislation is:
1. To provide early detection of hearing loss in newbom children at the 

birthing facility or as soon after birth as possible, to enable these children 
and their families/ care-givers to obtain needed multi-disciplinary 
evaluation, treatment, and intervention services at the earliest opportunity; 
and to prevent or mitigate the developmental delays and academic failures 
associated with late identification of hearing loss; and

2. To provide the State with the information necessary to effectively plan, 
establish, and evaluate a comprehensive system of appropriate services 
for newborns and Infants who have a hearing loss or are deaf.

Section 3. Definitions

(A) The following terms used in this ACT shall have the meanings ascribed to 
them in this section unless expressly indicated otherwise:
"Birth Admission" means the time after birth that the Newborn remains in 
the hospital nursery prior to discharge.
"Board" means the State Early Hearing Detection and Intervention 
Advisory Board.
"Department" means the State Department of Health.
"Health Insurance Policy" means any group health insurance policy, 
contract, plan or any individual policy, contract or plan with dependent 
coverage for children, which provides medical coverage on an expense- 
incurred service or prepaidbasis. The term includes all of the following:



'1. A health insurance policy or contract issued by a nonprofit 
corporation or fraternal benefit society.

2. A health service plan operating as a Health Maintenance 
Organization, a Preferred Provider Organization, an Exclusive 
Provider Organization, or other managed care plan, as these terms 
may be defined in State law;

3. An employee welfare benefit plan as defined in section 3 of the 
Employee Retirement Income Security Act of 1974
(Public Law 93-406, 88 Stat. 829).

"Hearing Loss" means a hearing loss of 30 dB HL or greater in the 
frequency region important for speech recognition and comprehension in 
one or both ears (approximately 500 through 4000 Hz). However, as 
technology allows for changes to this definition to allow for the detection of 
less severe hearing loss, the Board shall have the authority to modify it by 
rule.
"Infant(s)" means a child 30 days to 24 months old.
"Intervention and/or Follow-up Care" means the early intervention services 
described in Part C of the Individuals with Disabilities Education Act 
(IDEA) as amended.
"Medical Assistance Program" means the State administered Medicaid 
program.
"Newborn(s)" means a child up to 29 days old.
"Parent(s)" means a natural parent(s), stepparent(s), adoptive parent(s), 
legal guardian(s) or other legal custodian of a child.
"Program" means the Early Hearing Detection and Intervention Program. 
"Secretary" (Commissioner) means the Secretary (or Commissioner) of 
Health of this State.

Section 4. Early Hearing Detection and Intervention Advisory Board
(A.) There is established the Early Hearing Detection and Intervention 

Advisory Board under the jurisdiction of the Department.
Section 5. Duties and Powers of the Board
(A.) The Board shall advise the Secretary on issues relating to the newborn 

hearing screening test, diagnostic hearing evaluation, intervention, 
treatment, and follow-up care of newborn and infant children with a 
hearing loss. The Board shall act by majority vote, and as required by this 
State's Administrative Procedures Act. The Board shall have the authority 
to adopt rules to implement this Act.

(B) By December 31, 200_, newborn hearing screening must be conducted on 
no fewer than eighty-five percent (85%) of the newborns bom in hospitals 
in this State during birth admission, using objective procedures

3
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recommended by the Board or their equivalent. Where a newborn is 
delivered in a facility other than a hospital, the parents must be instructed 
on the merits of having the hearing screening performed and be given 
information to assist them in having it performed within three months of 
the date of the child's birth.

(C) On or after January 1, 200_, every hospital in this State shall educate the 
parents of newborns born in such hospitals of the importance of screening 
the hearing of newborns, and of receiving follow-up care. This educational 
information shall explain, in lay terms, the process of hearing screening, 
the likelihood of their child having a hearing loss, follow-up procedures, 
and community resources. The educational information also shall include 
a description of the normal auditory, speech, and language developmental 
process in children. Education shall not be considered a substitute for the 
hearing screening. The Board shcT determine the appropriate screening 
venue(s) for infants who are born in facilities other than hospitals.

(D) Every hospital shall report annually to the Board concerning the following:
1. The number of newborns bom in the hospital;
2. The number of newborns screened on birth admission;
3. The number of newborns who passed the birth admission 

screening:
4. The number of newborns who did not pass the birth admission 

screening;
5. The number of newborns recommended for follow-up rescreening, 

diagnostic audiologic evaluation, or monitoring;
6. The number of newborns and infants who return for follow-up 

rescreening, diagnostic audiologic evaluation, or monitoring;
7. The number of newborns and infants who pass and did not pass 

the follow-up rescreening or diagnostic audiologic evaluation; and
8. The number of infants referred for early intervention.

(E) The Board shall determine which hospitals or other health care institutions 
in this State are administering hearing screening to newborns and infants 
on a voluntary basis and the number of newborns and infants screened. 
The Board shall report to the General Assembly by December 1, 200_, the 
following:

1. The number of hospitals and other health care institutions 
administering voluntary screenings during birth admission;

2. The number of newborns screened as compared to the total 
number of newborns born in such hospitals and institutions;

3. The number of newborns who passed the birth admission 
screening;

4. The number of newborns who did not pass the birth admission 
screening;

5. The number of newborns recommended for follow-up care.

4



(F) The Board shall meet as often as necessary to collect the information 
necessary and report to the General Assembly by December 1, 200_, and 
annually thereafter. In addition, the Board shall develop and make 
recommendations in a sufficiently timely manner to allow for statewide 
early hearing detection and intervention programs by January 1, 200_.

(G) Subject to available appropriations, the Board shall make the report 
described in paragraphs E and F of this section available throughout the 
State, and specifically available to physicians whose practice includes the 
practice of obstetrics, neonatology, or the care of newborns and Infants, to 
consumer groups, to managed care organizations, other third party 
payers, and to the media.

(H) If the number of newborns and Infants screened does not equal or exceed 
eighty-five percent (85%) of the total number of Newborns bom in this 
State on or before December 31, 200_, or falls below eighty-five percent 
(85%) at any time thereaf the Department shall administer the 
screening of newborns a ;nfants pursuant to this Act, and shall be 
reimbursed for such screenings from health insurance policies as defined 
herein. Notwithstanding the aforementioned, it shall be the goal of this 
State to achieve a one hundred percent (100%) screening rate.

(I) The Department shall provide administrative support services required by 
the Board. The members of the Board shall receive no compensation for 
their services as members, but may receive reimbursement for travel 
expenses incurred as a result of their duties as members of the Board.

Section 6. Composition of the Board
(A) The board shall be composed of an odd numbered membership of at least 

eleven members, appointed by the governor, from the following 
professions or organizations:

Health
Professionals Public Members Health Care Systems/ 

Government

Audiologist
An adult who is deaf or 
hard of hearing, 
representing consumer 
organizations of deaf and 
hard of hearing persons

A Representative of the 
Health Insurance 
Industry

Speech-language
Pathologist

Parents of children with 
Hearing Loss

The Secretary of Health 
and/or Insurance

Pediatrician/
Neonatologist

Teacher of children with 
Hearing Loss

A Representative from 
the designated



Health
Professionals Public Members Health Care Systems/ 

Government
government agency 
responsible for IDEA 
Part C.

Otolaryngologist
Family Medical 
Practitioner (family 
doctor)
Neonatal Nurse

Section 7. Universal Newbom Hearing Screening Program
(A) In the event that eighty-five percent (85%) of Newborns and Infants born 

in this State are not being screened by December 31, 200_, or if at any 
time after that date the number of screenings drops below eighty five 
percent (85%) of all newborns and infants born in this State, then the 
Department shall immediately implement a program to provide the 
following:

1. A hearing screening test that every Newborn child shall undergo for 
identification of newborn child Hearing loss . A person properly 
trained and supervised by a State-licensed audiologist may perform 
the hearing screening test.

2. The hearing screening test should be completed before discharge 
from a newbom nursery unit, but no later than three months after 
birth. The test shall include the use of at least one of the following 
physiologic technologies: automated or diagnostic auditory 
brainstem response (ABR) or otoacoustic emissions (OAE). New 
physiologic technologies or improvements to existing physiologic 
technologies that substantially enhance newborn hearing 
assessment should be incorporated into this program as the Board 
finds appropriate.

Section 8. Intervention and Tracking Program
(A) The Board shall establish guidelines for the provision of follow-up services 

for newbom children in this State who have or are at risk of developing a 
hearing loss and are so identified. These services shall include, but are 
not limited to, confirmatory pediatric audiologic assessment and diagnosis 
of newborns with abnormal or inconclusive test results, counseling and 
educational services for the parent(s), and an explanation of the potential 
effects of the identified hearing loss on the development of the newborn’s 
speech, language, and cognitive skills as well as the potential benefits of 
early identification and intervention.
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(B) The General Assembly recognizes that it is necessary to track children 
identified with a hearing loss for a period of time in order to render 
appropriate follow-up care. Consequently, the Board is hereby authorized 
and directed to study and recommend to the Secretary, on or before 
December 31, 200_, the preferred methods currently available to track 
newborns identified with a hearing loss. From the choice(s) provided by 
the Board, the Secretary shall then determine the most appropriate 
system for this State, and implement the Board's recommendation on or 
before December 31, 200_. It is the purpose of this subsection to facilitate 
the reporting of newborns and Infants who may have or are at risk of 
developing a hearing loss. The reporting requirements shall be designed 
to be as simple as possible and easily completed by nonprofessional 
persons when necessary. It is the intent of the General Assembly that the 
tracking system, at a minimum, does, the following:

1. Provide the Board, Department, and General Assembly with the 
information necessary to effectively plan and establish a 
comprehensive system of deve lopment^ appropriate services for 
newborns and Infants who are deaf or ’ ard of hearing:

2. Reduce the likelihood of associated disabling conditions for such 
children; and

3. Develop the tracking system contemplated by this section in 
conjunction with other similar national systems, such as the system 
required by Part C of the IDEA.

(C) Once the tracking system is operational, all hospitals in the State and 
other providers of services that have established hearing screening 
procedures for newborns and infants and ages birth through three years 
shall report the existence of newborns and Infants who fail to pass hearing 
screening procedures.

