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published a  ju d ic ia l checklist to help judges m onitor the educations I progress o f  children 
under their ju risd ic tion  (www.ncjfcj.org/content/view/340/322/).

The high rates o f  learning disabilities and other academ ic problem s experienced by 
children m foster care (Bloine, 1997; Evans et al., 2004) require intervention to help 
m aintain  positive educational progress for these children. Some o f  tin’s intervention can 
com e from  ehe foster placement itself providing a stable and educationally rich 
environm ent (A m erican Academy o f  Pediatrics, 2000; Downs &  W illiams, 2003). hi the 
N orthw est A lu m n i Study optimization analyses, placem ent history had a great effect on 
educational outcom es (Pecora et al., 2005a). Caseworkers should arrange for appropriate 
educational services, including those that m ay be available through the Individuals with 
D isabilities Education Act (IDEA). These services- can help youth com plete high school 
and thus be b e tte r prepared for life after foster care. Youth should also be  supported in 
obtaining a  high school diploma and not a  GED, as high school graduates generally have 
better outcom es in  subsequent education, em ployment, and income. A lthough half as 
frequent as in the Northwest study, A laskan alumni obtained a GED at a rate three times 
that o f  the general population in the US (5% ) (Pecora et al., 2005a).

M ental and physical health and substance use issues will also ham per educational 
advancem ent. Foster youth u.re relatively likely to suffer from health and emotional 
problem s (K ortenkam p & Elude, 2002). Early and ongoing assessm ent and intervention 
are key to im proving  not just mental health outcom es, but also educational progress.

A lumni m ay n o t be  accessing available help to continue their schooling: O f the 13 alumni 
who reported currently attending school, only 2 were receiving financial aid to do so. 
There are a  variety  o f  programs to help disadvantaged youth becom e ready for and attend 
post-secondary  education and tr; ii ing, including i’RIO (ww w.coenet.us/abouttrio.htm l) 
and G E A R  UP (www.ed.gov/program s/geam p index.htm l). In addition, there arc 
opportunities specific to youth in foster care, such as the Education and Training 
Vouchers recen tly  added to the Chafee Independent Living program  and scholarships 
from the O rphan  Foundation o f  Am erica (www.f phan.org). YouMr must be m ade aware 
o f  these possib ilities well before 18. In the Norb west A lum ni Study, resources at exit 
(specifically , m oney, dishes and utensils, and a d riv  r ’s license) w ere positively related to 
better ed u catio n al outcomes. It may be that having these resources is an indicator o f 
overall preparedness, including a  future orientation encom passing education and career. It 
m ay also ind ica te  “more financial stability, allowing alumni to pursue their education 
goals” (P ecora  e t al., 2005a, p. 47).

Employm ent. I j n anees, and Health Insurance

A laska is a  slate w ith a high level o f  seasonal em ploym ent. Official unem ploym ent rates 
are h igher in A laska compared to the US average. Interviewing for the current project 
began in M ay o f  2004, when the official unem ploym ent rate in A laska was 7.1%. 
Interview ing w as com pleted in December, when the Alaska unem ploym ent rate was 
7.6%. T he unem ploym ent rate am ong interview ed alumni was nearly 30%. T h e report o f 
h igh unem ploym ent is consistent with previous reports on oulcorm s for foster care 
alum ni (C ourtney  et al., 2001; Courtney et al., 2005). For exam ple, t te unem ploym ent
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rate in the Northwest A lum ni Study, using the same interview questions, was 19.9% 
(Pecora at al., 2005a). The unem ploym ent rate for Alaskan alumni also far exceeds the 
three highest rates am ong A laska census areas at the end o f  2004: 23.5%  for the 
Aleutians East area, 20.0%  for Skagway-IToonah-Angoon (in neither o f  which were any 
alumni found to be living), and 19.2% in W ade-Uampton (in w hich  one alumnus was 
living) (Robinson, 2005).

Income com parisons are also m ore tenuous in Alaska because o f  the Perm anent bund 
Dividend, as well as checks for Native Corporation shareholders. In addition, Alaskan 
residents, particularly A laska Natives, are more likely to rely on hunting and fishing, 
barter, and/or fam ily connections to survive without having a “ traditional” job. This may 
be illustrated by the discrepancy between the 25% who reported  being unemployed 
versus the 11% who reported  that someone m their household w as receiving 
unemployment benefits (or it m ay be that their benefits had run out). It is clear, however, 
that foster care alumni in A laska were not doing as well financially as their peers. 
Although many alum ni had positive social support, foster care graduates in general tend 
to have less than ideal social developm ent (American Academ y o f  Pediatrics, 2000; 
Downs & Caldwell, 2003; D ow ns & W illiams, 2003; Mech, 2003) and m ay thus lack the 
connections that m ight help w ith housing, job finding, or other resources needed to live 
independently. The m edian personal income among alumni was approxim ately $9,500, 
comparable to the Federal poverty  level in 2003 for a household o f one. The low income 
found in this study mirrors previous work (Barth, 1990; Courtney el al., 2001; Pecora et 
al , 2005a).

Low incomes likely im pact other areas o f  the lives o f these alum ni. As with other studies 
o f  foster care alum ni (such as Barth, 1990; Cook et al.. 1991; C ourtney et al., 2001; and 
Pecora et al., 2005a, 2005b), m any o f  those fortunate enough to have a job  had low- 
paying positions w ith no health  benefits. In all, 39% o f A laskan alum ni were without 
health insurance, com pared to 33%  in the Northwest Alumni Study, 18% o f  18- to 44- 
year-olds nationally (as reported  by Pecora et al., 2005a), and 20%  o f  all A laskans under 
65 (Institute o f  M edicine, 2004). Such young people are at risk o f  finding themselves in 
even worse financial conditions health problems are a frequent contributing factor to 
bankruptcies as well as poor health outcomes.

Uninsured people are less than half as likely as people with health 
insurance...to  have received appropriate preventive care, such  as recent 
m am m ogram s or Pap tests; or to have had any recent m edical v isits.... 
Evidence suggests that lack o f insurance over an extended period 
significantly increases I he risk o f  premature death and that death rates 
among hospitalized patients without health insurance a ie  significantly 
higher than those with insurance (National ( ’enter for H ealth Statistics,
2001, pp. 11-12).

According to the Institute o f  M edicine (2004), approxim ately 18,000 excess prem ature 
deaths occur in A m erica each year due to a lack o f  health insurance coverage. Poor 
"health due to uninsurance is estim ated to cost [the nation] betw een $65 and $130 billion 
annually” (p. 2).



Foster youth in A laska report low levels o f  preparation in the area o f m oney m anagem ent 
(Pope &  W illiam s, 2005a). W hile the econom ic infrastructure within A laska varies, at 
som e point in their lives m ost adults will have a  bank account or a credit card or w ill have 
to decide how  to spend their dividend check. Youth need supports to pursue education 
and  training and to  start a career, but they also need training and support in  dealing  with 
w hat m oney they do have.

In addition to life skills training, connecting youth with adults is im portant in prom oting 
positive outcom es in em ploy^ n t and financial stability. Having a netw ork o f  social 
support can provide more tangible benefits o f  job  leads, letters o f  recom m endation for 
scholarships, a  couch on w hich to sleep, and so on. The importance o f  m odeling and 
m entoring are w ell established (M arines et al., 2005; M oore & Zaff, 2002). A recent 
analysis o f  data from  the 1988 Panel Study o f  Income Dynamics found that, from  the age 
o f  18 until 84, the  average young person receives $2,200 a year (in 1988 dollars) from 
their parents (Schoeni & Ross, 2003). W hile m any foster care alumni rem ain in contact or 
even return to live with their birth parents, m any do not, and the association between 
poverty and  child  rem oval indicates that even those who do have a  good relationship with 
their birth parents after leaving care likely lag behind their peers in term s o f financial 
support from parents.

C osts to  Society 

C rim inality

Foster youth are a m arginalized group. Alum ni often speak o f  not feeling as though 
anyone knew  w hat their life was like. Youth in care often feci stigm atized (K ools, 1997). 
At 18 o r 19, they are frequently asked to live on their own, often with, as discussed, little 
support and little preparation. Childhood m altreatm ent is associated w ith delinquency and 
crim inal b ehav io r (Briere, 1992; Chalk et al., 2002; W idom, 1989). Foster youth, 
therefore, appear to be at high .isk  for engaging in crim inal activity, M any do not: M ore 
than 7 in 10 A laskan alum ni interviewed reported never having spent a n igh t in jail. 
M any, how ever, do becom e involved w ith  the crim inal justice system: 43%  o f  the entire 
population o f  alum ni had som e interaction w ith the crim inal justice system  after leaving 
the A laska foster care system  (which included non-crim inal holds recorded in 
D epartm ent o f  Corrections records).

T im e since leaving care is, o f course, an  im portant factor in measuring prevalence o f  any 
behavior, and  so com parisons w ith other studies m ^st account for this tim e. T hus, the rate 
o f  arrest in the W isconsin study (18% ; Courtney et al., 2001) initially appears to be 
substantially  low er than in the current population, but the young adults in that study  were 
interview ed 12 to 18 m onths after leaving care, as opposed to an average o f 
approxim ately 4 .5  years for the A laska alumni. (In addition, the W isconsin proportion 
included only those youth interviewed and did not incorporate crim inal ju stice  records—  
19 o f  the A laskan interviewees, oi 1%, reported being arrested since leaving care,) Cook 
and colleagues (1991) found that 25% o f  their interviewees had been arrested  in the 2.5 to 
4 years since leaving care. W hile the proportion o f  alumni experiencing arrest in Alaska 
m ay not b e  substantially  larger than rates found in other foster carc follow-up studies, it is
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apparent that adults formerly in foster care are prone to involvem ent with the crim inal 
justice system.

Nearly half o f those A laskan alumni who reported spending at least one night in ja il since 
leaving care had been jailed  m ore than once. Nearly 11% o f  the sam ple had been jailed  
three or more times. Any arrest has multiple im plications, for the individual’s social and 
family relations, em ploym ent and finances, and psychology, as well as in costs incurred 
by society. Foster youth may benefit from positive youth developm ent program s that 
have been found to reduce the rate o f  delinquency. (Please see the Recom m endations for 
more information on such programs.)

Public Assistance (Jse

The national independent living study conducted in the late 1980s (Cook et al., 1991) 
examined w hether the young adults in the study had been a  “cost to the com m unity” (p. 
1-7). Since discharge, 12% had relied on some form o f housing assistance, and 12% had 

utilized the services o f  a food bank or soup kitchen. M ore than one in five (21%) had 
received General Assistance, 34% Aid to Fam ilies with D ependent C hikhen (AFD C), 
and 37% food stamps.

Foster care alum ni continue to have high rates o f  relying on public assistance. Barth 
(1990) found that 47% o f  young adults previously in care in the San Francisco area 
received welfare. In the N orthw est Alumni Study (Pecora el al., 2005b), nearly 18% o f 
the individuals interview ed were currently receiving T em porary Assistance to Needy 
Families (TANF), m ore than five times the general population rate. N early 52% reported 
receiving public assistance since age 18. In the past six m onths, nearly 48%  o f Northwest 
alumni households had received some form o f public assistance. Rates among Alaska 
alumni appear to be higher, with 77% o f alum ni reporting recent household public 
assistance use (including 73%  o f those living alone).