(D) The information compiled and maintained in the tracking system shall be 
kept confidential in accordance with the applicable requirements and 
provisions of Part C of IDEA. Parents of all registrants will be provided 
information on the availability of resources and services in the State for 
children with hearing loss, including those provided in accordance with 
IDEA through the Statewide tracking system created by this Act.

(E) Data obtained by the establishment of the tracking system that is taken 
directly from the medical records of a patient is for the confidential use of 
the Department and the persons or public or private entities that the 
Department determines are necessary to carry out the intent of the 
tracking system. The data is privileged and may not be divulged or made 
public in a manner that discloses the identity of an individual whose 
medical records have been used for obtaining data for the registry.

7



Notwithstanding the above, anonymous statistical information collected 
under this section is public information.
1. This tracking system should be integrated with any national database 

or similar system developed by the federal government.
(F) The following persons who act in compliance with this section are not

civilly or criminally liable for furnishing information required by this section: 
a hospital, clinical laboratory or other health care facility, an audiologist, an 
administrator, officer or employee of a hospital or other health care facility, 
and a physician or employee of a physician.

Section 9. Insurance Coverage
(A.) All health plans that are delivered, issued for delivery, renewed, extended 

or modified in the state, without regard to whether the issuer of the health 
benefit plan is located within or outside this state, must provide coverage 
for newborn hearing screening, necessary rescreening, audiological 
assessment and followup, and initial amplification or auditory 
programming. This section shall not apply to supplemental policies which 
only provide coverage for specific diseases, hospital indemnity, medicare 
supplement or other supplemental policies.

(B.) Benefits for newborn hearing screening, necessary rescreening,
audiological assessment and followup and initial amplification or auditory 
programming shall be subject to copayment and coinsurance provisions of 
a health insurance policy to the extent that other medical services covered 
by the health insurance plan are subject to such provisions. However, 
benefits shall be exempt from deductible or dollar limit provisions in the 
health insurance policy and such exemption must be explicitly provided for 
in the policy.

(C.) Coverage for newbom hearing screening, necessary rescreening,
audiolological assessment and followup and initial amplification or auditory 
programming shall be provided to newborns eligible for medical 
assistance and the Child'ens Health Insurance Plan. In the absence of a 
third-party payor, all chaiges shall be paid by the state.

(D.) All health insurance policies and health maintenance organizations shall 
compensate providers for the covered benefit supplemental to any 
previously contracted rate for services.

Section 10. Medical A ssistance
(A.) The agency responsible for the administration of this State's Medicaid 

program shall pay for the newborn/ Infant child hearing screening test, if 
the child is eligible for medical assistance as determined by State and 
federal law.

8



(B.) The Governor shall ensure that any contract for the provision of medical 
assistance negotiated with a managed care organization as authorized by 
State law, shall inc'ude payment for newborn/ infant hearing screening 
testing and necessary audiologic follow-up care.

9



Section 11. Miscellaneous Provisions

(A.) No test is to be performed if the parent of a newborn dissents on the
ground that the test conflicts with a personal religious belief or practice.

(B.) The Secretary shall promulgate regulations as may be necessary to
implement the provisions under Sections 4 through 11.

(C.) The Insurance Commissioner shall promulgate regulations necessary to 
implement the provisions under section 9.

Section 12. Appropriation

(A.) The General Assembly shall make any necessary appropriations to carry 
out the purposes of this Act.

Section 13. Effective Date

(A.) This Act shall take effect on January 1, 200_.
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A  B IL L  T O  R E Q U IR E  T H E  P R O V IS IO N  O F  A N D  C O V E R A G E  A N D  R E IM B U R S E M E N T  
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B E  IT  E N A C T E D  B Y  T H E  L E G IS L A T U R E  O F  T H E  S T A T E  O F

Section 1. Short title. This Act shall be known and may be cited as the ''Universal Newbom and Infant 
Hearing Screening Act".

Section 2. Legislative fin d in g s and purpose.

(a) The legislature hereby finds and declares that:

(1) Significant hearing loss is one o f the most common major abnormalities present at birth 
and, i f  undetected, will impede the child's speech, language, and cognitive development.
(2) Screening by high-risk characteristics alone (e.g., family histoiy o f deafness) only 
identifies approximately 50% o f newborns with significant hearing loss.
(3) Reliance solely on physician and/or parental observation fails to identify many cases of 
significant hearing loss irt newborns and infants.
(4) There is evidence that children with hearing loss who are identified at birth and receive 
intervention services shortly thereafter, have significantly better learning capacity than 
children who are identified with hearing loss later than six months after birth.
(5) Legislation is needed to provide for the early detection o f  hearing loss in newborns and 
infants and to prevent or mitigate the developmental delays associated with late 
identification o f  hearing loss.

Section 3. Definitions.
(a) "Child" means a person up to 21 years of age.
(b) "False positive rate" means the proportion o f  infants identified as having a significant hearing loss by 
the screening process who are ultimately found to not have a significant hearing loss.
(c) "False negative rate" means the proportion o f infants not identified as having a significant hearing 
loss by the screening process who are ultimately found to have a significant hearing loss.
(d) "Health Care Insurer" means any entity regulated by the Insurance Commissioner, including, but not 
limited to, health care insurers; health, hospital or medical service plan corporations; or health 
maintenance organizations. Health care insurer does not inc ude self-insured plans or groups regulated 
by the Employment Retirement Income Security Act o f  1974 ("ERJSA"), to the extent that state 
regulation of such plans is preempted by ERISA.
(e) "Health Insurance Policy" means any health insurance policy, contract, plan, or evidence o f coverage 
issued by a health care insurer, which provides medical coverage on an expense incurred, service or
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prepaid basis.
(f) "Hearing screening test" means automated auditory brain stem response, otoacoustic emissions, or 
another appropriate screening test approved by the state Department o f  Health.
(g) "Hospital" means a health care facility or birthing center licensed in this state that provides 
obstetrical services.
(h) "Infant" means a child who is not a newbom and has not attained the age o f  one year.
(i) "Newbom" means a child up to 28 days old.
(j) "Parent" m^' s a natural parent, stepparent, adoptive parents, guardian, or custodian o f a newbom or 
infant.
(k) "Significant hearing loss" means a hearing loss equivalent to or greater than a 35-decibel hearing loss 
(35-dB H L ) in the better ear.

Section 4. Newborn and In fa n t H earing Screen ing Program s.
(a) As a condition o f its licensure, each hospital shall establish a Universal Newbom Hearing Screening 
(UNHS) program. Each UNHS program shall:

(1) In advance o f  any hearing screening testing, provide to the newborn’s or infant's parent 
(s) information concerning the nature o f the screening procedure, applicable costs o f  the 
screening procedure (including information concerning insurance coverage and copayment 
obligations), the potential risk and effects o f hearing loss, and the benefits o f  early detection 
and intervention.
(2) Consistent with informed consent obtained from the parent(s) pursuant to subsection (a)
(1), provide a hearing screening test for every newbom bom in the hospital, for 
identification o f hearing loss, regardless o f  whether or not the newborn has known risk 
factors suggesting hearing loss.
(3) Develop screening protocols and select screening method(s) designed to detect 
newborns and infants with a significant hearing loss.
(4) Provide for appropriate training and monitoring o f the performance o f individuals 
responsible for performing hearing screening tests shall be trained properly in:

(a) the performance o f the tests,
(b) the risks of the tests, including psychological stress for the parent(s),
(c) infection control practices, and
(d) the genera] care and handling o f newborns and infants in hospital settings.
(5) Perfomi the hearing testing prior to the newborn's discharge; i f  the newbom 
is expected to remain in the hospital for a prolonged period, testing shall be 
performed prior to the date on which he or she attains the age o f three months.

(6) Develop and implement procedures for documenting the results o f all hearing screening 
tests.
(7) Inform the newborn's or infant's parents and primary care physician o f the results o f  the 
hearing screening test, or i f  the newborn or infant was not successfully tested. Whenever 
possible, such notification shall occur prior to discharge; i f  this is not possible, notification 
shall occur no later than ten days following the date o f testing. Notification shall include 
information regarding appropriate follow-up for a screening failure or a missed screening, 
and referral information for confirmatory testing. I f  a hearing screening test indicates the 
possibility o f  a significant hearing loss, the hospital shall ens.'re that the physician or other 
person attending the newbom or infant is made aware o f the community resour ces available 
for confirmatory testing and process o f  referral to early intervention services.
(8) Collect performance data specified by the state Department o f Health to ensure that each 
UNHS program is in compliance with this section, including the number o f infants born, the
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proportion o f all infants screened, the referral rate, the follow-up rate, the false-positive rate, 
and the false-negative rate.

(a) Testing Performance Standards.

(1) Each UNHS program should have a false-positive rate o f  3% or 
less.
(2) Each UNHS program should have a false-negative rate o f  3% 
or less.

(b) Oversight Responsibility. The state Department o f  Health shall exercise 
oversight responsibility for UNHS programs, including establishing a 
performance data set and reviewing performance data collected pursuant 
thereto by each hospital.

Section 5. Civil and Criminal Im m unity and Penalties.

(a) No physician shall be civilly or criminally liable for failure to conduct hearing screening testing.
(b) No physician or hospital acting in compliance with this Act shall be civilly or criminally liable for 
any acts taken in conformity herewith, including without limitation furnishing information required to 
be furnished hereunder.
(c) A  hospital that has not established or implemented an UNHS program in accordance with this Act 
shall be subject to sanction by the Department o f Health as provided by law for licensure violations.
(d) A  health care insurer that violates section 7(b) shall be subject to a civil money penalty o f [up to $25] 
for each affected insured who has not received the required notice.

Section 6. Confidentiality. The Department o f Health and all other persons to whom data is submitted in 
accordance with this Act shall keep such information confidential. No publication or disclosure of 
information shall be made except in the form o f statistical or other studies which do not identify 
individuals, except as specifically consented to in writing the by the parent(s) o f a tested child.

Section 7. Coverage and Reimbursement.