Foster youth appear to be a population for whom  targeting interventions addressed at 
employment and money m anagem ent (as well as many other outcom es in this repoit) 
would have great benefit. Any parent would want their ch ild  to get a job and stay o ff  
welfare. Increasing job  preparation and money m anagem ent skills, job  finding services, 
assistance with com pleting forms, and other interventions— som e large, many small 
may have great benefit to society in terms o f  decreased use o f  public funds and increased 
tax revenue. In exam ining the benefit o f  life skills, the national independent living study 
(Cook et al., 1991) found that those foster care alumni who had received training in five 
skill areas (em ploym ent, education, consum er skills, credit m anagem ent, and budgeting) 
had significantly better outcom es than those who had not received such training. Youth 
who had received all five were more likely to m aintain a jo b , obtain necessary health 
care, not be a cost to the com m unity, and have higher life satisfaction. Training in othei 
individual skill areas had sm aller effects. The N orthw est study  (Pecora et al., 2005a) 
found positive benefits for youth preparation for leaving care an d  educational services in 
all outcome areas. Thus, OCS appears to be headed in the right direction w ith its 
increased reliance on the assessm ents and resources available at Caseylifeskills.org and in



its g low ing independent living program. A ssessm ent is only the first °tep, how ever, and 
should be fo llow ed by (raining to address areas o f  weakness.

Re c o m m e n d a t io n s

The final question  o f the interview invited the alumni to com m ent on how to im prove the 
foster care system : What could have been done to better help you while you were in care? 
In offering recom m endations we have attem pted to stay close to results o f  the study and 
the feedback fro m  the study participants. Below are some o f  their responses to this 
question.

The foster care could have helped me with Jinding, keeping a job and 
helping me. They didn't really help me and I  was lost and scared. I 
learned the most while I was on my own. They could have helped me a 
whole lot more; they did nothing.... That shouldn’t happen again—they 
should give a heads-up for future kids going out on (heir own. Don’t 
assume that we know what to do.

They could have listened. I could have grown up with a little bit o f love; [I 
was] treated as an unwanted disease...

More contact with social workers in order to be able to talk to them. I 
wanted to let them know about things I needed and wanted.

I needed a tutor and I  think that OCS should have helped me with that 
since I  was being moved around so much.

They could have paid more attention and not placed me with unfit 
caregivers and not moved me around so much. This system stinks. They 
need to be careful o f who they let raise children.

Having someone to comfort me. Someone to say, "Hey this is what you 
have, you need to make the best o f  it. ” Kids in foster care are scared so 
anything they can do to help reassure them would help. Comforting would 
make it easier.

Based on the outcom es described above and com m ents from the study participants, as 
well as d iscussions w ith  numerous stakeholders, the following are recom m ended (further 
suggestions from stakeholders are in A ppendix A):

o In c rea se  e a r ly  in te rv en tio n :
“Early in terventions are key to m inim izing the long-term  and perm anent effects o f 
traum atic even ts” (Am erican A cadem y o f  Pediatrics, 2000, p. 1147). Even beyond the 
effects o f  traum a, early intervention efforts are recom m ended to minimize m ost o f  the 
poor outcom es described in this report. R esearch has shown, for example, that family 
support program s are m ore successful the younger the children are. Casey Family 
Program s prom otes using its life skills assessm ent and training tools
(w w w .caseylifeskills.org) early and often. The National Campaign to Prevent Teen

http://www.caseylifeskills.org


Pregnancy has highlighted research showing that in terven tions with young children 
can preven t pregnancy when those children reach adolescence. Similar results have 
been found for child safety, mental hea. substance abuse, and delinquency 
outcom es. T here are various model progium guides that policy makers and 
adm inistrators should consult:

" The O ffice o f  Juvenile Justice and D elinquency  Prevention (OJJDP) 
highlights effective youth developm ent program s: 
www.dsgonline.com /mpg non tlash/m pg index fiash.htm

■ The jo in t Center for Substance A buse P rev en tio n O JJD P  review of 
fam ily-focused programs: strcngtheningfam ilies.org

n The Substance Abuse and Mental H ealth Services A dm inistration’s 
(SAM I ISA) registry o f evidence-based program s in substance abuse 
and m ental health: m odelprogram s.sainhsa.gov

“ The O ffice on Child Abuse and N eg lec t’s 2003 review  o f  the evidence 
base for family strengthening program s:
nccanch.acf.hhs.gov/topics/prevention/cm erging/report.pdf

Involving youth in out-of-school programs can be an im portan t m ethod for prom oting 
health in a  variety o f  areas. Such programs nurture p ro tective  factors that reduce high 
lisk behaviors and increase current and future w ell-be ing  (M annes et al., 2005). 
Research show s that after school programs can reduce delinquency  (Simpkins, 2003), 
teen pregnancy, and sexually transmitted d iseases (M anlove et al., 2002), and 
prom ote the developm ent o f  socialization and other sk ills (S im pkins, 2003), w hich in 
turn can have long-term  benefits in em ploym ent and  reduced  use o f  public assistance 
(Cook et al., 1991). In addition, occupying a y ou th ’s tim e in constructive activities 
has obvious benefit in reducing foster parent burnout. The Harvard Family Research 
Project (w w w .gse.harvard.edu/hlrp) is an excellent resou rce on youth developm ent 
and out-of-school program s, including program  design  and  youth engagement.

o Involve y o u th  in p lan n in g :
A num ber o f  open-ended question responses lam ented  the respondent’s not being 
involved in decisions about his or her own future, and  sim ilarly  being uninfotm ed 
about such decisions. Previous studies have also d escribed  the effects o f  youth not 
being involved in planning their own lives (e.g., Festinger, 1983). Simply being m ore 
inform ed can  help increase a youth's sense o f  p red ictab ility , w hile having a say can 
increase h e r o r his sense of control. Such involvem ent is a t the center o f family group 
conferencing and other models. Person-centered p lan n in g  should involve exploring 
and pursuing  the you th ’s own goals, which in turn w ill further engage the youth in 
planning for his or her future (Krebs & Pitcoff, 2003). A dapting such a model by 
including adults who arc important to the youth can  help strengthen beneficial 
connections betw een  the youth and adults who m ay be supportive for a good portion 
o f  the rest o f  the you th ’s life. Furthermore, su rround ing  the youth with concerned 
adults can help the youth understand the need lo r life skills preparation, healthy
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behaviors, and  so on. The Youth Advocacy C enter (youthadvocacycenter.org) 
provides m aterials and training to help youth develop a  desire to succeed and prepare 
them  to reach  their goals, with a focus on self-advocacy, which may help engage 
youth in planning their own futures.

o P ro v id e  co m p reh en siv e  assessm ent:
A ssessm ent is more than giving a test or com ing up w ith  a diagnosis. Foster children 
n eed  com prehensive assessments as early as possible ( /m e r ic a n ' Academy o f 
Pediatrics, 2000; Rvans et al., 2004). Such an assessm ent should docum ent the child’s 
strengths, w eaknesses, and needs regarding physical health, development, behavior, 
em otional functioning, cognitive functioning, socialization, education, and 
environm ental issues. A comprehensive assessm ent can result in a detailed setvicc 
and  support p lan, a  road map for all concerned with helping the youth return to an 
optim al developm ental path. The final purpose o f  assessm ent is communication: This 
assessm ent should  be updated periodically and shared  w ith  caseworkers, foster 
parents, teachers, therapists, and so on. Having this collective knowledge and plan 
can  prom ote p lacem ent stability, but passing on the assessm ent and treatm ent plan is 
especially  im portant if  a child must move to a new  foster hom e. This helps the new 
careg iver understand from where the youth has com e and  to where she or he is going.

o M ax im ize  p la c e m e n t stability :
T he recent N orthw est Alumni Study (Pecora 
et al., 2005a) has strengthened previous 
conclusions regarding the benefits o f  
p lacem ent stability  (e.g., Festinger, 1983;
M cD onald  et al., 1996; Newton, Litrownik, &
Landsverk, 2000). A comprehensive 
assessm ent can  help match youth to foster 
parents (A m erican Academy o f Pediatrics,
2000). B e tte r m atching can improve 
relationships w ith  foster families, which in turn results in im proved outcomes during 
and  after care  (M cD onald ct al., 1996). T raining parents in effective behavior 
m anagem ent and  therapeutic techniques, as well as o ther agency support, can help 
m aintain  placem ents. Fostering a helping and trusting relationship between youth and 
foster paren t prom otes permanency, continuity o f  life skills training for the youth, and 
m aintenance o f  the foster parent as a source o f  support after leaving. If a  youth doe:; 
have to m ove, it is beneficial to have that youth rem ain  in the same community, to 
help m ain ta in  social ties, and continue attending the sam e school, minimizing 
d isruption  o f h is or h er educational progress and positive relationships with teachers 
and  o ther school staff. As in any state, the need to recruit m ore foster parents almost 
goes w ithou t saying. Having more resource fam ilies m akes matching youth and 
fam ilies easier, improves the odds o f  rem aining in the sam e com m unity at placement 
o r rep lacem ent, and provides families for respite care, thus reducing incidence of 
foster paren t burnout.
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The developm ent o f a consistent adult relationship, a constant through the storm  o f  
foster care, can have a variety o f positive effects, including socio-em otional, 
educational, and employment outcomes. Positive adult relationships help youth 
develop into psychologically healthy adults (A m erican Academ y of Pediatrics, 2000). 
An “av a ilab le .. .and devoted” adult (Downs &  W illiam s, 2003, p. 496) can be a  loster 
parent, an e lder or extended family m em ber with w hom  the youth m aintains contact, 
a dedicated  casew orker, or some other mentor. T hese relationships can help m inim ize 
the stress o f  transition, provide links to jobs and other resources, and offer support 
and encouragem ent as young adults head out on their own.

o Encourage positive adult relationships:

,Ue;r,;alqiipte(l

■ ■■

o P ro m o te  legal ties, such  as adoption  and g u a rd ia n sh ip , th ro u g h o u t ado lescence 
an d  even in to  ad u lth o o d :
Even adolescents, during a time o f establishing an individual identity, need a 
perm anent adult connection. In addition to individuals taking on this role 
spontaneously, formal efforts, such as the C alifornia Perm anency for Youth Project 
(w w w .cpyp.org), are appearing around the country  to overcome barriers to life-long 
connections w ith  caring adults and prom ote perm anency for older youth and even 
adu lt foster care alum ni. Subsidized guardianship m ay be an especially appropiiate 
choice o f  perm anency options for adolescents and/or youth in kinship care 
p lacem ents, particularly  in Native com m unities that m ight disapprove o f  term ination 
o f  parental rights (National Abandoned Infants Assistance Resource Center 
[NALARC], 2003). Guardianship can be a cost-effcctivc choice for the State, but 
efforts m ust be made to make sure that it w orks financially for the child and family 
for exam ple, in som e states subsidized guardianship results in a loss o f  eligibility for 
M edicaid  (R iggs, 1996, as cited in N A IARC, 2003)— and that support services 
continue.

o S u p p o r t  re la tio n sh ip s  w ith foster p a re n ts  a f te r  y o u th  leave foster ca re :
W hile m ost young people remain dependent upon their parents into their 20s, the 
tim ing o f  the custom ary em ancipation itself leaving  care at 18 or 19— puts young 
people w ho grew  up in foster care at iisk. Furtherm ore, about h alf o f  young adults 
w ho w ere not in foster care return to live at hom e at least once after their initial 
transition to independence (Collins, 2001). In order to prom ote m aintenance o f  adult 
connections, the Stale should work to rem ove barriers to having young people rem ain 
in the hom e or at least in contact after em ancipation. These barriers m ay include 
licensing, insurance, and payment issues:
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In a  veiy  m atter-of-fact way, George explained to his w orker that he had 
to leave this hom e “because the foster parents were not getting any money 
anym ore, and they needed room for more kids.” A ccording to the worker, 
he acted  as if that was to be expected and that people should not feel sorry 
for h im  (M ech, 2003, p . 12).