(a) Any health insurance policy which is delivered, issued for delivery, renewed, extended, or modified 
in this state by any health care insurer and which provides coverage for a child shall be deemed to 
provide coverage for hearing loss screening tests o f newborns and infants provided by a hospital before 
discharge.
(b) A  health care insurer delivering a health insurance policy regulated under this Act shall provide each 
insured with notice o f the provisions o f this Act upon the effective date o f  coverage and annually 
thereafter.
(c) The amount o f reimbursement for newbom or infant hearing screening provided under such a policy 
shall be consistent with reimbursement o f other medical expenses under the policy, including the 
imposition o f copayment, coinsurance, deductible, or any dollar limit or other cost-sharing provisions 
otherwise applicable under the policy.

Section 8. Delivery o f  Policy, i f  a health insurance policy provides coverage or benefits to a resident o f  
this state, it shall be deemed to be delivered in this state within the meaning o f this Act, regardless o f  
whether the health care insurer issuing or delivering said policy is located inside or outside o f the state.

Section 9. Applicability. This Act applies to health insurance policies delivered, issued for delivery, 
renewed, extended or modified, after the effective date o f this Act.
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Section 10. E ffec tive Date. T his act is effective upon  passage and  approval.

December 2000.

Revised October 2001.

©2000 by the American Academy o f  Pediatrics.
No p a rt o f  this statement may be reproduced in any fo rm  o r by any means without p r io r  written  
permission from  the American Academy o f  Pediatrics except f o r  one copy f o r  personal use.

Return to M odel Bills
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(Fwd: HB 108 comment]

S u b je c t:  [F w d: H B  108 co m m en t]
D a te : Tue, 29 Apr 2003 10:38:29 -0800

F ro m : Representative_Peggy Wilson <Rep.Peggy.Wilson@legis.state.ak.us> 
O rg a n iz a tio n : Alaska State Legislature

T o : Jean Ellis <Jean_Ellis@legis.state.ak.us>

S u b je c t:  H B  108 co m m en t
D ate : Tue, 29 Apr 2003 13:15:13 -0500 

F ro m : "Angela Watts" <asarw4@uaa.alaska.edu>
T o : Representative_Richard_Foster@ legis.slate.ak.us,

Representati ve_Max_Gruenberg@legis.state.ak.us, 
Representative_Peggy_Wilson@legis.state.ak.us

D ear R e p r e s e n t a t i v e s :

My name i s  A n g ela  W a tts . I  am a  j u n i o r  i n  th e  S o c ia l  Work D ep a rtm en t a t  
UAA. I  h av e  b een  f o l lo w in g  HB 108 f o r  th e  l a s t  few m on ths f o r  D r. 
P a t r i c k  C u n n in g h am 's  P o l i c i e s  an d  P ro c e d u re s  c l a s s .  I  am im p re s s e d  t h a t  
t h i s  b i l l  i s  b e in g  c o n s id e r e d .  I t  i s  h ig h ly  im p o r ta n t  t h a t  c h i l d r e n  who 
a r e  h e a r in g  im p a ir e d  o r  d e a f  h av e  a c c e s s  to  la n g u a g e  a t  a  v e ry  e a r l y  
a g e . The m ost im p o r ta n t  tim e  f o r  la n g u a g e  a c q u i s i t i o n  i s  w i th in  th e  
f i r s t  y e a r .  I  h av e  b een  s tu d y in g  A m erican  S ig n  L anguage an d  th e  D eaf 
c u l t u r e  a s  w e l l  a s  w o rk in g  w ith  d e a f  and  h a rd  o f  h e a r in g  c h i l d r e n  f o r  
th e  l a s t  3 y e a r s .  The d i f f e r e n c e  b e tw e en  th e  c h i l d r e n  t h a t  a r e  
d ia g n o s e d  a t  b i r t h  and  th o s e  who a r e  n o t  i s  a s to u n d in g .  When a c h i l d  
h a s  no  la n g u a g e  u n t i l  h e / s h e  i s  2 o r  3 y e a r s  o ld  i t  can  c a u s e  th e  c h i l d  
to  be a n g ry  and  s o c i a l l y  i s o l a t e d  n o t  o n ly  from  p e e r s  b u t  from  f a m ily  
m embers a s  w e l l .  I f  t h i s  b i l l  p a s s e s  i t  w i l l  be  a  g i a n t  s t e p  fo rw a rd  
f o r  d e a f  o r  h e a r in g - im p a i r e d  c h i l d r e n  in  A la sk a .

I  h av e  one c o n c e rn  a b o u t  th e  w r i t i n g  o f  th e  b i l l  h o w ev er. The b i l l  
s t a t e s  t h a t  t e a c h e r s  o f  d e a f  c h i l d r e n  n eed  to  be  c e r t i f i e d  by th e  
C o n fe re n c e  o f  E x e c u t iv e s  o f  A m erican  S c h o o ls  o f  th e  D e a f. Y et i t  d o e s  
n o t  s p e c i f y  w hat i f  an y  t r a i n i n g  th e  s o c i a l  w o rk e rs , d o c to r s ,  n u r s e s ,  
o r  o t h e r  h o s p i t a l  s t a f f  w i l l  n eed  in  o r d e r  to  p r o p e r ly  in fo rm  th e  
p a r e n t s  a b o u t th e  o p t io n s  t h a t  th e y  now h av e  in  r a i s i n g  a  d e a f  c h i l d .  
T h is  s t e p  i s  o f t e n  o v e r lo o k e d  to  g r e a t  d e te rm e n t to  th e  c h i l d .  D o c to rs  
in fo rm  p a r e n t s  i n c o r r e c t l y  a b o u t  t h e i r  o p t io n s  su c h  a s  s a y in g  t h a t  i f  a 
c h i l d  l e a r n s  ASL f i r s t  i n s t e a d  o f  t o  sp e a k  E n g lis h  f i r s t  t h a t  th e  c h i l d  
w i l l  n e v e r  know E n g l i s h  o r  be  a b le  to  com m unicate th ro u g h  sp e e c h  o r  
w r i t t e n  la n g u a g e . T h is  how ever i s  f a l s e .  I f  a  c h i l d  i s  b o rn  d e a f  and  
a c q u i r e s  h i s / h e r  n a t i v e  la n g u a g e  (ASL in  th e  U n ite d  S t a t e s )  th e n  th e  
c h i l d  h a s  a  f a r  h ig h e r  c h a n c e  o f  l e a r n i n g  to  r e a d ,  w r i t e ,  an d  p o s s i b ly  
sp e a k  E n g l is h  a s  a  se c o n d  la n g u a g e . I t  i s  an  im p o r ta n t  p a r t  o f  th e  
la n g u a g e  a c q u i s i t i o n  f o r  a  d e a f  c h i l d .  I  w ould l i k e  t o  s e e  th e  b i l l  
in c lu d e  a  s e c t i o n  t h a t  s t a t e s  t h a t  a l l  p e r s o n s  who in fo rm  p a r e n t s  o f  
th e  h e a r in g  a b i l i t y  o f  t h e i r  c h i l d  t o  be r e q u i r e d  to  ta k e  a  c o u r s e  o r  a 
C o n tin u in g  E d u c a tio n  C r e d i t  in  d e a f  c u l t u r e  and  th e  u se  o f  A m erican  
S ig n  L an g u ag e .

I  a p p r e c i a t e  t h a t  th e  th r e e  o f  you  a r e  s p o n s o r in g  t h i s  b i l l  an d  commend 
you on r e c o g n iz in g  th e  im p o r ta n c e  o f  e a r l y  d e t e c t i o n  an d  i n t e r v e n t i o n  
f o r  th e  w e l l  b e in g  o f  d e a f  and  h a rd  o f  h e a r in g  c h i l d r e n .

Thank you f o r  y o u r  tim e ,

A n g ela  W a tts  
asarw 4@ uaa. a l a s k a . edu
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A K  P e d ia tr ic  P a r tn e rs h ipMary Grisco
Email address:

A K  P u b lic  H ea lth  A ssocMary Lavigne
Email address:

E a rly  In te rv e n tio n  P ro gAmy Simpson
Email address
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S I T E :  A N C H O R A G E  L I O S U B JE C T  O F  M E E T IN G :

C O M M IT T E E : H H E S H B  1 0 8

DATE: 5-6-03 U PD A TE  # : 1
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Alaska State Legislature
Representative Peggy Wilson 

P u tting  A la s k a 's  F am ilie s  F irs t

SPONSOR STATEMENT
House Bill 135

“A n act rela ting  to m arital and fam ily  therap ists.”

T he law that established the B oard  o f  M arital and F am ily  T herapy  has been in p lace for 
ten years. It is tim e to  pursue the p lacem ent o f  updated  language w ithin the statute.

H B 135 will bring the A laska S tatu tes fo r M arriage and F am ily  T herapy  to the sam e 
standard as the law s regard ing  o ther counseling  services in the state and M arriage and 
Fam ily  T herapy  statutes nationally.

H B 1 3 5 -

•  Adds the B oard o f  M arital and  F am ily  T herapy  to the list o f  boards that m ay 
request the D iv ision  o f O ccupational L icensing to  contract fo r substance abuse 
treatm ent under licensed therapists,

•  Gives the B oard o f  M arital and  F am ily  T herapy  au thority  to order a licensed 
m arital and fam ily  therap ist to  subm it to a reasonab le physical o r  m ental 
exam ination  i f  the board has credib le evidence sufficient to conclude that the 
therap ist’s physical o r m ental capacity  to practice safely  is at issue,

•  A llow s  fo r individual c lien t contact to be used as hours tow ard licensing,
•  Requires the therapist to com m unicate to a potential v ictim  o r law  enforcem ent 

o fficer if  a threat o f  im m inent serious physical harm  to an identified  victim  has 
been m ade by a client,

® Imposes d iscip linary  sanctions w ith regard  to therapist sexual m isconduct.

H O U SE  B ILL  135 not only  brings parity  to the m ental health professions in the state, it 
also  adds additional consum er protection fo r A laskans seek ing  professional counsel.

Juneau. State Capitol, Rm. 409 ♦ Juneau, AK 99801-1121 ♦ ph: (907) 465-3824 • tax-. (907) 465-3175 
Wrangell UO: PO Box 109 ♦ Wrangell. AK 99929 ♦ ph: (907) 874-3088 • fax (907) 874-3955 

Petersburg UO: ph: (907) 772-3829 ♦ fax (907) 772-3779 
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A la s k a  S ta te  le g is la tu r e

R e p r e s e n t a t i v e  P e g g y  W i l s o n  
Putting Alaska's Families First

Sectional analysis (HB 135)

Section  1. A dds the board o f M arital and F am ily  T herap ists (hereafter “board”) to the 
list o f boards that m ay request the division  o f occupational licensing to contract for 
substance abuse treatm ent fo r licensed therapists (hereafter “licensees”).

S ection  2. A uthorizes the board to require physical and m ental exam s o f licensees.

S ection  3. C hanges a licensing requirem ent rela ting  to post-degree clinical contact.

S ection  4. Adds tw o m ore categories o f  circum stances w hen a c lien t’s
com m unications to a licensee m ay be revealed to others.

S ec tion  5. Adds a new  ground fo r d isciplinary sanctions

S ection  6 . A llow s sum m ary suspension o f a licensee who refuses to subm it to  a
physical o r m ental exam ination.

S ec tion  7. A dds tw o new sections o f  law. O ne requires d isclosure statem ents to 
clients. T he o ther enacts a practice lim itation.

J u n e a u :  State Capitol, Rm. 409 • Juneau, AK 99801-1121 ♦ ph: (907) 465-3824 •  fax. (907) 465-3175 
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Lauterbach 

3/11/03

O F F E R E D  IN  T H E  H O U S E  B Y  R E P R E S E N T A T IV E  W IL SO N

T O : H B  135

1 P age 5, lines 9 - 10:

2  D e le te  "for m arital a n a  fam ily  therapy  services"

3 In se rt "by a  licensed  m arital and fam ily  therapist"

A M E N D M E N T

L .1 .



What i-: a Marriage and 
Family Therapist?

Marriage and Family Therapists are mental 
wealth professionals trained to  diagnose and 
reai mental and emotional disorders. MFT's 
specialize in treating mental disorders In the 
xxitext o f  marriage o r family relationships, 
dam age and Family Therapists work with the 
ndlvidual, couple o r  family to  change 
jehavicrd patterns so  that problem s can be 
esolved

W h a t  t y p e s  o f  s e r v i c e s  d o  

M a r r i a g e  a n d  F a m i l y  

T h e r a p i s t s  p r o v i d e ?

► fundamental tenet o f  marriage and family 
leiapy is that Individual problem s are often 
e a  understood and treated in the context of 
le  relationships in which the  person Is 
jv d v ed  Failure to address the marital or 
imlly environment, as part o f  the mental 
salth treatment plan will result In decreased 
refihood for a  succesfu l outcom e 
herefore, marriage and family services are

Brief
Solution Focused
Specific, with attainable goals
Designed with t h e * end In mind"

arelage and Family Therapists treat a  wide 
ige o f serious clinical problems Including 
presslon, alcohol and drug abuse, anorexia, 
dderrw ntia

Clients o f  MFTs, according to  reseat ch 
studies, significantly improve after treatment 
for problem s such as: adolescent subs’ance 
abuse, depression and stress by family 
caregivers of elderly family members, clinical 
depression among women In distressed 
marriages, general child conduct disorders, 
child aggression, global family problems, 
communication and problem  solving, 
phobias, and  psychiatric symptoms.

W h o  l i c e n s e s  M a r r i a g e  a n d  

F a m i l y  T h e r a p i s t s ?

Currently, forty-two states recognize and 
regulate marriage and family therapists as 
Independent mental health providers. In 
addition, the Health Resources Services 
Administration recognizes th e  field or 
marriage and  family therapy as o n e  o f the five 
core m ental health disciplines fo r purposes of 
determ ining menial health shortage areas, and 
th e  healthcare program fo r military 
dependents. Champus/Trtcare, recognizes 
and reimburses MFTS as Independent health 
care providers.

H o w  a r e  M a r r i a g e  a n d  

F a m i l y  T h e r a p i s t s  

e d u c a t e d  a n d  t r a i n e d ?

M arriage and  family therapy Is a distinct 
professional discipline with graduate and 
postgraduate programs. T o  becom e a MFT, 
an individual must ohtain a M asters degree

Am erican Association for Marriage and 
Family T herapy  (AAMFT) Commission of 
A ccreditation of Marriage and Family 
T herapy Education  Is designated by th e  L’.S. 
D epartm ent o f  Education as the accrediting 
agency fo r academic institutions providing 
m aster's, doctoral and postgraduate training 
in m arriage and  family therapy.

O nce th e  formal education of the MFT Is 
com pleted, the* individual must obtain post­
g raduate clinical experience in marriage and  
family therapy. The training o f M FTs 
Includes direct clinical supervision by  
experienced clinicians. When the supervision 
is com pleted, th e  therapist can take a  sta te  
licensing exam  o r the national exam fo r M FTs 
conducted  by  the AAMFT Regulatory Board, 
This exam  Is used as a licensure requirement 
in m ost s ta te .

W h e r e  a r e  M F T s  

e m p l o y e d ?

W hile m any are In private practice, M F Is  can  
be found  in schools, businesses, governm ent 
agencies, hospitals and other health care 
facilities (i.e., community mental health 
centers, residential treatment facilities, legal 
and correctional systems and county mental 
health departm ents. In addition, m any are  
em ployed in  Employee Assistance Programs 
(EAPs).

HM Os. P P O s and olher managed care 
com panies em ploy and contract with MFTs 
for utilization review and provider screening 
as well as  10 provide mental health treatments. 
Insurance companies reimburse foro r com plete a  doctoral program in marriage 

and family therapy a related field. Tho



Sexual Exploitation - the “Two-Year Rule”

Issue
E nact a law  to create a  cause o f  action against a psychotherapist fo r engaging  in sexual relations w ith  a 
patient either during the therapeutic relationship o r within two years fo llow ing  term ination o f  therapy.

B ackground
Sexual relations betw een a psychotherapist and his/her patient is generally  prohibited  by law . V iolations 
usually  result in d isciplinary action by the licensing board (revocation o r suspension o f  the license) and/or 
the filing o f a civil action fo r dam ages by the patient. In som e states, crim inal penalties can be im posed on 
a psychotherapist who engages in sexual relations w ith h is/her patient. Som e believe that sexual relations 
betw een a psychotherapist and a  patient o r form er patient should be prohibited  in perpetuity. T h is  b ill 
w ould  in s te a d  p ro v id e  th a t  sex u a l re la tio n s  be tw een  a  p sy c h o th e ra p is t a n d  h is /h e r  p a tie n t a re  
p ro h ib ite d  d u r in g  th e  th e ra p is t-p a tie n t re la tio n sh ip  a n d  fo r  tw o  y e a rs  fo llow ing  a  te rm in a tio n  o f 
th e  re la tio n sh ip  a n d  w ou ld  c re a te  a  specific cau se  o f  ac tio n  a g a in s t a  p sy c h o th e ra p is t fo r  a  v io la tio n .

T his bill is necessary for several reasons. First, som e argue o r believe that a psychotherapist m ay have 
sexual relations with an ex-patien t since the law only  prohibits such relationships betw een therapist and 
patient. In the past, som e therapists have sim ply term inated the therap ist-patien t relationship, perhaps 
m ade a referral, and then engaged in sexual relations with their “ex-patien t,” either m om ents o r days later. 
This is clearly  inappropriate and constitutes an ethical violation in m ost professions. A dditionally, 
because o f  the pow er im balance often present in  the therapist-patient relationship, som e reasonable 
am ount o f  tim e m ust be allow ed to pass before an intim ate relationship should  be allow ed to begin.

T herapists w ho exploit the trust and vulnerability  o f patients for their own sexual gratification, especially  
when it can have such devastating and long-term  effects upon patients, are practicing predatory 
psychotherapy. Im position  o f a  “ tw o-year rule” will prevent therapists from  avoiding the very  purpose o f 
the long-standing prohibition against therapist-patient sex by sim ply term inating  therapy and engaging in 
sexual contact shortly  thereafter. Establishm ent o f  a tw o-year rule provides for a cooling-off period that 
will d iscourage such relationships from  occurring. T he burden on therapists is not great, since they are 
free to have sexual relations with everyone except m inors and ex-patients (for tw o years).

O pposition
This bill could be opposed by civil libertarian groups (such as the A C LU ) on the basis o f the lim itation o f 
a p erson’s right to freely associate with others. They m ay ague that consenting  adults should be allow ed 
to engage in sexual relations with each other regardless o f their p rior professional relationship. T hey m ay 
additionally  argue that the tw o-year rule is an arbitrary barrier to the right o f  free association. O ther 
affected professions m ay claim  that the present law is sufficient to deal w ith  the existing  problem s and 
that the tw o-year ru le is excessive o r unnecessary.

Sam ple Language
Section 43.93 o f the C aliforn ia C ivil Code is an exam ple o f  a law that creates a  cause o f  action against a 
psychotherapist fo r engaging in sexual relations with a  patient w ithin tw o years follow ing term ination o f 
therapy. L icensing  law  provisions that prohibit sexual relations betw een therapist and patient should also 
be am ended to include the “tw o-year ru le .”



Larry Holman M.S. LMFT 
Susitna Counseling and Associates 

2600 Denali St. Ste450 
Anchorage, AK. 99503 

Ph. (907) 272-7002 Fax (907) 272-2851

R epresen tative P eggy  W ilson 
S tate  C apital R m . 409 
Juneau , A K . 99801

February 28,2003

Re: H ouse B ill 135 

D e a r R epresen tative W ilson,

T h e  R egu lato ry  B oard  fo r  L icensed  M arriage  and F am ily  T herap ists in  the S tate  o f  A laska 
strong ly  support the passage o f  H B  135. O ne o f  o u r goals fo r the last coup le  o f  years has been to 
rev iew  o u r law s and  reg u lations after being  licensed fo r about 10  years, to  see i f  they  m eet 
cu rren t standards o f  p ractice nationally . T here w ere several areas iden tified  w hich  w ere  seen as 
deficien t and /or n o t up  to  the  standards o f  o ther m ental health  p rofessions in th is sta te  and  
nationally . T h e  national organization  fo r m arriage and fam ily  therap ists (A A M FT) as well as the 
A ssociation  o f  M arital an d  F am ily  T herapy  R egulatory  B oard  has p rov ided  us w ith  d irection  and 
guidance in bring ing  o u r law s and  regulations up to a  high standard  so  that die A laskan public 
w ill be  protected.