During the course o f  conducting alumni studies, researchers often hear from foster 
parents w ho w ould like to be in contact with fonner foster youth, and  former foster 
youth w ho w ould like to catch up with their former foster parents. To prom ote this 
among current-and future alumni, the State could take advantage o f  the free service 
offered by Foster Care Alumni o f  Am erica called FosterFind. Foster parents, youth 
and alum ni, and others involved with foster care should be encouraged to register 
with this free service that will confidentially facilitate re-contact (see 
w w w .fostercarealum ni.org).

o P ro m o te  sib lin g  co n tac t, as ap p ro p ria te :
Optim ally, sibling groups would rem ain intact. Siblings can provide a  protective 
factor for adjusting to foster care and preventing placem ent change. The interviewed 
alum ni often spoke o f  the pain and trauma o f being separated from their siblings (as 
well as their b irth  parents). Even if  they are not placed together, social contact among

siblings should be supported. Promoting 
healthy relationships with birth family 
members can reduce a youth’s anxiety over 
their separation and placement, thus 
decreasing the probability o f  acting out and 
running away (which often involves miming 
home). Furtherm ore, by helping youth 

m aintain these relationships, workers can increase the probability o f a young person 
having supportive relationships upon leaving care.

o  P r o v id e  s e xu a l i t y  educa t ion  to a l l  fo s te r  you th :
Foster youth appear to bo relatively likely to engag in early sex, often resulting in 
pregnancy and/or STDs. A  number o f  sexual and reproductive health programs have 
been show n to  be effective in scientific evaluations in prom oting delay o f  sexual 
activity, avoidance o f  pregnancy, and prevention o f  STDs. Specifically, programs that 
incorporate sexuality  education into youth developm ent program s as well as service 
learning program s (com bining volunteering with classroom  activities) have been 
shown consistently  to reduce the probability o f  early  sexual activity and pregnancy 
(see M anlove et al., 2002, for a review of program s, and the National Campaign to 
Prevent T een  Pregnancy website at www.tcenprcgnancy.org). Y outh development 
program s w ill have added benefit’s in educational, em ploym ent, social, and mental 
and behavioral health  outcom es as well, hr addition to prom oting such youth 
developm ent and/or seivice learning efforts, the State can provide family planning 
services, including exam inations, counseling and education, and contraceptives, io at- 
risk youth  through M edicaid (with a  90% reim bursem ent rate). Such efforts have
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been show n lo result in substantial cost savings to the states as well as the prevention 
o f  hundreds o f thousands o f unwanted pregnancies (G old & Richards, 2005).

o P r o v i d e  p a re n t in g  suppo r t  f o r  you th  who do becom e pa ren ts :
O nce a young person does have a child, they need support and training to avoid the 
poor outcom es described above. The need for training in parenting skills was also 
h igh ligh ted  in CW EP’s youth in care study (Pope &  Williams, 2005a). The State is 
w orking lo address the needs o f  at-risk parents. In particular, OCS’ project with 
H ealthy Fam ilies America sH u ld  be targeted to foster youth, and connections should 
be m ade w ith  other existing services available in m any parts o f  Alaska, such as Early 
Head S tart (ww w.acf.hhs.gov/program s/hsb/program s/ehs/ehs htm) and Parents as 
T eachers (www.parentsasteachers.org). As discussed in CW EP’s family preservation 
and support report (Pope & W illiams, 2005b), programs involving parent-child  
activ ities and peer support with a goal o f  parent developm ent, combined with case 
m anagem ent, can be tffective, especially when focused on teen parents with young 
children. Foster youth appear to be at high risk for early parenting. A home visitation 
program  m ay be indicated for these young m others and their partners. One such 
program , u tilizing nurses and including training in health and development issues, has 
the added  benefit o f  reducing the incidence o f  subsequent early pregnancies (Olds et 
al., 1999, as cited in Manlove ct al., 2002). O ther programs dem onstrated to be 
effective in prom oting positive parenting anti preventing maltreatment and child 
rem oval include:

« fncredible Years (Carolyn W ebsler-Stratton, University o f W ashingto 
incredibleyears.com)

" Fam ily Connections (U niversity o f  M aryland School o f  Social W ork) 

Strengthening Families (K.L. K um pfer, University o f  Utah)

■ M ichigan Families F irst (www.inicliigan.gov/dhs/O,1607,7-124-5439- 
15373-.00.htm l)

• Parenting W isely (Donald G ordon and colleagues, Ohio University; 
fam ilyworksinc.com)

o  Im p ro v e  m en ta l health  trea tm en t:
Foster children , most o f  whom have been m altreated, are prone to a host ot 
psychological problems (Bricrc, 1992; Chalk ct al., 2002; Widoni, 1989). Proper 
assessm ent can help develop a treatm ent plan to be implemented by casew orkers, 
foster parents, teachers, and others, in the hom e and out. Proper training, for exam ple 
in cognitive-behavioral intciventions, will m axim ize the effectiveness o f  this plait. 
The K auffm an Hest Practices Project conducted by the Chadwick Center on Children 
and Fam ilies (2004) identified three well defined  and well researched practice m odels 
in treating  abused children:
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■ Traum a-focused cognitive behavioral therapy (TF-CBT; Judith Cohen anil 
A nthony Mannarino, Center for Child A buse and Traum atic Loss, 
A llegheny General Hospital, Pittsburgh)

■ A buse-focused cognitive behavioral therapy (AF-CBT; m v id  Kolko, 
U niversity o f  Pittsburgh School o f M edicine)

14 Parent-child interaction training (PCIT; A nthony Urquiza, CAARF, 
Center, UC-Davis)

L ike any  new  program , there are barriers to im plem enting these intervention sucn as 
funding and reim bursement issues, resistance to change, and concerns about 
m anualized  treatm ents. The Chadwick Center report discusses these and other 
barriers and offers ideas on how a state might overcom e them  and install one or more 
o f  these validated  interventions among its mental health  providers. Awareness o f sucli 
in terventions should then be promoted among casew orkers and resource families to 
help them  advocate for belter care for children in foster care w ith mental health 
issues.

o  E x te n d  fo s te r  care  services:
Intact fam ilies do no t send their children o ff im m ediately a lte r high school graduation 
to live alone a t  18 or 19. Given the array o f  difficulties faced by foster children, as 
well as the negative short-term  outcomes found in this and other studies (e.g., 3fi% 
hom eless w ith in  a  year o f  leaving care), some form o f  extended service is warranted. 
This m ay include allow ing a  youth to remain in placem ent, w ith continued support 
paym ents to the foster parent, until the youth has dem onstrated the ability to 
successfully  m ove out. Chafee funds are available for this option and for other 
services through the age o f  21, even i f  the youth is no longer in custody. A number of 
states m ake available guardianship subsidies into the early  20s i f  the youth is enrolled 
in school (N A IA RC , 2003). Although a  particular you th ’s situation m ay not call for 
it, research  h as provided evidence that in general longer and  later stays in foster care 
result in be tte r outcom es (M cDonald et al., 1996; C ourtney et al., 2005). In the past, 
youth have n o t alw ays w anted to stay beyond legal em ancipation after years o f being 
in state custody. Positive relationships with foster parents and caseworkers may 
encourage a  youth  to see the benefit o f  rem aining in care, and encouraging school 
com pletion  an d  further education and/or training (such as through Education and 
Fram ing V ouchers, w hich m ay be used through age 22) may further convince a 
young person  to stay. In addition, barriers to staying (and, conversely, benefits to 
leaving) should  be addressed, such as the ability to obtain a driver’s license. Full- 
fledged foster care m ay not be necessary: Continued m onitoring and services 
(including m ental health  services) can provide a guiding hand and  a  safety net as 
youth en ter th e  real w orld o f  jobs and housing. C ourtney and colleagues (2005) found 
that young adults out o f  care were much m ore likely to suffer from economic 
hardships th an  those o f  the same age still in slate custody, particularly such 
difficulties as not being able to pay rent or a  utility  bill, being evicted, or frequently 
not having enough food to eat. Mech (2003), K roner (2001), and others have 
d iscussed the effectiveness o f  scattered site apartm ents and other supportive housing 
program s, an d  states are allow ed to spend up to 30%  o f  their Chafee funds on room
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and board. Allowing a young adult to return for services will also be helpful, 
providing help with such difficulties as com pleting complicated form s (such as for 
health insurance or financial aid [Pecora et al., 2005a)), job or housing search, or 
lim ited financial assistance (Courtney et al., 2001). It may be possible to identify a  
suite o f  easily and cheaply provided services, including referrals, that a young person 
could access from a  single source, as in a  help-line or website. This may be a way to 
m ake a  sm all number o f Chafee dollars spread a long way, and could be done in 
coordination  w ith general youth and young adult assistance efforts to provide a  
central inform ation source.

i) Use 1 lie C h a fe e  M ed ica id  op tion  to ex tend hea lth  coverage :
G iven the health problems, poor finances, and lack o f  health insurance experienced 
by m any alum ni, they appear to be at risk o f  joining the tens o f  thousands o t 
A m ericans who die each year due to a lack o f health insurance. C ontinued M edicaid  
coverage can ensure that on-going treatm ent for physical or mental health  needs can 
continue. Providing the option to remain covered by M edicaid until age 21 does not 
necessarily  mean paying for M edicaid for all alumni until they reach 21: In 
com bination  with other efforts— improved IL training, aftercare, job program s, 
connections with adults, etc. this m ay shorten the time it takes an alum nus to find a  
job  w ith health benefits.

o  D e v e lo p  a de ta i led  t ran s it ion  p lan  w ith each you th :
Youth often  express anxiety over the prospect o f  leaving care and being on their own. 
H aving a plan can help alleviate that anxiety. A transition plan should address 
“supportive relationships, com munity connections, education, life skills assessm ent 
and developm ent, identity formation, housing, employment experience, physical 
health, and mental health” (Pecora ct al., 2005a, p. 50). Youth need concrete 
assistance as they transition to adulthood (Courutey ct al., 2001; Pecora et al., 2005a), 
“ rather than m erely information” (Courtney c al., 2001, p. 714). A plan will identify 
needs and resources in the com m unity -internships and apprenticeships, job  fairs, 
com m unity  mental health centers, free d river’s education courses, and so on to meet 
those needs now and in the future. M ore and more transition-related resources are 
being developed, including:

• the TRIO (ww w.coenct.us/aboiittrio.hlm l)  and GEAR UP education 
program s (www.ed.gov/program s/gearup/index html)

■ resources for starting a career, including help for youth, from  the Federal 
Department o f Labor
(ww w.doleta.gov/jobseckers/starting your career.efin)

" Chafee Education and Training V ouchers (sec
ww w.acf.hhs.gov/program s/cb/program s/etvfactshect.htm )

" m oney managem ent skills education resources such as M oney Talks 
(ww w.inoncytalks.ucr.edu)
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■ the transition and m entoring information available from Foster Care 
A lum ni o f  A m erica (www.fostercarealumni.org).

These are on ly  exam ples; the current report is not in tended to provide day-to-day 
guidance in w orking w ith youth. Ansell (2001) describes an independent living 
continuum ; beginning with informal work (fam ily d iscussions and activities), 
continuing to formal training, followed by supervised independent living (supported 
apartm ents, transitional living arrangements with a foster fam ily, weekend apartment 
living experiences, etc.), and finally self-sufficiency (w ith  som e support, such as 
scholarships, support groups, or continued counseling). As discussed in the Child 
W elfare E valuation  Program ’s youth-in-care study (Pope &  W illiams, 2005a), a 
transition  p lan  should be youth-centered, arising out o f  a  frank conversation about 
w here a  you th  wishes to live and w hat skills are necessary there. Y outh who wish to 
return to  rural areas, for exam ple, may need to learn a  w hole new  set o f  skills not 
necessary in A nchorage or Juneau, hr the absence o f  ex tan t training materials, such a 
youth w ill n eed  experiences and contact with a know ledgeable m entor. The slate may 
wish to investigate sponsoring m ore formal group experiential learning, such as an 
A laska N ative elder-lead fishing day for not only youth placed locally but also youth 
m oved out o f  the area for foster care.

o F ac ilita te  co m m u n ic a tio n  across agencies, p ro g ra m s , ro les an d  functions, 
c u ltu re s , g e n e ra tio n s , etc.:
The benefits o f  assessm ent and thorough planning can  com e only if  parties 
com m unicate. Thus, infoim ation m ust pass from professional to professional and also 
from  casew orker to foster parent, caseworker to new  casew orker (if  necessary), 
school lo school, child  w elfare agency to educational system , casew orker and foster- 
parent to therapist, and so on. Similarly, working across departm ents will help 
m axim ize effic iency  o f  services and access to resources, such as access to Medicaid 
o r to developm ental d isab ility  assistance. Although officially  charged with the care of 
foster youth, OCS should  not shoulder all the burden o f  caring  for this segment of 
socie ty’s ch ild ren  and  preparing  them  for adulthood: T he rest o f  society needs to take 
som e responsib ility  for it youth. Other agencies, both public and private, and 
individuals can  prov ide em ploym ent opportunities, tu toring  and m entoring, service 
learning program s, resp ite  carc, and other ways to care for youth , prepare them for 
adulthood, anti connect them  to the larger society. As the agency chosen by the 
village to raise these children, OCS should take responsib ility  w ithin Alaska to 
coordinate services an d  link youth to resources, such as housing options, scholarships 
and train ing  program s, parenting and child developm ent assistance, and so on, offered 
by  o ther organizations. Com m unication should extend beyond the state as well: As 
OCS Ieam s h ow  to overcom e barriers and improve services, these lessons should be 
shared w ith  o the r states.

o  S u p p o r t  c a se w o rk e rs  in th e ir  effo rts to help youth  tra n s it io n  to ad u lth o od :
W orkers in  A lask a  often  face caseloads above advised levels, often w ith the added 
com plication o f  day-long travel to visi* one child. Calls for h iring  m ore caseworkers 
are frequent. M any w orkers, however, recognize that they  m ight be  able to do more
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for the youth they serve than they arc currently  in the absence o f  certain  barriers and 
with im proved training .nd knowledge. For example, OCS should continue its efforts 
in m axim izing use o f  not only the A nsell-C asey Life Skills Assessm ent but also the 
lesson plans Jia t the Caseylifeskills.org w ebsite can then produce, and  'he indicated 
resources available through the site, m any o f  w hich are free. Training and inform ation 
should  include accessing the wide variety o f  resources, within OCS and w ithout, that 
are available. Programs and resources m entioned in this report are m erely a handful 
o f  those available. Only if a w orker is aw are o f  a service and o f how to pay for it can 

youth or young adult take advantage. W orkcr-youth relationships can also be 
im proved by training workers regarding adolescent-specific developm ental issues and 
them es, so that workers are better prepared for the particular events and interactions 
that com e with caring for a  teen. OCS should work to match casew orkers (as well as 
foster families) with to youth. Those w ith a professed interest in adolescents should 
be assigned adolescents. Those w orkers who, in consultation with their supervisors, 
declare a desire to not work with teens should have teens on their caseloads only 
because the younger children in their are have grown into adolescence. M atching is, 
o f  course, easier with a larger pool o f  w orkers. M ore available casew orkers w ould in 
turn allow  each woiker more time lo spend with each child 011 their caseload, helping 
that child feel heard and cared for, d iscussing future goals, developing transition 
p lans, m onitoring progress, and otherw ise providing stable, caring contact.

C o n c l u s io n

This report provides some o f the answ ers to the question posed by the rescan li team  al 
the beginning o f the study: w hat happens to foster care youth after they “age out’’ o f  state 
custody? D espite the hardships o f  abuse and neglect, removal from biological fam ily, 
m ultiple m oves and transitions, and ill-preparation for adult living, m any A laskan foster 
care alum ni were thriving. Through persistence, em otional support and connections, and 
their ow n resourcefulness and that o f  others, they have grown into contributing m em bers 
o f  the com m unities where they live. M any A laskan alumni, however, w ere still struggling  
econom ically, emotionally, and physically,

The intent o f this study was to provide insight into the experiences o f  foster care alum ni 
with the hopes o f improving the lives o f  current and future generations o f  youth w ho find 
them selves rem oved from their birth fam ilies and placed in state custody. This 
responsibility  does not rest solely with the State o f Alaska, but w ith com m unities, 
fam ilies, caregivers, tribal program s, casew orkers, residential youth facilities, schools, 
and even the youth themselves. T ransition to adulthood is a com plex phenom enon, 
in lluenced  by personal and social factors as well as such societal factors as job 
availability , housing costs, and the availability  o f  services (Collins, 2001). T hese factors 
cannot all he changed at onec, hut sm all changes can be effective.

Several studies have found that there are som e key ingredients that, if  provided  lo the 
youth early, can greatly enhance their chances o f  success. These are, am ong m any others: 
positive, consistent adult relationships; youth participating in their own planning; early 
and on-going preparation for independent living; promotion o f education, training, and 
em ploym ent; on-going connection lo fam ily m em bers when appropriate; and  allow ing
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youth to receive the receive the econom ic and emotional benefits o f  rem aining in care 
until 21. T his study  highlights the need to apply such efforts to youth in the child v/elfare 
system . Care, support, m entoring, training, and financial assistance w ill ultim ately  benefit 
foster youth, their com munities, and all o f us.

R ecom m endations related to the results o f  this study Were discussed in the previous 
section, and  further recom m endations from stakeholders are listed in Appendices A and 
B. M ost o f  these recom m endations are not new. .Since' 1980, foster care advocates have 
espoused the benefits o f beginning preparation for independent living w hen youti. are 14 
or 15, including

educational, prevocational, and vocational experience...; gradually 
m oving the foster w ard from traditional placements to com m unity-based 
settings, such as transitional congregate apartments o r scattered-site 
apartm ents; providing extensive information with respect to the  range o f 
com m unity  services available, including linkage with com m unity  contacts, 
transitional mentors, and  a “natural-systems” support team; and helping 
[youth and  young adults] to make decisions about educational choices, 
including postsecondary education, as well as em ploym ent and housing 
(M ech, 2103, p. 45).

hocus on transition issues for adolescents in foster care is relatively  new, and OCS’ 
efforts to date to provide im proved services both before and after leaving care are to be 
com m ended. As the results o f  this study have demonstrated, tin’s focus is warranted. 
M any efforts to improve foster care were underway when interviews for this study were 
begun in 2004, or have been  launched even more recently. Some o f  these initiatives are 
d iscussed  in  A ppendix 13. Further foster care research which com pares a  new er cohort of 
alum ni who have benefited from  m ore available resources with the cohort from this study 
w ould provide insight into the success o f  O C S’ recent endeavors.
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Ap p e n d ix  A

S ta k e h o ld e r  R ecom m endations: S tra te g ie s  to Im prove F o ste r C a re  in A laska
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S tak eh o ld e r R enm m icndalum s: S tra teg ies  (o Im prove Roster ( a rc  in A laska

In addition to the recommendations above, various advocates pi im proved lostct care 
' em phasized th e .following strategies to im prove foster care in the state:

(, Increase-the miihlior and .culhnal diversity ol resource .lainilies

1- .xpam l targeted reciintrhent o f resource families to reach underrepresented cultural 
g ro u p s,w ith  particular emphasis on rcacliiii)'. out to Alaska Native lmnili.es>.

increase' the .number'of.resource lam ilies with the capacity and expertise to provide 
care to adolescents.

Ivxpand efforts to. more carefully'm atch children's needs with the culture, style, and 
eapaliilities’o der lamilres

Increase kinship care, provide support and training to families providing this care.

l-xpaud the tise of.the Team Decision Making model currently used in the. Anchorage 
OCS office (from Family' to Family, by the Annie J;. Casey Foundation). t h i s  process 
involves families and community m em bers actively in case planning, and decision­
m aking

Reduce the reliance on emergency shelter care.
" ' . ’ - 

6  Reduce; the use of residential care.

Provide more agency and respite support to resource familie. .

Bui I’d .icademie support lot foster children tl -pugh working with schools and otli a 
; com m unity icsotirces.

Increase post-secondary education and vocational training for foster youth and 
alum ni, including job training, job  shadow ing, and apprenticeships.

i Increase the number o f sale, affordable transitional housing options for Idstei care 
alumni.

A p p e n d ix  A



Appentix Ji

A ction  S tep s to  Im pro v e F o s te r  C are  in  A laska: E x p a n d ed  In d ep en d en t Living
Services

T he inform ation  below was provided in response to the study recom m endations by the 
Office o f  C h ild ren ’s Services Independent Living Program  as an  update on services now 
provided to you th  making the transition out o f  state custody.

Involve y o u th  in p lanning:
C urrent policy  and  procedure requires that all youth in care age 16 and older complete a 
life skills assessm ent (the A CLSA ), transition learning plan (TLP) and exit plan. Youth 
assess their ow n  knowledge, skill, and abilities in five dom ains that score their 
com petency in critical life skills. Based on the assessment, the youth and foster parent, 
social w orker, or Regional Independent Living Specialist will com plete a TLP. The TLP 
docum ents learning activities in which the youth and caregivers can engage to increase 
life skills com petencies. A n exit plan, along w ith the assessm ent, is completed i f  the 
youth is schedu led  to exit custody or is 17 or older. The exit p lan docum ents the youth’s 
plans for education, housing, employment, support from and connections to adults and 
fam ily m em bers, health care and continuing independent living services available to them 
through OCS. B efo ie  a youth leaves custody, the youth com piles a binder in which their 
personal ex it p lan , discharge papers, medical records, birth certificate, social security, 
tribal m em bersh ip , other official docum ents, and jdicr inform ation are contained. Also 
included in the b inder is a  list o f  com munity resources for continuing support

P ro v id e  co m p reh en s iv e  assessm ent:
For purposes o f  independent living, OCS requires m at youth, beginning at age 15, 
com plete the A nsell-C asey Life Skills Assessm ent a m inim um  o f  once a  year and 
preferably every  six months. Y outh m ust complete the ACLSA prior to receiving 
individual living funds for services and/or benefits.

M ax im ize  p la c e m e n t s tab ility :
Regional Independent L iving Specialists (R1LS) consider the you th ’s placem ent history 
w hile w ork ing  directly  with the youth. R1LS may provide inform ation to social workers 
and others w hen  a  placem ent change is necessary or when a p lacem ent decision is being 
m ade th a t m ay affect the you th ’s independent living goals and plans. In  order to increase 
p lacem ent stability , OCS is striving to increase the num ber o f  foster families and care 
providers who will accept teenagers to foster and provide them  w ith the necessary 
support and  train ing  to m entor youth as they prepare to live on their own.