H ouse B ill 135 advances that goal in  several sign ifican t w ays. F irst and possib ly  forem ost is the 
provision  that addresses sexual re la tionsh ips betw een M FT s and  clients. T here  are no  m ental 
health  professional associations o f  w hich I  am  aw are that do  no t have strict sanctions and  
p rohib itions against sexual rela tionsh ips w ith  clients and  fo rm er clients. M any  specify  tw o  to 
th ree years. Social W orkers specify  a  lifetim e prohibition . T his provision  needs to be  spelled  
ou t clearly  since the possib le  harm  caused  can be so egregious. O ther p rovisions in  th is law  are 
attem pts to  be  m ore responsive to  the public, w hich o u r B oard  is charged  to  protect. T he 
d isclosure sta tem ent section  con tains a  description  o f th erap ist’s form al education , degrees 
ob tained  and  institu tions attended , therap ist’s area o f  specialization , and  therap ist’s fee schedule. 
W e th ink  th is is an im portan t addition  to  o u r law  in that it spells ou t the con tract betw een a  
therap ist an d  h is /he r clien t. M an y  clien ts are no t very  in form ed  about these issues and  th is 
provision  c larifies them .

T hese are ju s t  m en tioned  tw o  exam ples o f  new  provisions that th is law  addresses. T he o the r 
p rov isions are sign ifican t as w ell and  w e encourage you to support them  v igorously  as w e do.
T he M arriage and  Fam ily  T h erap y  R egu lato ry  B oard  thanks you for y ou r sponsorship  o f  th is bill 
an d  i f  there is an y th ing  w e can  do  to  support its  passage p lease le t us know .

S incerely,

L arry  H olm an, L M FT , C hairperson , M F T  R egulatory  B oard



Alaska Association for 
Marriage and Family Therapy

2600 Denali St., Ste 450 
Anchorage, Alaska 99503 

Ph. (907) 272-7002

February  2 8 ,2 0 0 3

R epresentative P eggy  W ilson 
S tate C apital R m  409 
Juneau , AK . 99801

Re: H ouse B ill 135 

D ear R epresentative W ilson,

T he A laska A ssociation  fo r  M arriage and Fam ily  T herapy  appreciates y o u r sponsorsh ip  o f  H ouse 
Bill 135. O u r organization  supports th is bill and  w as prim arily  responsib le fo r  in itiating  it. M uch  o f  the 
bill is housekeeping but there are parts, w hich are  substantial changes. T h e  add ition  o f  sexual m isconduct 
brings M F T  standards up to o ther m ental health care professionals in the sta te  as w ell as o u r ow n N ational 
A ssociation’s standards. It requ ires that tw o years m ust pass before a  L M F T  can have a  sexual 
relationsh ip  w ith a  fo rm er client. Sexual m isconduct is one o f  the m ost p rob lem atic  issues fac ing  m ental 
health care  providers because o f  the natu re  o f  the relationsh ips that are fo rm ed  in  the  therapeutic  process. 
S trict boundaries are  abso lu te ly  necessary  because o f  tha t relationsh ip. T h e  d isclosure sta tem ent is a new  
provision, w hich is in tended  to  in form  and  p ro tect the c lien t as a  consum er o f  m ental health  services. I t is  
a  national trend in m arriage and  fam ily  therapy  to  educate the clien t w ith  regards to the p ro fessio n al’s 
train ing and specialization . In addition , i t  is a  com m only  accepted  ethical p rocedure to  m ake consum ers 
aw are o f  fees.

A gain , thanks fo r sponsoring  th is bill.

S incerely,

Susan  A rth , D iv ision  President, A kA M FT
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Representative Cheryll Heinze

E C O N O M IC  D E V ELO PM EN T, T R A D E  A N D  TO U R ISM

C H AIR  
HB 142

SPONSOR STATEMENT

The majority of eye surgery performed in the United States today is technologically 
advanced and is safer and more effective than ever before. The most common major 
eye surgery performed in the United States is cataract surgery; with more than 1.5 
million cases a year. Cataract surgery has evolved to such an advanced state that 
many cases take less than 15 minutes to perform. The speed with which modem 
cataract surgery can be performed has tended to trivialize the seriousness of this 
surgery in the public’s mind, causing patients to infer that it is risk free. No surgery 
is risk free, including short cases such as uncomplicated cataract surgery. However, 
complications do occur and can be serious. Permanent loss of vision and patient death 
are some of the more serious potential complications. It is important for 
postoperative care to be managed by an ophthalmologist familiar with the surgery and 
the potential complications.

Unfortunately, reduction of surgical time for cataract surgery has led to the 
appearance of so-called “cataract mills” where patients are referred in large numbers 
by an optometrist and, in return for a “co-management fee”, the referring optometrist 
is then allowed to manage the patient postoperatively. The operating surgeon, in this 
setting, often meets the patient just minutes prior to surgery and takes no 
responsibility after surgery. In some cases this surgeon may travel from cataract mill

i



to cataract mill and is unavailable for any postoperative consultation or advice. The 
C  patient’s follow-up care is therefore abandoned, by pre-arrangement, to the referring

Optometrist who is not qualified by training or experience to handle any serious 
complications resulting from the cataract surgery.

Another serious situation may arise as a result of the “cataract mill”. Should the 
patient require hospitalization, the surgeon is unlikely to have local hospital 
privileges. The patient is then dumped on another ophthalmologist unfamiliar with 
the patient but now responsible for rendering critical care.

Co-management of eye surgery as currently practiced in Alaska is a recipe for sub- 
optimal patient care. House Bill 142 addresses the issue of postoperative care for eye 
surgery in Alaska, taking into account the unusual and sometimes-difficult medical 
and surgical challenges our state often poses in terms of isolation, limited medical 
resources and transportation difficulties.
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L E G A L  S E R V I C E S

DIVISION OF LEGAL AND RESEARCH SERVICES 
LEGISLATIVE AFFAIRS AGENCY

(907) 465-3867 or 465-2450 STATE OF ALASKA State Capitol
FAX (907) 465-2029 Juneau, Alaska 99801-1182
Mail Stop 3101 Deliveries to: 129 6th St., Rm. 329

ME MO R A N D U M March 19,2003

SUBJECT: Sectional Analysis (HB 142)

TO: Representative Chei

FROM : Terri Lauterbach
Legislative Counsel

You have requested a sectional summary o f the above-described bill.

As a prelim inary matter, please note that a sectional summary o f a b ill should not be 
considered an authoritative interpretation o f the b il l and the b ill itse lf is the best statement 
o f its contents. Since you have not expressed questions about any particular aspect o f the 
b ill, this summary is brief. Let me know i f  you have specific questions.

Section 1. Places lim its on how and when a surgeon who performs eye surgery in this 
state may delegate responsibility to someone else fo r post-operative care o f the patient.

Secs. 2 - 3 .  Require compliance w ith sec. 1 o f the b ill by certain people who are exempt 
from licensing as physicians.

Sec. 4. Adds defin ition o f "know ing ly ," which is a term used in secs. 1 and 3 o f the b ill.

Secs. 5 and 7. A llow  the State Medical Board to begin the regulations process before the 
rest o f the b ill takes effect.

Sec. 6. Applies the amendments made by the b ill to eye surgery occurring on or after the 
effective date o f secs. 1 - 4 o f the b ill.

TML:med
03-323.med



A l a s k a  A c a d e m y  o f  O p h t h a lm o l o g y
Carl Rosen, M.D.

President 
542  W. 2"* Ave 

Anchorage, Ak 99501

The Alaska and American Academy of Ophthalmology endorses HB 
142(introduced by State Representative Cheryl Heinze), an act relating to  
provider responsibility for ocular postoperative care in Alaska, to  regulate 
potential abuses o f comanagement anaogenierits/'-v ; •

the rare areas where non-physicians inappropriately perform post­
operative care.

This legislation would prevent itinerant ophthalmologists from allowing 
non-medical personnel to  provide inappropriate post-operative care after 
eye surgery.

It is imperative that trained physicians se e  patients after surgery to  check 
for infections, other diseases, complications that might occur following 
surgery to prevent potential loss o f vision.

It is irresponsible to permit delegation o f post-operative care to  an 
optometrist who can neither accurately diagnose nor treat complications 
and emergencies.

907-563-8526

3 /7 /0 3
Alaska House o
Pouch V
Juneau, Ak 99801  

Dear Representaffitfd;

This legislation closes a patient protection loophole. Ocular care is one of

This legislation would have no fiscal impact to consumers or to health 
care costs, in fact, patients would receive better and safer treatment at 
no additional costs.



Below, please find our analysis of HB 142. We ask for your support and 
co-sponsorship of this important legislation.

BRIEFING: H B 142

HB 142, an act relating to  provider responsibility for ocular 
postoperative care in Alaska, has been introduced to regulate potential 
abuses of comanagement arrangements.

• HB 142 recognizes the unique challenges of practicing in Alaska.
HB 142 does not prohibit legitimate comanagement. HB 142 would 
have no effect on responsible surgical practice in Alaska. HB 142 is 
consistent with the principles of the Joint Position Paper of the 
American Academy of Ophthalmology and the American Society of 
Cataract and Refractive surgery on Ophthalmic Postoperative Care.

• HB 1-42 prQ yidfiS -thaL i/r?/effg^a. s u rg fiim ..e ,n te rs .intq.a-vyotten 
cpmanagemeDtag£fifimenLmiih-thg-i3atienL,the.,bilLr.e.quirfia-a 
surgeon to  be physically available to  a patient for postoperative 
care in the community in which the operation was performed fo r  
12Q h o u rs  after t h e  surgeryx

• HB 142 PERMITS COMANAGEMENT if:
o the distance the patient would have to travel to the regular 

office of the operating surgeon would result in an 
unreasonable hardship for the patient, as determined by the 
patient;

o the surgeon will not be available for postoperative care as a 
result of the surgeon's personal travel, illness, travel to an 
area o f tha sta te  for occasional practice o f medicine, or 
travel to  an area of a state designated as a physician 
shortage area; or 

o other justifiable circumstances exist, as determined by the 
State Medical Board.