P ro v id e  se x u a lity  ed u ca tio n  to at fo ster y ou th :
Independent living conferences have included this topic in their curriculum .

P ro v id e  p a re n t in g  su p p o rts  for y ou th  w ho do becom e p a re n ts :
A ll p regnant and  parenting youth in custody are referred directly to (DCS partner 
program s including W IC (W om en, Infants, and Children), Infant L earning Programs,



and/or Healthy Families for parenting and pregnancy supports. Additionally, youth are. 
referred to other Financial resources including Denali KidCare, public assistance, and 
communily-bascd service providers such as Passage House, a residential program tor 
single mothers.

E n c o u ra g e  pos it ive  adu lt  re la t ion sh ip s :
As part of the exit planning process, youth identify adults with whom they have an 
important and positive relationship anil whom they can contact i f  the need arises once 
they leave care. Through grants and collaborative agreements OCS also supports 
community organizations that provide mentoring and adult sponsors for youth. 
Additionally, OCS connects tribal youth with tribal suppoits and services, actively 
encouraging participation in tribal activities especially where cldeis play an important 
role in mentoring youth.

P r o m o t e  s ib l ing  contact:
The Alaska Youth Advisory Board—Facing Foster Care in Alaska has identified on­
going sibling contact as one of their priority areas. They have defined “ sibling” as both 
biological siblings and foster siblings. Through the exit planning process youth may 
identify connections with siblings as one of the goals and the RJLS can assist youth with 
locating siblings, resolving family issue.- and making connections.

P r o m o t e  lega l ties, such as ad op t io n  a n d  gu a rd ian sh ip  th ro u g h ou t  ad o le scen ce  an d  
even into ad u l th o od :
Five of the core members of Facing Foster Care in Alaska are young people who were 
adopted or entered legal guardianship as adolescents. These connections clearly 
demonstrate that OCS is committed to promoting permanent legal ties for youth in care.

E x te n d  fo s te r  ca re  serv ices b e yond  1<S:
Youth may remain in custody beyond age IS. Primarily youth are encouraged to remain 
in care beyond age IS if  they have not graduated high school. Once released from carc, 
youth may continue to receive services and supports through OCS and the Independent 
Living Program up to age 23 for education and training purposes. T his continuing support 
is mandated by Alaska statute and has been in place since the state began receiving 
< ,'hafee Foster Care Independence Act funds in 2001.

S u p p o r t  re la t ion sh ip s  w ith  fo s te r  p a ren ts  a f te r  you th  re a ch  IS :
While the formal, subsidized relationship between foster parents and youth may end 
when the youth is released from custody; there is no rule that mandates they cannot 
remain connected. Many foster parents are receptive to this and continue to maintain 
connections with their foster children, including providing housing and supports for 
youth. For example, two founer foster youth who are currently attending college with 
support through the CCS Independent Living Program icium to their former foster homes 
during school breaks and vacations.
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A dvocate  fo r using  the C hafee M edicaid  option to extend h ealth  coverage:
A request to use the Chafee Medicaid option was forwarded by the Department of Health 
and Social Services to the Governor’s office for consideration during the 2005 legislative 
session. Because new Medicaid expenditures "ere not under consideration this year, the 
request w ill be held and considered during the 2006 legislative session.

F ac ilita te  com m unication :
In 2004, the Independent Living Program was expanded to include four new Regional 
Independent Living Specialists (RILS) positions. There is now an Independent Living 
Specialist established in each of the four OCS Regional Offices. The primary goal of 
these Regional Specialists is to work directly with youth to develop and implement plans 
that specifically address the individual needs of the youth as they prepare to exit custody. 
The RILS are bridges between youtii, social workers, foster parents, and others in the 
flow of information about and on behalf of the youth. Additionally, the RILS are a 
primary connection to community services and providers (including schools and health 
care professionals) who can play a significant role in helping youth transition from care. 
The RILS maintain open lines of communication once the youth exits care and they 
continue to provide case management services, funding assistance, and other supports to 
former foster youth.
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House Bill 136

D e n t a l  H y g i e n i s t s
"An Act relating to dental hygienists."

G ood ora l hea lth  is essential to im p ro v in g  ove ra ll hea lth  and  w e ll being. 
H o w e ve r, m any factors exacerbate the o ra l hea lth  d is p a r ity  across A laska 's  
p o p u la tio n , in c lu d in g  the cu rre n t s truc tu re  o f the o ra l hea lthcare d e liv e ry  system, 
geograph ic  and educa tiona l barriers, and the cost o f  care.

D enta l H yg ien is ts  are licensed ora l care hea lth  p ro fess iona ls  w h o  focus on 
p re v e n tin g  and  trea ting  o ra l diseases. They have g radua ted  fro m  n a tio n a lly  
accred ited den ta l hyg iene educa tion  p rog ram s in colleges and un ive rs ities , and have 
successfu lly  passed a na tiona l w r it te n  and state c lin ica l exam ina tion . G iven  the ir 
com prehens ive  educa tion  and c lin ica l p repa ra tio n , den ta l hyg ien is ts  are w e ll 
p repa red  to d e liv e r p reven ta tive  ora l health care services to the p ub lic , safe ly and 
e ffec tive ly .

The p ro v is io n s  o f H ouse B ill 136 fo llo w  the expanded func tions  o f denta l 
hyg ien is ts  in o th e r states to im p ro ve  access to  p re ve n ta tive  o ra l hea lth  care. 
S pec ifica lly , H B  136:

1. A llo w s  a licensed den ta l hyg ien is t to place " f i l l in g s "  in to  a ca v ity  prepared by 
a licensed den tis t.

2. A u th o riz e s  a licensed den ta l hyg ien is t to a d m in is te r local anesthetic agents 
u nd e r the general su pe rv is ion  o f a licensed den tis t.

3. P e rm its  a licensed den ta l h yg ien is t to enter in to  a co lla b o ra tive  agreem ent 
w ith  a licensed den tis t in  w h ich  the d e n tis t au tho rizes  the den ta l hyg ien is t to 
p e rfo rm  certa in  du ties  s tipu la ted  u nd e r HB 136 w ith o u t the supe rv is ion  ol 
the den tis t.

1 ask fo r y o u r  considera tion  and su p p o rt o f  HB 136 to he lp  im p ro v e  access to o ra l 
hea lth  care in  A laska.

D IS T R IC T  16

B IR C H W O O D  •  B U T T E  •  C I IU G IA K  •  E K L U T N A  •  F A 1R V IE W  L O O P  
K N IK  R IV E R  R O A D  •  I j VZY M O U N T A IN  •  P A L M E R  •  P E T E R S  C R E E K



N u m b e r  o f  D e n is ts  a n d  D e n ta l H y g ie n is ts  b y  R e g io n

No. of No. of No. of No. ofRegion Population Dentists Hygienists Hyg/Den Hyg/10,000
New England 13,118 1.4 9.4
Middle Atlantic 25,976 0.9 6.6
East North Central 31,851 1.3 7.1
West North Central 9,481 1 4.9
South Atlantic 27,484 1.1 53
East South Central 7.998 1.1 4.7
West South Central 12,287 0.9 3.9
Mountain 10,422 1.2 5.7
Pacific 31,149 1.1 6.9
U.S. Total 169,149 1.1 6.0
Alaska 663,661 497 496 1.0 7.47

Anchorage Mat-Su Region 352,282 226 270 1.2 7.66
Anchorage Municipality 278,241 197 216 1.1 7.76
Matanuska-Susitna Borough 74,041 29 54 1.9 7.29

Gulf Coast Region 74,904 37 42 1.1 5.61
Kenai Peninsula Borough 51,224 27 29 1.1 5.66
Kodiak Island Borough 13,638 7 9 1.3 6.60
Valdez-Cordova Census Area 10,042 3 4 1.3 398

In terior Rogion 102,005 50 45 0.9 4.41
Denali Borough 1,823 0 0 - .
Fairbanks North Star Borough 87,650 47 45 1.0 5.13
Southeast Fairbanks Census Area 6,471 3 0 _ .
Yukon Koyukuk Census Area 6,061 0 0 - -

Northern Region 23,669 8 2 0.3 0.84
Nome Census Area 9,452 5 1 0.2 1.06
North Slope Borough 6,894 2 1 0.5 1.45
Northwest Arctic Borough 7,323 1 0 - -

Southeast Region 70,822 41 48 1.2 6.78
Haines Borough 2,207 1 2 2.0 9.06
Juneau City and Borough 31,193 22 26 1.2 8.34
Ketchikan Gateway Borough 13,125 7 9 1.3 6.86
Prince of Wales-Outer Ketchikan C.A. 5,497 1 2 2.0 3.64
Sitka City and Borough 8,947 6 5 0.8 5.59
Skagway-Hoonah-Angoon C.A. 3,062 0 0 - .
Wrangell-Petersburg Census Area 6.172 4 4 1.0 6.48
Yakutat City and Borough 619 0 0 - -

Southwest Region 39,979 13 5 0.4 1.25
Aleutians East Borough 2.659 0 0 - .
Aleutians West Census Area 5,249 2 1 0.5 1.91
Bethel Census Area 17,085 9 2 0.2 1.17
Bristol Bay Borough 1.073 0 0 - .
Dillingham Census Area 4,792 2 2 1 0 4.17
Lake and Peninsula Borough 1,620 0 0 - _
Wade Hampton Census Area 7,501 0 0 - -

3ut-of State 122 84
Source: National data calculated using ICR, 2000 and U.S. Census Bureau 
Source: State population data from ADOL&WD, 2005
Source: Dentist/Hygienist data from AK Div of Occupational Licensing, Jan 2007
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DIRECT ACCESS STATES

F o r  p u r p o s e s  o f t h i s  d o c u m e n t ,  d i r e c t  a c c e s s  m e a n s  t h a t  th e  d e n ta l  h y g ie n is t  c a n  
i n i t i a te  t r e a t m e n t  b a s e d  o n  h is  o r  h e r  a s s e s s m e n t  o f  p a t i e n t ’s  n e e d s  w i th o u t  t h e  
s p e c if ic  a u th o r iz a t io n  o f  a  d e n t is t ,  t r e a t  th e  p a t i e n t  w i th o u t  th e  p r e s e n c e  o f  a  
d e n t i s t ,  a n d  c a n  m a in ta in  a  p r o v id e r -p a t i e n t  r e la t io n s h ip .

A riz o n a  2004 
Sec 32-1289

A dental hygienist with a written affiliated practice agreement with a dentist may assess for and 
perform dental hygiene services on patients u n d e r  18 years w ho m it certain financial criteria and are 
enrolled in a federal, state, county or local healthcare p rogram

Special requirements: 5 years practice

Services: Any dental hygiene services specified in the affiliated practice agreem ent except root 
planing, local anesthesia, nitrous oxide or placing sutures.

C alifo rn ia 1998 (‘C alifornia has two d ifferen t provisions for unsuperv ised  practice)
Sec. 1774, 1775

Dental hygienists endorsed as RDHAPs (registered dental hygienist in alternative practice) may 
prov ide  services without supervision for hom ebound  persons or at schools, residential facilities, 
institutions and  in dental health professional shortage areas if the patient has a prescription from a 
dentist  o r  physician. RDHAP'S m ay  ow n an alternative dental hygiene practice. Currently, there are 
m ore  than 100 RDHAP's.
Special Requirements: Bachelors degree equivalent, 3 years clinical practice, completion of 150 clock 
h o u r  special course and exam.

Services: Those services permitted under general supervision (which include oral prophylaxis, root 
planing, pit and fissure sealants, charting and examination of soft tissue).

C alifo rn ia  2002

Sec 1763 (a) 2002 Any dental hygienist max provide screening, apply fluorides and  sealants w ithou t 
supervis ion  in governm ent created or adm inis tered public health programs.

• In 2006, more than 100 R D H A P 's  registered.
•  A denta l hygienist m obile practice treats 25/35 d isab led  patients  per week.
• D irect M edicaid re im bursem ent a llowed.



C o lo r a d o  - 1087 
Sec. 12-35-122.5

U nsupervised  practice in all settings for all licensed dental hygienists for the oral prophylaxis and 
preventive and  therapeutic  services. The dental hygienist may also own a dental hygiene practice.

Special Requirements: None.

Serv ices-rem ove deposits, accretions, and stains, curettage without anesthesia, apply  fluorides and 
o ther recognized preventive agents, oral inspection and charting, topical anesthetic. However, x-rays 
require general supervision and  local anesthesia requires direct supervision.

• D irect M edica id  re im b u rsem e n t  a llow ed. In fiscal year 2003-04 16 in d ep en d en t  R D H 's  
prov ided  199,518 in services to 2,284 M edicaid childi n.

C o n n e c t i c u t  1999 
Section 20-1261.

Dental hygienists with  2 years experience m ay  practice w ithout supervis ion in institutions, public 
health facilities, g ro u p  hom es and schools.

Special Requirements: 2 years experience.

Services: Oral prophylaxis, rem ove deposits, accretions and  stains, root planning, sealants, 
assessment and treatm ent planning.

• Since 7/1/2003 hygienists  have  program  has p rovided  over 55,000 dental p rocedures  -  
nearly  7,000 prophys/f luo rides ,  5,800 sea lan ts  and  15,000 exams.

• Direct M edicaid  re im bursem en t a llowed.



I o w a  2 0 0 4

Rule 650-10.5(153)

WHRl Dental hygienists m ay provide services based on standing orders and a written ag reem ent with a 
dentist in schools, H ead Start settings, FQHCs (Federally Qualified Health Centers), public health 
vans, free clinics, com m unity  centers and public health programs. As of 2005, 15 hygienists held 
public health permits.

Special Requirements: RDH must have 3 years clinical experience and submit annual report on 
n u m b er  of patients/services to depar tm en t of health.

Services: All dental hygiene services (except local anesthesia and nitrous) may be provided  once to 
each patient. To perform repeat services other than assessment, screening and fluoride, dentist must 
examine.

• Active Public Health  Supervision  agreem ents  in place between Iowa den tis ts  and  den ta l 
hygienists.

• P relim inary  estim ates for 2004: O ver 3,100 clients received sealants, over 11,000 received 
screenings, 1,600 received fluoride applications, over 150 received prophys, and  over  5,000 
received education.

• In 2006, 24 pub lic  health RDHs.

K ansas 2003

Sec. 65-1456

Dental hygienist with IS00 hours  experience can obtain an extended care permit to treat patients in 
schools, headstart programs, state correctional institutions, local health departments, indigent care 
clinics, adu lt  care homes, hospital long term units, or at the hom e of hom obound persons on mod. ui 
assistance. No prior authorization is needed, but the hygienist must have an agreem ent w ith a 
sponsoring  dentist w ho will m onitor his/her practice. Services perm itted are the oral prophylaxis, 
application of fluoride, dental hygiene instruction, assessment of the patient's  need tor further 
trea tm ent by a dentist and other services if delegated by the sponsoring dentist.

• As of April 2006, there were 41 extended care perm it dental hygienists.



Rule 02 313 Chap. 1. Sec. 4

A dental hygienist m ay  practice in a public or private school, hospital or other non-
traditional practice setting under  a public health supervision status granted by the dental board on a
case-by-case basis. The hygienist may perform all services rendered under general supervision.

The dentist should have specific standing orders and  procedures to be carried out, a lthough  the 
dentist need not be present w hen the services have been provided. A written plan for referral o r  an 
agreem ent for follow-up shall be provided by the public health hygienist recording all conditions that 
should  be called to the attention of the dentist. The supervising dentist shall review a sum m ary  
report at *he completion of the program  or once a year.

Special Requirements: A dental hygienist must apply  to the board to practice providing such 
information the board deem s necessary. The board m ust take into consideration w hether the 
p rogram  will fulfill an unm et need, w hether a supervising dentist is available and that the 
appropria te  public health guidelines and s tandards  of care can be met and followed.

Services: All services that can be provided under  general supervision. Dentist's  diagnosis for sealants 
not needed in public health or school sealant programs.

• From 3/02 th rough  10/04, over 5,500 patients  were p rovided care in over 400 clinics. Nearly 
30 den ta l hygien is ts  are involved in this part icular program.

• Direct M edicaid re im bursem en t a llowed.

f t
M ichigan 1991
Sec. 333.16625

A dental hygienist m ay apply to the Departm ent of Com m unity  Health to become designated as a 
"grantee health agency" for a 2 year u-riod, during  which time hygienist can adm inis ter dental hvgienc 
services to patients not assigned to a dentist as part of a p rogram  in dentally underserved populations. 
Dental hygienists practicing as grantee health agencies m ust work u n d e r  the superv ision of a licensed 
dentist for a public or nonprofit entity, school, or nursing hom e that employs or contacts with at least one 
dentist or dental hygienist and provides care to an underserved population.

Special requirements: Dental hygienists interested in attaining grantee health agency status must 
subm it a com prehensive form outlining how the program  will be carried out, providing for oversight 
and direction, and  including information for all dental personnel involved. A dental hygienist operating 
as a g rantee health agency m ust ensure  that the supervising dentist is available for consultation when 
necessary.
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Services: those perm itted under general supervision.

M i n n e s o ta  21)1)1 
Section 150A. 10, subd. la

A dental hygienist m ay be em ployed o r retained by a health  care facility, p rogram , or nonprofit 
organ ization  to perform  dental hygiene services w ithout the patien t first being exam ined  by a licensed 
den tist if the den tal hygienist has en tered  into a collaborative agreem ent w ith a licensed den tist that 
designates au thorization  for the services p rov ided  by the dental hygienist.

H ealth care facility is defined as a hospital, nursing  hom e, hom e health agency, d isab led /juvenii hom e, 
federal/state/local public health facility, com m unity  clinic, prison, tribal clinic school authority, H ead Start 
program , or nonprofit organ ization  tha t serves ind iv iduals w ho are un insured  or w ho are M innesota 
health  care public p rogram  recipients.

A collaborative agreem ent m eans a w ritten  agreem ent w ith a licensed dentist w ho au thorizes and accepts 
responsibility  for the services perform ed by the dental hygienist. The services m ay be perform ed w ithout 
the presence of a licensed den tist and m ay be perform ed at a setting other than the usual place of practice 
of the den tist or den tal hygienist and w ithout the den tist's  d iagnosis/treatm ent p lan  unless specified in 
the agreem ent.

Special R equirem ents: Has been engaged in the active practice of clinical dental hvgiene for not less than 
2,400 hours in the past 18 m onths o r a career total of 3,000 hours, including a m in im um  of 200 h ou rs of 
clinical practice in tw o of the past three years. Has docum ented  participation in courses in infection 
control and m edical em ergencies w ithin each continuing education cycle an d  m ain tains cu rren t 
certification in advanced  o r basic cardiac life suppo rt as recognized by the A m erican H eart Association, 
the A m erican Red Cross, o r an o th er agency that is equivalent to the A m erican 1 lea rt A ssociation o r the 
A m erican Red Cross.

Services: Rem oval of deposits and stains from  the surfaces of the teeth, application  of topical preventive 
and prophylactic agents, sealants, fluoride varnishes, polishing and  sm oothing restorations, rem oval of 
m arginal overhangs, perform ance of prelim inary charting, taking x-rays and roo t p laning. A dental 
hygienist can p rov ide sealants and  fluoride varnishes w ithout the patient first being exam ined  by a 
licensed dentist.

Restorative Services: a licensed dental hygienist or a registered dental assistant m ay perform  the 
following restorative procedures:

• Place, contour, and adjust am algam  restorations;
• Place, contour, and adjust glass ionomer;
• A dapt and cem ent stainless steel crow ns; and
• Place, contour, and adjust class 1 and class V supragingival com posite res to ra tions w here the

m arg ins are entirely w ithin the enam el.
I he restorative p rocedures m ay be perform ed onlv if:

• The licensed dental hygienist or the registered dental assistant has com pleted board -approved
courses on the specific procedures which include a course that suffic ■ tlv p repa res  the dental 
hygienist or registered dental assistant to adjust the occlusion on the newly placed restoration.
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• A licensed den tist has au thorized  the procedure to be perform ed.
• There are now 2 dental hygienists volunteering in a community dental clinic providing 

restorative and preventive services to at least 10 patients each day they volunteer.
• Direct Medicaid reimbursement allowed.

M is s o u r i  2001

m  _

D ental hygienists m ay provide services w ithout supervision in p ' ' lie health  settings to 
M edicaid eligible children  and be directly reim bursed by M edicaid.

Special R equirem ents: 3 years experience.

Services: O ral prophylaxis, sealants, fluorides.

• One particular dental hygienist has seen a sealant program grow from one school district to 
eight. Over 2,500 sealants have been placed on over 700 children.

• Direct Medicaid reimbursement allowed.
• In 2006, were 12 registered providers.

%1 ^  M ontana 2003
Sec. 37-4-405

D ental hygienists m ay obtain  a lim ited access perm it from the board  allow ing them  to practice u n d er 
public health  superv ision  in a variety of federally funded health centers and clinics, nursing  hom es, 
ex tended  care facilities, hom e health agencies, g roup  hom es for the elderly , d isabled, and youth , 
headstart program s, m igrant w ork facilities and local and state public health  facilities. Public health 
superv ision  m eans the hygienist can provide oral prophylaxis, fluoride, polish restorations, root plane, 
sealants, oral cancer screening, expose radiographs, and chart w ithout the au thorization  of a den tist 
prov ided  he o r she follow s protocols to be established by the board and refers any patients needing 
den tal treatm ent.

• Program  took effect in S ep tem ber of '04, 6 app lican ts so far.
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New H am psh ire  1993
Rule 101.11(d)

U nder public health  supervision  dental hygiei.ists m ay p rov ide procedures au thorized  by a den tist in 
a public  or p rivate  school, hospital o r institution, prov ided  the den tist review s patient records once in a 
12 m onth  period .

Special R equirem ents: None.

Services: Instruction  in oral hygiene, topical fluorides, oral prophylaxis, assess m cdicai/dental 
history, periodon ta l probing/charting .

New M e x ic o  1999 
Sec 61-5A-4D 

Rule 16.5.17

C ollaborative practice perm its based on a w ritten  agreem ent betw een the dental hygienist and  one or 
m ore consu lting  dentist(s), dental hygienists to treat patien ts according to a protocol w ith collaborative 
dentist. D ental hygienists m ay ow n o r m anage a collaborative dental hygiene practice in an y  setting. 
M ust refer pa tien t for den tal exam  yearly.