. HB 142 PROTECTS OPHTHALMQUGSTS AND PATIENTS by 
prohibiting comanagement arrangements:

o in which a fee  is paid to  the person to whom the care is 
delegated that does not reflect the fair market value of the 
services performed by that person; 

o that are entered into as a matter o f routine and not on a 
case-by-case basis;



o that are not clinically appropriate for the patient; 
o that is made with the intent to induce surgical referrals; or 
o that is based on economic considerations affecting the 

surgeon.
. HB 142 CONTAINS EXTRA FLEXIBILITY for the surgeon by allowing 

the surgeon to delegate postoperative care of a patient without a 
written comanagement agreement because of unanticipated 
circumstances that were reasonably foreseeable before the surgery 
was performed.

Please feel free to  call me at anytime @ 9 0 7 -5 6 3 -3 5 2 6  and I would be 
glad to answer any question you may have or provide you with more 
information.

Carl Rosen, M.D.
Alaska Academy of Ophthalmology 
President



O L IV E R  M . K O R S H I N ,  M . D . 
D ISE A SE S A N D  S U R G E R Y  O F  T H E  EYE

ALASKA MEDICAL PLAZA
1 2 0 0  AIRPORT H EIG HTS DRIVE, SUITE 310
A NCH O RAG E, ALASKA 9 9 5 0 8
(907) 2 7 6 -8 8 3 8
FAX (907) 2 5 8 -0 7 3 5

March 10, 2003

Representative Pete K o tt 
State Cap ito l
Juneau, A laska 99801-1182

Dear Representative Ko tt:

I am w r it in g  to ask yo u r suppo rt o f HB 142, a b il l to regula te ocu la r postopera tive 
care in A laska. The b il l is also know n as the "co-management h ill."

Co-management means tha t a p ra c titio ne r o the r than the ope ra ting surgeon p ro ­
v ides postope ra tive care. Because co-management fre qu en tly invo lves sp lit t in g  o f 
the surg ica l fee between the surgeon and the p ro v id e r o f postopera tive care, co­
management arrangements have d raw n the a tten tio n o f the U. S. DHHS O ffice o f 
the Inspector General in  an ongo ing na tiona l e ffo rt to assure tha t such arrange­
ments do no t v io la te federa l an ti k ick-back statutes.

Bu t co-management no t on ly poses the po ten tia l fo r ille ga l kickbacks —  perhaps 
more im po rta n t, i t can harm  patien ts . Let me exp la in .

Eye surgery perfo rm ed in  the Un ited States today has become so techno log ica lly ad­
vanced tha t i t is safer and more effective than ever before. This app lies p a rtic u la r ly 
to cataract surgery , the most common m ajo r su rge ry perfo rm ed in ou r coun try —  
more than 1.5 m illio n  cases a year. Cataract surge ry has become so advanced tha t 
m any cases take less than fifteen m inutes, using tin y inc is ions and fo ldab le in ­
traocu la r lens im p lan ts . Patients go home a lm ost im m ed ia te ly and no t in fre q u e n tly 
are able to see 20/20 tha t same day.

The speed w ith  w h ich m odern cataract surge ry can be perfo rm ed, as w e ll as its as­
to und in g success rate, have un fo rtu n a te ly tr iv ia liz e d  the seriousness o f th is su rge ry 
in  the pub lic 's m ind , causing pa tien ts to in fe r tha t i t is risk-free . Th is is ra the r lik e 
in fe rr in g tha t hand lin g a h igh -pe rfo rm ance je t f ig h te r plane is risk-free . W ith  h igh - 
perfo rm ance je t planes —  as w ith  21sl cen tu ry eye surgery —  increased speed and 
increased perfo rm ance sometimes mean tha t th ings can go ve ry w rong ve ry qu ick ly . 
A nd they do.

In o ther words, m ode rn cataract su rge ry is s till subject to complica tions, some o f 
them serious. A lth o u g h serious com p lica tions occur in frequen tly , they do occur 
w ith  sta tis tica l re g u la r ity . W hen they occur, o ften in the firs t 72 hours fo llo w in g 
surgery, they m us t be managed by a qua lifie d oph tha lm o log is t who is fam ilia r w ith  
the surgery, its po te n tia l com p lica tions and how these com p lica tions must be m an­
aged.



The reduc tio n in the tim e it takes to pe rfo rm  cataract su rge ry has led to the appear­
ance o f so-called cataract m ills , to w h ich patien ts are referred in large numbers by 
op tom e tris ts , w ho receive a co-management fee fo r fo llo w in g  the pa tien t a fte r su r­
gery, in c lu d in g the d iagnosis and trea tm en t o f sho rt- and long -te rm  surg ica l com p li­
cations.

O ften the surgeon in  a cataract m il l does no t see the pa tien t u n t i l a few m inu tes be­
fo re surgery . A fte r surgery , the pa tien t m ay never see the surgeon again. In fact, the 
surgeon m ay leave tow n a sh o rtly a fte r surgery , tra ve lin g to ano ther cataract m ill 
loca tion (w h ich m ay be out-o f-s ta te). He m ay not re tu rn fo r weeks o r longer, and 
then it is no t to see his pos t-ope ra tive patien ts , b u t to operate on the next wave o f 
referra ls . A  patien t's fo llow -u p care is there fore delegated, by pre-arrangement, to 
the re fe rr in g op tom e tris t, w ho is no t qua lif ie d by tra in in g  o r experience to manage 
the m ajo r com p lica tions o f cataract surge ry , some o f w h ich requ ire add itio na l and 
sometimes com plex su rge ry to treat.

W hen the co-m anag ing op tom e tr is t is presented w ith  a serious com p lica tio n o f 
cataract su rge ry tha t m ay requ ire adm iss ion to a hosp ita l, he m us t "dum p" the pa­
tie n t in to  the hands o f a loca l oph tha lm o log is t, as the m ill surgeon has le ft tow n or, 
i f  in tow n , m ay no t have loca l hosp ita l p riv ileges . The new oph th a lm o lo g is t is sud ­
den ly responsib le fo r rende ring c ritica l care a ve ry i l l pa ten t fea rfu l o f go ing b lin d , 
w hom  he has never seen before and abou t w hom  he know s no th in g .

Hence, co-management o f eye surge ry can be a recipe fo r sub -op tim a l postoperative 
care. House B ill 142 addresses th is im po rta n t pa tien t safety issue w h ile tak ing in to 
account the unusua l and sometimes d if f ic u lt m ed ica l-su rg ica l challenges ou r state 
poses in term s o f iso la tion , vast distances and transpo rta tio n d iff ic u lt ie s .

H ow  do I handle cataract su rge ry in m y own practice? I stopped a ll cataract surgery 
last year, so I re fer m y patien ts w ho need cataract su rge ry to o the r local oph tha l­
m olog is ts . I refuse to co-manage: postopera tive care is the surgeon's respons ib ility . I 
re fe r o n ly to oph tha lm o log is ts w ho w i l l p ro v id e all m y patien ts ' postopera tive care 
—  not ju s t fo r 120 hours as s tipu la te d in  th is b ill, bu t fo r the en tire 90-day "g loba l" 
pos tope ra tive period . I believe th is represents sound and eth ica l medica l practice.
One hund red and tw en ty hours is the bare m in im um .

I urge you to suppo rt HB 142.

S incere ly,

O liv e r Ko rsh in , M . D.



Alaska State Senators and Representatives 

Dear Legisla] 1
I am writing to ask for your support of HB 142 and companion bill SB 129, 
legislation to ensure that Alaska citizens have the necessary information regarding 
postoperative surgical eye care. The enactment of HB 142 and SB 129 is a 
positive step forward to enhance patient understanding of postoperative surgical 
eye care treatment.

This legislation sets forward clear rules as to the procedures that an ophthalmologist 
and optometrists must follow when a comanagement agreement is agreed upon. 
Just as importantly, this legislation informs the patient as to the type of care he or she 
will be receiving from each health care provider -  the ophthalmologist and the 
optometrist. Patient protection is this legislation's objective. With enactment of H B 
142 and SB 129, the ethical relationship between the ophthalmologist, the 
optometrist, and patient is once again paramount.

As a working pediatric ophthalmologist in Anchorage who attended the University of 
Alaska-Fairbanks, I have a perspective of the Alaska health care system both as a 
citizen and as a physician.

The delivery of quality health care is a challenge due to our state’s size anu rnral 
nature. For example, I travel to our practice's satellite clinics in Wasila, Codova, 
Kodiak, and Homer. It is my goal to deliver quality and affordable pediatric 
ophthalmic care to urban and rural residents of our Great State. I have coordinated 
several research efforts including the 6 plus years, cooperative, charitable project to 
vision screen every preschool Alaskan called the "Alaska Blind Child Discovery." 
We have provided pre-school vision screening to over 14,000 Alaska children free 
of charge. I have also served as the Eye section Chief at Providence hospital for 
the last 11 years coordinating emergency eye call for much of the state.

>From my residency training at the Mayo Clinic and my practice in Anchorage with 
Ophthalmic Associates, I have learned the value of careful, opei i-referral and 
consultative medicine. Ophthalmic Associates is a subspecialty eye practice of 
optometrists (ODs) and ophthalmologists.

I mention referral and consultative medicine because as a legislator you must often 
feel that ophthalmologists and optometrists do not work well together. This is not the 
case. For example, Ophthalmic Associates is a subspecialty eye practice of 
ophthalmologists (MDs) and optcmetilsts (ODs). We can and do work together to 
deliver quality patient eye care services.

However, there is what I would term a growing pressure for ophthalmologists and 
optometrists to enter into what is called "a>management" practici; pattern in regards 
to postoperative surgical eye care that is not in the best interest of the patients.

Ped iatric  C p h th a lru d o s y  and Strab ism us. Oph tha lm ic 
5 4 2  W est Second  A venue , .'.ache race . A la ska  W 5 0 ! -2242  ■ rax 2 ™ - ! 7 05



From my professional observation of the increased pressure for these types of 
agreements, I believe HB 142 and SB 129 are needed and are in the patient's 
best health care interest.