Special R equirem ents: 2400 hours active practice in past 18 m onths o r 3000 hours in 2 of past 3 
years.

Services: Each collaborative pract> agreem ent m ust contain protocols for care. W hich prov ide  for 
stand ing  o rders allow ing the dental hygienist to p rov ide routine services such as p relim inary  
assessm ent, x-rays, oral prophylaxis and fluoride treatm ent w ithout p rio r au thorization . Case-by-case 
au thoriza tion  required  in som e p rocedures (as sealants and root planning).

• O ne co llaborativ  e practice a rn n g e m e n t that started  in 2002, serves a pa tien t base of 4,000 people- 
1/3 of w hich  are M edicaid  e lig ib le .

• D irect M edicaid  re im b u rsem en t allow ed.
• In 2006, th e re  w ere 35 co llabora tive  practice RDH s.
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N e v a d a  1998

Statute 631.287

D ental hygienists m ay obtain  approval to w ork as public health dental health hygienists in schools, 
com m unity  centers, hospitals, nursing  hom es and such o ther locations as the state dental health 
officer deem s ap p ro p ria te  w itho u t supervision.

• 20 R D H 's  have  gained board  approval N evada H ealth  Centers, Inc. w here  som e R D H 's  are
em ployed , p rov ides  services in e igh teen  d ifferen t locations in Nevada. D ental hygien is ts  
w ith  Public  H ealth  en d o rsem en t can also screen and  pla'-e sealants w itho u t a den t is t  p resent. 
A dd it iona l locations inc lude  Saint Mary's. H un tr idge  Teen C enter  & Lyon Co. H ealthy  
Smiles.

• Direct M edica id  re im bursem en t allowed.

New York 2005 
Rules Sec. 61.9

That a superv is ing  den tist be available for consultation, d iagnosis and evaluation, has au thorized  the 
den tal hygien ist to perform  the services, and exercises that degree of superv ision  app ro p ria te  to the 
circum stances." A dental hygienist can work in any setting (private or public) and perform  dental 
hygiene d u ties (listed below ) w ithout a dental exam ination or need to refer a patien t to a dentist.

D ental hygiene services allow ed include rem oving calcareous deposits, accretions and stains, 
inc lud ing  scaling and p lanning  of exposed root surfaces; apply ing  topical agents indicated for a 
com plete  den ta l prophylaxis; rem oving excess cem ent from surfaces of the teeth; p rov id ing  patien t 
education ; placing and exposing X-ray films; perform ing topical anticariogenic agent applications, 
inc lud ing  bu t not lim ited to topical fluoride applications, and perform !..g  topical anesthetic 
applications; polish ing  teeth, including existing restorations; taking m edical h istory  including the 
m easu ring  and recording of vital signs; charting  caries and periodontal conditions as an aid to 
d iagnosis by the dentist; app ly ing  pit and fissure sealants; and applying  desensitizing agents to the 
teeth.

In n u rsing  hom es a hygienist cun perform  a com plete oral exam ination of a resident and  then 
de te rm ine  trea tm en t priorities; plan for continuing oral hygiene and denha care.

• In 2005, d en ta l h yg ien ists  have screened alm ost 800 ch ild ren  & sealed  over 1500 teeth.
•  T h o u san d s o* N ew  York ch ild ren  have been treated  by d en ta l hyg ien is ts ' in school based 

p rogram s u n d e r genera l superv ision .

8



(

- m

A  d e n tis t m a y  a u th o r iz e  in  w r i t in g  a d e n ta l h y g ie n is t w ith  2 yea rs  experience  to  p e r fo rm  

services o ne  tim e  on  a p a tie n t in  a s e ttin g  o u ts id e  the  o ffice  p r io r  to  any  d e n tis t c o n ta c t/e xam  i f  the 

h y g ie n is t re fe rs  the  p a tie n t back to  the  a u th o r iz in g  d e n tis t.

Oregon 1997 
Sec. 680.200 
Rule 818-035-0065

D e n ta l h y g ie n is ts  w h o  have  '>tained a lim ite d  access p e rm it (L A P 'S ) m ay  in it ia te  services fo r 

p a tie n ts  in  a v a r ie ty  o f  l im ite d  access se ttings  such as e x ten d e d  care fac ilities , fa c ilitie s  fo r the 

m e n ta lly  i l l  o r  d isa b le d , c o rre c tio n a l fa c ilities , schools  a nd  p re -schoo ls , and  jo b  tra in in g  centers.

R D H  m u s t re fe r the  p a tie n t a n n u a lly  to  a licensed d e n tis t a va ila b le  to  trea t the  p a tie n t.

12 h o u rs  o f  C E  e ve rv  tw o  yea rs  (in  a d d it io n  to  the  24 h o u rs  re q u ire d  fo r  a ll d en ta l h yg ie n is ts ) to 

re n e w  p e rm it.

S e rv ic e s -A ll d e n ta l h yg ie n e  services, except th a t som e (loca l anesthesia, p it  and  fissu re  sealants, 

d e n tu re  re lines, te m p o ra ry  re s to ra tions , ra d io g ra p h s  and  n itro u s  o x id e ) m u s t be p re a u th o r iz e d  by  a 

d e n tis t.

•  In  2006, th e re  w a s  70 L A P 's .
•  In  th e  la s t  y e a r, L A P  d e n ta l  h y g ie n is ts  in  3 c o u n tie s  p ro v id e d  o v e r  5,000 p re v e n ta t iv e  

p ro c e d u re s  fo r  c h i ld re n  in  H e a d s ta r t ,  E arly  H e a d s ta r t ,  VVIC a p u b lic  h e a lth  s e t t in g s .
•  S e v e ra l  L A P  h y g ie n is ts  th r o u g h o u t  O re g o n  c o n tin u e  to  b u i ld  p ra c tic e s  s e r v in g  th e  e ld e r ly  in  

fo s te r  h o m e s  a n d  e x te n d e d  ca re  fa c ilit ie s .
• D ire c t  M e d ic a id  r e im b u rs e m e n t  a l lo w e d .

O k l a h o m a  2 0 0 3

S e c .  3 2 8 . 3 4  C

R h o d e  Is la n d  2 00 6 

Sec. 5 -3 1 .1 -6 .1

D e n ta l h y g ie n is ts  w o rk in g  u n d e r a d e n tis t 's  gene ra l s u p e rv is io n  can in itia te  d en ta l h yg ie n e  tre a tm e n t to 

res iden ts  o f  n u rs in g  fac ilities . D e n ta l h yg ie n is ts  w o rk in g  in  n u rs in g  fac ilities  can trea t pa tien ts , regard less o f 

w h e th e r o r  n o t the p a tie n t is a p a tie n t o f  re cord , as lo n g  as d o c u m e n ta tio n  o f services a d m in is te re d  is 

m a in ta in e d  a n d  necessary re fe rra ls  fo r  fo llo w -u p  tre a tm e n t a re  m ade.

Special requirements: None.
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S erv ices: In itia l o ra l h e a lth  sc re e n in g  a sse ssm en ts , p ro p h y la x is , f lu o rid e  tre a tm e n ts , c h a rtin g , a n d  o th e r  
d u t ie s  d e le g a b le  u n d e r  g e n e ra l su p e rv is io n .

Texas 2001 
Statute 262.1515

A d e n tis t  m a y  d e le g a te  se rv ic e s  w i th o u t see in g  th e  p a tie n t  firs t to  a d e n ta l  h y g ie n is t p ra c tic in g  in a 
n u r s in g  fac ility  o r  sch o o l b a se d  h e a lth  cen te r. T h e  h y g ie n is t m u s t  re fe r th e  p a t ie n t  to a d e n t is t  
fo llo w in g  tre a tm e n t. T h e  h y g ie n is t m a y  n o t p e rfo rm  a se c o n d  se t o f se rv ic e s  u n ti l  th e  p a tie n t  
h a s  b e en  e x a m in e d  by a d e n tis t.

S p ec ia l R e q u ire m e n ts : 2 y e a rs  p ra c tic e  ex p e rie n c e .

S erv ices: N o  lim ita tio n s .

Washington 1984 (* Washington has two d iffe ren t provisions fo r unsupcrvised practice)
Sec. 18.29.056

U n s u p e rv is e d  p ra c tic e  in  h o s p ita ls , n u rs in g  hom es, h om e  hea lth  agencies, g ro u p  h om es  ( fo r  the 

e ld e r ly , h a n d ic a p p e d  o r  y o u th ), state in s t itu t io n s  u n d e r d e p a rtm e n t o f h e a lth  a n d  h u m a n 

services, ja ils , and  p u b lic  hea lth  fa c ilitie s  p ro v id e d  the h yg ie n is t re fe rs  p a tie n t to  a d e n tis t 

fo r  d e n ta l tre a tm e n t and needed care.

Specia l re q u ire m e n ts : T w o  years c lin ic a l exp e rie n ce  w ith in  the last five  years.

S erv ices —  re m o v a l o f d e p o s its  a nd  sta ins, a p p lic a tio n  o f  to p ic a l p re v e n tiv e  o r  p ro p h y la c t ic  agents, 

p o lis h in g  a n d  s m o o th in g  re s to ra tions , ro o t p la n in g , cu re tta g e  and  local anesthesia . (T h e  d e n ta l 

b o a rd  has ru le d  th a t sea lants a re  n o t in c lu d e d , b u t re q u ire  g ene ra l s u p e rv is io n ).

W ash ing ton  2001
Statute 18.29.220

D e n ta l h y g ie n is ts  w h o  are school e nd o rs e d  m a y  assess fo r  and  a p p ly  sealants and  f lu o r id e  v a rn is h e s  in 

c o m m u n ity -b a s e d  sealant p ro g ra m s  ca rrie d  o u t in  schools.

Specia l R e qu ire m e n ts : S e a la n t,f lu o r id e  V a rn ish  I n d o rs e m e n t fro m  D e p a rtm e n t o f H e a lth .

•  D a ta  o b ta in e d  th ro u g h  M e d ic a id  in d ic a te s  th a t d e n ta l h y g ie n is ts  w o rk in g  u n d e r  ti .e se  p ro v is io n s  
s a w  5,653 c l ie n ts  in  2002; 6,799 in  2003, a n d  4,265 th ro u g h  Ju ly  o f  '04. S p e c if ic a lly  in  te rm s  o f  
s e a la n ts ,  o v e r  19,200 s e a la n ts  h a v e  b e e n  p la c e d  s in c e  D ec. 2003.

•  D ire c t  M e d ic a id  re im b u rs e m e n t  a llo w e d .

Division o fliovrn inw nhtl Affairs \iignst 25, 200b
unviv.inlliu.org
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House Bill 136 -  “An act relating to dental hygienists'’

The Problem

• Preventable oral diseases can cause life threatening emergencies.

• Many Alaskans cannot afford oral healthcare.

• There are geographic and educational barriers preventing access to oral health care.

• The structure of Alaska's current oral healthcare delivery system contains barriers that prevent 

access to oral health care.

Dental Hygienists Can Help

Dental hygienists are well-prepared to deliver preventative oral health care services to the public 

safely and effectively.

• Dental hygienists focus on preventing and treating oral diseases.

• Dental hygienists graduate from nationally accredited dental hygiene education programs in 

universities, and must pass a national written and state clinical examination in order to practice.

• Dental hygienists are state-licensed oral healthcare professionals.

• Dental hygienists are key to cost-effective early intervention and education.