I am not against all collaborative care arrangements between Alaska's optometrists 
and ophthalmologists. I have and will continue to collaborate with other optometrists; 
family physicians and ophthalmologists in the medical and Inng-term postoperative 
care of Alaskan citizens, tourists and referred patients from the Russian Far-East 
(charitable surgical care).

However, you must be made aware that the current practicing environment works to 
destroy ethical arrangements between optometrists and ophthalmologists and 
fosters comanagement relationships between optometrists and ophthalmologists 
that are not n the best long-term interests of patients. That is why I support HB 142 
and SB 129.

The enactment of HB 142/SB 129 will ensure that if a physician chooses to 
comanage a patient, its will be for health care considerations, not for future referrals or 
some other economic consideration. This legislation is a positive step forward to 
improve patient unde standing of postoperative surgical eye care treatment.

Sincerely Yours,

Robert W. Arnold, M.D.

PcdKirric O r l- rh a iiu o lo g y  and S tm w sm u s  Ophtha lm ic A s- c-c UmC-s . a P .C . 
5 4 2  VVcsi Second A venue . A nchon iye . A lnskn v V 5 ;i i -224-2 *- rk< 27K -i7w 5





Session:
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Phone: (907) 465-2995 
Fax: (907) 465-6592

Alaska State Legislature

Representative L esil M cG u ire
Chair. Judiciary Committee

Interim:
716 W 4"' Avenue, Suite 300 
Anchorage, AK 99501-2133 

Phone: (907) 269-0250 
Fax: (907) 269-0249

M EM ORANDUM

To: Rep. Peggy Wilsori, CIvm^nouseTIeaith, Education, and Social Services Committee
From: Rep Lesil M c o l f  7 ^Date: March 5,h, 2003 J
Re: Request for hearing of HB 146 “Repealing ‘sunset’ provisions forSSN reporting for 
CSED”

I would appreciate it if you would consider scheduling my bill, HB 146 "An Act repealing the 
termination date of certain provisions that require the reporting of social security numbers and 
automated data matching with financial institutions for child support enforcement purposes; and 
providing for an effective date." before your committee at your earliest possible convenience.
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CS F O R  H O U S E  B IL L  N O . 146( )

IN THE LEGISLATURE OF THE STATE OF ALASKA 

TWENTY-THIRD LEGISLATURE - FIRST SESSION

BY

Offered:
Referred:

Sponsors): REPRESENTATIVES MCGUIRE, Gruenberg

A B IL L  

F O R  A N  A C T  E N T IT L E D  

"A n  A ct re p e a lin g  th e  te rm in a tio n  d a te  o f  c e r ta in  p ro v is io n s  th a t  r e q u ire  th e  re p o r tin g  

o f  social se cu rity  n u m b e rs  a n d  a u to m a te d  d a ta  m a tc h in g  w ith  f in a n c ia l in s titu tio n s  fo r 

ch ild  su p p o r t en fo rce m en t p u rp o se s ; re la tin g  to  socia l s e c u r ity  n u m b e rs  o n  ap p lica tio n s  

fo r  co m m erc ia l fish in g  licenses; a n d  p ro v id in g  fo r  a n  effective  d a te ."

B E  IT  E N A C T E D  B Y  T H E  L E G IS L A T U R E  O F  T H E  S T A T E  O F  A L A S K A :

* S ection  1. AS 16.05.480(b) is amended to read:

(b) A person applying for a [RESIDENT] commercial fish in g  license under 

this section shall provide the person's social security number. A  p e rso n  ap p ly in g  fo r 

a  re s id e n t co m m erc ia l f ish in g  license u n d e r  th is  sec tion  sh a ll  a lso  p ro v id e  [AND 

THE] proof of residence that the department requires by regulation.

* Sec. 2. AS 16.05.480(d) is amended to read:

(d) Upon request, the department o r  th e  A la sk a  C o m m e rc ia l F ish eries 

E n try  C o m m issio n  shall provide a social security number provided by  a n  ap p lic a n t 

fo r  a license under [(a) OF] this section to the child support enforcement agency

-1- CSHB 146( )
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created  in AS 25.27.010, o r the child  support agency o f another state, for ch ild  support 

purposes authorized under law.

* Sec. 3. Sections 1 - 1 0 ,1 4 ,  and 17, ch. 54, SLA  2001, are repealed.

* Sec. 4. This A ct takes effect im m ediately under AS 01.10.070(c).

WORK D R A FT WORK D R A FT 23-LS0705\H
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CHILD SUPPORT ENFORCEMENT 2003 “SUNSET” SUMMARY 

In troduction

Sunset provisions that will take effect in 2003 were attached to legislation passed during the 
2001 session. These laws support programs and activities at CSED that have resulted in a 
significant increase in child support payments1, and improved services to families in Alaska. 
If the sunsets are allowed to occur, these improvements will be diminished, and by being out 
of compliance with welfare reform laws Alaska will be in jeopardy of losing $75,000,000 in 
federal public assistance and child support funding.

Below is an outline of key parts of the 2001 legislation, as well as a description of how the 
sunset provisions would affect CSED’s work. Each of these segments is a requirement of 
federal compliance.

Financial Institu tion  Data M atch an d  Im m unity from Liability

Current statutes allow us to match the names of parents who owe arrears with the names on 
accounts at financial institutions. This makes it much more difficult for delinquent parents to 
hide their assets, simplifies the search for funds in multi-state institutions, and allows the 
institutions to cooperate without fear of retaliatory lawsuits. Few banks would participate in 
the FI DM if this protection were repealed. Searching for hidden assets would require sweeps 
of all banks for each and every case. For many children our ability to collect support would 
be seriously compromised.

CSED has had no significant complaints from parents or financial institutions regarding this 
statute.

Social S ecu rity  N um bers

Legislation passed in 2001 continued the requirement that applications for state licenses, 
including professional, business, occupational, driver's, recreational and marriage licenses, 
include the social security number of the applicant. These numbers help CSED locate 
parents and collect child support, and reduce the number of cases of mistaken identity. Use 
of Social Security numbers is critical to our New Hire Reporting, license suspension, and 
locate programs.

CSED is cognizant of the confidential responsibilities conferred on us through use of Social 
Security numbers and other items of personal information included in our files. We make 
confidentiality training a priority, and monitor it constantly so that no inappropriate use can be 
made of the parties' personal information.

Federal requirements for social security numbers on hunting and fishing licenses were 
waived in 2000. The waiver will expire this year, however, CSED has requested that it be 
extended.

1  S in c e  t h e  f i r s t  o f  t h e s e  s t a t u t e s  was p a s s e d  i n  1996 , c h i l d  s u p p o r t  c o l l e c t i o n s  
in  A la s k a  h av e  i n c r e a s e d  from  $71 m i l l i o n  to  $95 m i l l i o n ,  a 33% i n c r e a s e .

Revised 03/12/03 1



Child Support Enforcement Division - Financial Institution Data Match 
Monthly Statistics: May 2001 through December 2002

Amount Rcvd Amount Rcvd # of kids

Collection Ratemonthly average $ 40,068.90 $ 6,423.31 Collection Rate

Aug 01-Jun 02 
monthly average Collection RateCollection Rate

monthly average| 45,489.43 $ 7,718.69 [Collection Rate Collection Rate

3/12/2003 5:05 PM



C h i l d  S u p p o r t  E n f o r c e m e n t  D i v i s i o n  -  F i n a n c i a l  I n s t i t u t i o n  D a t a  M a t c h

C o l l e c t i o n s  A u g  0 1  -  J u n  0 2

Jun-02
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Apr-02

Mar-02

Feb-02
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C h i l d  S u p p o r t  E n f o r c e m e n t  -  F i n a n c i a l  I n s t i t u t i o n  D a t a  M a t c h

C o l l e c t i o n s  J a n  0 2  -  D e c  0 2

■ Multi State 

□ In State

Nov-02

Oct-02

Sep-02

Aug-02

Jul-02

Jun-02

May-02
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Mar-02

Feb-02

Jan-02

Dec-02

$- $20,000

 1------

$40,000
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C h i l d  S u p p o r t  E n f o r c e m e n t  D i v i s i o n  -  F i n a n c i a l  I n s t i t u t i o n  D a t a  M a t c h

S a m p l e  C a s e  E x p l a n a t i o n s

XZ79Y45 C ase w as brought current with FIDM money NCP is now current every month

XZ5X7X5 C ase w as brought current with FIDM money NCP is now current every month

XZ65Y67 C ase paid in full with FIDM Money, now closed

XZ8948X C ase w as brought current with FIDM money NCP is now current every month
XZXYZ87
XZ5Z4Z9

NCP had two c a s e s  and owed over 45K in arrears. When FIDM /WID was issued, NCP decided to pay c a se s  current and 
now pays monthly support on time each month and has been doing so  since May 2002

XZX6Z36 FIDM wid paid c a se  in full, c a se  is being reviewed for closure

XZ764Z6 FIDM paid c a se  in full now closed.

XZ758Y5 FIDM paid all but $60.00  on c a se , there had been no payments on this c a se  in prior three years

XZ33765 FIDM paid c a se  in full $5802.11

XZ74X84 FIDM paid c a se  in full $992 .00  5/02, last payment 11/30/01

XZ5X367 FIDM payment of 3242.26 05/02, no other payments since 11/00

XXZY66Y FIDM payment of $27262 .00  06/02 to cp, no other payments since May 2001

XZZ84YY FIDM paid c a se  in full 06/02, no payments since 1998 ($2581.00

XZ76YY4 FIDM helped us collect $22K for CP, only payments have been getting are from SSA, Bal at time of wid $56k

XZ9ZYZ6 FIDM helped collect 12529.64 for child, no voluntary paym ents ever rcvd org bal 22K now 9I<

XZY867Y FIDM paid c a se  in full now closed.

XZ5477Y FIDM paid c a se  in full now closed.

XZY7644 C ase w as brought current with FIDM money NCP is now current every month

XZ79Y45 brought c a se  current rriso now only due

XZ75873 paid c a se  in full, only payments pfd since 8/01 (3797.44)

XZ84Y7X C ase w as brought current with FIDM money NCP is now current every month

XZ39899 paid all but $20.00  ATAP debt only c a se  being reviewed for closure

XZ6533Z FIDM paid c a se  down to 6k (8278), no disbursem ents since 1998, ncp cam e in and paid remainder of c a se  in full

XZX9Z6X Daid c a se  in full 11/02 with no voluntary payments since 07/01

3 /1 2 /2 0 03 5 :05 PM



CSED WELFARE REFORM “SUNSET” SUMMARY 2003

STATUTES 

Bank & Financial Institu tions

AS 06.20.020 (b) Small Loan Act

AS 06.40.050 (a) (e) Premier Financial License

Board of L icensing

AS 08.01.060 (b) Professional License Application

AS 08.01.089 Certified Copy of Public Record (Professional
License) per CSED request

Alaska Bar Adm ission

AS 08.08.137 Alaska Bar Admission Fingerprint submission
(SSAN Required)

Presum ptive Death Certificate /  SSAN Required

AS 09.55.050

Death Certificate /  SSAN Required

AS 18.50.230 (f)



Professional L icense /S S A N  Required on A pp lica tion

AS 14.20.027 Teaching Certificate 

AS 16.05.450 (a) Commercial Fish Crewman License 

AS 16.05.450 (a) Commercial Fishing License 

AS 18.60.395 (a) Boiler Operator License 

AS 18.65.410 (a) Security Guard License 

AS 18.72.030 (a) Fireworks Wholesaler License 

AS 21.06.255 insurance License

Fam ily Jud ic ia l Processes /  Vital S ta tis tics  (SSAN Required)

AS 25.05.091 (b) Marriage License Application 

AS 25.20.050 (n) Paternity Order

AS 25.24.160 (d) Court Ordered Divorce Judgement

AS 25.24.210 (f) Petition for Dissolution

AS 25.24.230 (i) Court Ordered Dissolution Judgement

D river’s License /  SSAN Required

AS 28.15.061 (b) (g) Driver’s License / Instruction Permit

Financial Ins titu tion  Date Match

AS 25.27.020 (a)(2)(D) Agreements with Financial Institutions
must include SSAN to facilitate 
automated data exchanges
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T h e  C hild  S u p p o r t  E n fo rc e m e n t D iv is io n  tak es  th e  s e c u r ity  o f  all c o n fid e n tia l d a ta
(in c lu d in g  socia l se c u rity  n u m b e rs )  v e ry  se rio u s ly . T h e  fo llow ing  s te p s  a re  ta k e n  to
p ro te c t  so c ia l s e c u r ity  n u m b e rs :

•  E a c h  new  em p lo y ee  is g iven  a n  in itia l c o m p re h e n s iv e  co n fid e n tia lity  b rie fin g  
w ith in  tw o  d a y s  o f  re p o r tin g  to  w o rk  a n d  b e fo re  th ey  h a v e  access  to  th e  
d iv is io n ’s c o m p u te r  a n d  p a p e r  files. D u rin g  th e  m o re  ex ten siv e  em p lo y ee  
o r ie n ta t io n  th a t  o ccu rs  w ith  in th e  f i r s t  se v e ra l w eek s o f  r e p o r t in g  to  w o rk  
em p lo y ees a r e  a g a in  b rie fed  on c o n fid e n tia lity  a n d  sh o w n  a  v ideo  p ro d u c e d  by 
th e  fe d e ra l  O ffice  o f  C h ild  S u p p o r t  E n fo rc e m e n t th a t  d e a ls  w ith  p ro te c tio n  o f 
c o n fid e n tia l in fo rm a tio n  in c lu d in g  so cia l s e c u r ity  n u m b e rs .

» E a c h  em p lo y ee  is re q u ire d  to s ig n  a  c o n fid e n tia lity  fo rm  th a t  e x p la in s  th e  policy  
a n d  th e  p e n a ltie s  fo r  u n a u th o r iz e d  d isc lo su re . T h ese  fo rm s  a r e  s ig n ed  by  new  
em p lo y ees d u r in g  in  p ro cess in g  a n d  by o th e r  em p lo y ees y ea rly .

•  E v e ry  em p lo y ee  receives a n n u a l  t r a in in g  on  co n fid e n tia lity  to  in c lu d e  v iew ing  a 
v ideo  p ro d u c e d  by  th e  In te rn a l  R ev e n u e  S erv ice . T h is  v ideo  d e a ls  w ith  
p ro te c tin g  IR S  in fo rm a tio n  to in c lu d e  social se c u rity  n u m b e rs .

•  O n ly  d iv is io n  p e rso n n e l w ho  p e r fo rm  ca sew o rk  h a v e  access to c o m p u te r  sc reen s  
t h a t  d isp la y  so cia l se c u rity  n u m u e rs .

•  C a se w o rk e rs  a re  p ro h ib ite d  by p o licy  fro m  v iew in g  an y  cases th a t  a r e  n o t 
a s s ig n e d  to th em . T h is  is to  p re v e n t w o rk e rs  fro m  su r f in g  th ro u g h  case  files an d  
h a v in g  access to c o n fid e n tia l in fo rm a tio n  on  cases th a t  th ey  a r e  n o t w o rk in g .

•  S o cia l S e c u rity  n u m b e rs  h av e  b een  rem o v e d  fro m  all fo rm s  a n d  le tte rs  se n t to  
p a r t ie s  o u ts id e  th e  agency  ex cep t w h e re  it is ab so lu te ly  re q u ire d  to c o n d u c t 
b u s in e ss . F o r  ex am p le  th e  socia l s e c u r ity  n u m b e r  is s till in c lu d e d  on  th e  w age 
w ith h o ld in g  o r d e r  so  em p lo y ers  ca n  p o sitiv e ly  id e n tify  th e  in d iv id u a l f ro m  
w h o m  w ages sh o u ld  be w ith he ld .

•  A n y  tim e  th e  d iv is io n  is re q u ire d  to  re lease  in fo rm a tio n  a ll co n fid en tia l 
in fo rm a tio n  in c lu d in g  socia l s e c u rity  n u m b e rs  a r e  re d a c te d .

Protection of Social Security Numbers





FRANK H. MURKOWSKI, GOVERNOR

DEPT. OF HEALTH AND SOCIAL SERVICES

O F F IC E  O F  T H E  C O M M IS S IO N E R

P.O.BOX 110601 
JUNEAU. ALASKA 99811-0601 
PHONE: (907)-165-3030 
FAX: (907) 465-3068

March 6, 2003

Honorable Peggy Wilson 
Chair
House Health, Education, and Social Services Committee 
Alaska State Capitol; Rm. 106 
funeau, A K  99801

Dear Representative Wilson.

The Department o f Health and Social Services respectfully requests a hearing in the 
House Health, Education, and Social Services Committee on House B ill 152 ‘'An Act 
relating to payment rates under the Medicaid program for health facilities and to 
budgeting, accounting, and reporting requirements for those facilities; abolishing the 
Medicaid Rate Advisory Commission; and provid ing for an effective date."

This b ill w ill provide greater fle x ib ility to the Department o f Health and Social Services 
to set Medicaid payment rates for Alaska's hospitals, nursing homes and other health care 
facilities. Changes in federal law in the past few years provid ing more fle x ib ility in rate 
setting have not been taken advantage o f in Alaska due lo our own inflexib le statute.

The proposed b ill would elim inate the Medicaid Rate Advisory Commission (MRAC). 
Since the MRAC currently acts in an advisory capacity and the Commissioner has 
ultimate authority to set rates, elim ination o f the Commission and its attendant costs is 
appropriate.

Passage o f this legislation w ill a llow the department to develop in regulation a more 
flexib le, cost-effective rate setting process that w ill, for the last time, a llow the 
department to exp lic itly take into account the appropriations made by the legislature for 
the Medicaid program when setting rates. A fiscal note should be on file w ith the 
committee.

06-F38LH pimlod on rocyclod p.loor



I lonornblc Peggy Wilson 
Page 2

Your favorable consideration o f this request w ill be appreciated. 

Sincerely,

Elmer A. Lindstrom
Special Assistant to the Commissioner

Cc: M ike Tibbies, Legislative Director
O ffice o f the Governor

V irg in ia Stonkus, Acting Director 
D ivis ion o f Medical Assistance
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F r a n k  H . M u r k o w s k i

Governor

p .o BOX 1 10001 
JUNEAU, ALASKA 9981 1-0001 

(907) 465-3500 
FAX (907) 465-3532 

WWW.GOV.STATE.AK.USGOVERNOR@GOV.STATE.AK.US
s t a t e  o f  A l a s k a

O F F IC E  O F  T H E  G O V E R N O R  
J U N E A U

M arch 5, 2003

The Honorable Pete Kott 
Speaker of the House 
A laska S tate  Legislature 
S tate Capitol, Room 208 
Ju n e a u , AK 99801-1182

D ear Speaker Kott:

U nder the au thority  of article III, section 18, of the A laska C onstitution, I 
am  tran sm ittin g  a  bill to provide greater flexibility to the D epartm ent of Health 
and  Social Services to se t Medicaid paym ent ra tes  for A laska’s hospitals, 
nu rsing  hom e an d  o ther health  care facilities.

The proposed bill would elim inate the Medicaid Rate Advisory 
Com m ission and  place the responsibility  for calculating and  setting  Medicaid 
paym ent ra tes  for health  care facilities u n d e r the general au thority  of the 
D epartm ent of H ealth and  Social Services.

Historically, the  Medicaid facility rate  setting  process h a s  been extremely 
cum bersom e and  costly for both the  sta te  and  health  care facilities. The 
cu rren t ra te -se tting  process is both a barrier to effective cost con tainm ent as 
well as problem atic for assu ring  adequate  re im bursem ent for A laska’s diverse 
mix of hea lth  care facilities.

Passage of th is legislation will allow the departm en t to develop in 
regulation a  more flexible, cost-effective rate setting process th a t will, for the 
first time, allow the departm en t to explicitly take into accoun t the 
appropriations m ade by the legislature for the Medicaid program  w hen setting 
rates.

I urge your prom pt and  favorable action on th is m easure.

Sincerely,

F rank  H. Murkowski 
Governor

http://WWW.GOV.STATE.AK.US
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