Provisions under HB 136

1. Anesthesia under general supervision

Allows a licensed dental hygienist to perform local anesthesia under general supervision. A 

licensed dentist would still be required to diagnose the condition to be treated prior to the 

hygienist performing treatment.

2. Expanded restorative function

Allows a licensed dental hygienist to place fillings" into a cavity prepared by a licensed dentist.

3. Collaborative agreement

Allows a licensed dental hygienist to enter into a written agreement with a licensed denlist who 

would authorize the services to be performed by the deni al hygienist without the supervision of 

the dentist.

A l a s k a  S t a t e  D e n ta l  H y g i e n e  A s s o c i a t i o n





A l a s k a  S t a t e  L e g i s l a t u r e

Session address: 
A laska  State C ap ito l 

Juneau, A la ska  9 9 8 0 1 -1 1 8 2 
1 -8 8 8 -4 65 -2 64 7  (to ll free) 

1 -9 0 7 -4 65 -3 5 1 8  (fa x )

House o f Representatives
In te rim  address:

716 West 4th Avenue 

A nchorage, A laska  9 95 01 -2 13 3 
1-907-269-0106 

1-907-269-0109  (fa x )

Representative Les Gara

House Bill 140: The No Child Left Uninsured Act 
Sponsor Statement

Currently, nearly 18,000 Alaskan children have no health insurance (Urban Institute and 
Kaiser Commission on Medicaid). In addition, due to changes in 2003, 3,440 children have lost 
coverage under the state’s low income children’s health insurance plan, Denali Kid Care. House 
Bill 140 is an efficient, low cost way to reverse this decline. It seeks to extend health coverage 
to all Alaska children. We believe universal health coverage for children is long overdue.

Currently, Alaska offers Denali Kid Care medical and dental insurance to pregnant 
women and children o f  families that earn roughly 160 percent o f the federal poverty level for 
Alaska. Only two states (North Dakota and Montana) have lower a eligibility level. Most states 
provide coverage under their Medicaid programs to families earning up to 200 percent o f the 
federal poverty guideline.

HB 140 raises the eligibility level for Denali Kid Care to 200 percent o f the federal 
poverty guideline. It extends optional coverage to children o f families that earn between 200 and 
350 percent o f  the federal poverty guideline by offering coverage at a sliding scale fee of 
between $200 and $1,200. Families that earn above 200 percent o f the federal poverty guideline 
would have to certify that health insurance is not offered tlirough their work.

Currently, the federal government contributes up to 70 percent o f the cost o f providing 
this health insurance to low income children and pregnant women.

It is believed that HB 140 would serve to make health insurance available to all families 
that cannot afford it. At present, coverage is provided to only very low income families. IIB 
140 extends coverage to working families that cannot afford private insurance on their own.

We hope you will support this effort, and ask that you contact with us with any questions.

E-mail: Representative_Les_Gara@legis.stale.akMS



A l a s k a  S t a t e  L e g i s l a t u r e

House o f Representatives
Session address: 

A laska  State C ap ito l 
Juneau, A laska  9 9 8 0 1 -1 1 8 2 
1 -88 8 -465 -2 64 7  ( to ll free) 

1 -9 07 -4 65 -3518  (fa x )

In te r im  address:
716 W est 4 th  Avenue 

A nchorage, A laska  99501 -2 133 
1-90 7 -269 -0 106 

1 -90 7 -2 69 -0 10 9  (fax )

Representative Les Gara

House Bill 140: The No Child Left Uninsured Act 
Sectional Analysis

Section 1

Gives short title to the act “Leave No Child Uninsured Act”

Section 2

Deletes hard income limits to qualify for Denali Kid Care and increases the income limit to 200 
percent o f  the federal poverty guideline (FPG) as defined by the United States Department o f 
Health and Human Services for the state o f Alaska for children aged under the age o f 19 and for 
pregnant women.

Adds new section (AS 47.07.022) creating extended healthcare coverage to those state residents 
who arc under the age o f  19, whose household income is between 200 and 350 percent o f the 
FPG, and whose parent or guardian certifies the child cannot be covered under a health care 
policy at the parent or guardian’s place o f work.

Allows the department to create sliding scale contribution regulations and those regulations 
must: include the option o f using a child’s and parent’s permanent fund dividend and a 
contribution between $200 and $1,200 per person for incomes between 201 and 350 o f  the FPG 
increasing progressively as incomes progress.

In addition to the sliding scale contribution, the department shall impose a co-payment o f 20 
percent for medical services and prescription drug costs for a person whose income is between 
250 and 350 o f the FPG.

Section 4

Requires the department to accept premiums or cost-sharing contributions from recipients o f the 
extended medical coverage.

Section 3

E-mail: Representative_Les_Gura @ legis. state, ak. us



Repeals previous cost sharing requirements for Denali Kid Care.

Section 6

Giving the department the latitude to begin to adopt regulations to implement this Act, but the 
regulations may not take effect before the effective dates for secs. 1-5 o f this Act.

Section 7

Giving sec. 6 an immediate effective date 

Section 8

All other sections o f  this Act take effect July ., 2008.

S e c t io n  5



F I S C A L  N O T E

Revision Dale/Time (Note if correction): Dept. Affected: Health & Social Services
Title MEDICAL ASSISTANCE ELIGIBILITY_________ RDU Behavioral Health_________________

Component Behavioral Health Administration

Sponsor GARA
Requester HOUSE (HES) Component No. 2665

S T A T E  O F  A L A S K A  F is c a l  N o te  N u m b e r :  h b i 4 q s s -p h s s - d b h 2 -0 3 -1 4  07

2 0 0 7  L E G I S L A T I V E  S E S S I O N  Bill V e r s io n :  s s  h b  1 4 0 _________________________

( ) P u b l i s h  D a t e : _______________________________

Expenditures/Revenues______________________________ (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.__________________
OPERATING EXPENDITURES FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013
Personal Services 274.6 274.6 274.6 274.6 274.6
Travel
Contractual 6.6
Supplies 26.4 26.4 26.4 26.4 26.4
Equipment
Land & Structures
Grants & Claims
Miscellaneous

TOTAL OPERATING 0.0 307.6 301.0 301.0 301.0 301.0

CAPITAL EXPENDITURES I

CHANGE IN REVENUES (0) I
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 153.8 150.5 150.5 150.5 150.5
1003 GF Match 153.8 150.5 150.5 150.5 150.5
1004 GF
1037 GF/Mental Health
Other(Specify Type-do not abbreviate)
Other(Specify Type-do not abbreviate)

TOTAL 0.0 307.6 301.0 301.0 301.0 301.0

Estimate of any current year (FY2007) cost: __________
Mark this box (X) if funding for this bill is included in the Governor's FY 2008 budget proposal: [
POSITIONS
Full-time 3 3 3 3 3
Part-time
Temporary

ANALYSIS: (Attach a separate page if necessary)

SS 11B140 (section 2, AS 47.07.020(b)) resets the upper income limit for Denali KidCare 
(DKC) pregnant women and for uninsured children under the Title XXI State Children's Health 
Insurance Program (SCHIP) to 200 percent of the prevailing federal poverty guideline (FPG) 
for Alaska. Currently the qualifying income limit for these children and pregnant women is set 
in statute at 175% of the 2003 FPG (effectively, about 154% o f the current FPG). Enrollees in 
these categories do not pay premiums or co-pays and are eligible for all mandatory and optional 
services provided through the state's Medicaid State Plan.

(Continued)

Prepared by: Stacey Toner, Acting Director Phone 465 -2817
Division Behavioral Health Date/Time 03/09/200/
A p p r o v e d  b y : K a r l e e n  J a c k s o n .  C o m m i s s io n e r _____________________________________  D a t e  0 3 /1 4 /2 0 0 7
A g e n c y  D e p o r tm e n t  o f  H e a l th  a n d  S o c ia l  S e r v i c e s _________________________

(R»u»od 9/7/2005 OMB) Page 1 o f  3



ST A T E  O F  ALASKA
2007 L E G ISL A T IV E  SESSIO N

FISCAL NOTE
F N #

ANALYSIS CONTINUATION
SS HB140 also creates a new group of Medicaid eligible children in higher qualifying income 
categories (section 3, AS 47.07.022). To qualify, children must be under 19, between 201% and 
350% of the prevailing FPG, and have no insurance.

This fiscal note represents the administrative costs for utilization review for youth who have been 
determined eligible for extended Medicaid coverage through Denali Kid Care and who arc eligible 
for Behavioral Health Services.

A ssum ptions fo r  Extended iMedicaid Coverage:
We assume that ^,106 additional children will enroll in Medicaid if the SCHIP qualifying income 
level is increased up to 350% Federal Poverty Guidelines. Based on the current Behavioral Health 
proportion (or approximately 30% of the cost o f SCHIP services) approximately 1,700 of these 
children will be eligible for extended Medicaid coverage through DKC an J will utilize Behavioral 
Health services.

We estimate that this will increase workload for our Utilization Review Staff who facilitate wrap­
around service delivery for children and adolescents at risk o f institutionalization. We also anticipate 
it will result in increased requests for onsite Medicaid Documentation Reviews and Technical 
Assistance as our providers attcmpl to integrate more children and adolescents into their systems. We 
estimate 2.0 FTE (Health Facility Surveyor I, Range 18) and 1.0 FTE (Mental Health Clinician III, 
Range 21) positions will be needed to manage this additional work. A Health Facility Surveyor I in 
our Utilization Review office can manage a workload of up to 500 cases (one child per case) per 
month. The Mental Health Clinician 111 will perform utilization reviews as well as develop, oversee, 
and monitor FirstI lealth Medicaid claims processing. Work duties of all positions include:

Medicaid program review and evaluation

• Management o f Medicaid system operations and enhancement efforts
•  Management o f  fiscal agent contract activities

• Development o f program changes, operational processes, and system enhancement to implement revised 
regulations

•  Coordination o f  program developments w ith  stakeholders

•  Insures com pliance w ith  state 'egulations and program guidelines

• Monitors services and utilization
• Development o f a provider education plan
•  M aintain an e ffective partnership w ith  state and federal agencies

•  Evaluation o f  the budget and development o f  recommendations for program changes to insure com pliance w ith 
budget constraints

•  Interpretation o f  state and federal regulations

• Analyze legislation and develop fiscal notes

•  Support M M IS  development and im plem entation efforts

•  Support the RPTC demo project

•  Support PERM  and the M edicaid in tegrity program

(Continued)
Page 2 o f  3



ST A T E  O F  A LA SK A
2007 L E G IS L A T IV E  SESSIO N

F IS C A L NOTE 
F N #

ANALYSIS CONTINUATION 
T o ta l A d m in s tra tiv e  Costs:

With the additional caseload, a one time cost for computers and software will be required with a cost 
o f $2,200 for each additional staff for a total o f $6,600. Annual costs for office space, phones and 
supplies are calculated at a cost o f $8,800 per additional staff for a total o f $26,400.

For the personal services allocations o f this fiscal note, the fund source calculations are derived by 
using standard 50% Federal /50% GF Match splits for existing positions.



F I S C A L  N O T E

Revision Date/Time (Note if correction): Dept. Affected: Health & Social Services
Title MEDICAL ASSISTANCE ELIGIBILITY_________ RDU Pehavioral Health________________

Component Behavioral Hlth Medicaid Svcs

Sponsor GARA
Requester HOUSE (HES) Component No. 2660

S T A T E  O F  A L A S K A  F is c a l  N o te  N u m b e r :  h b i 4 q s s -d h s s -o b h i - 0 3 - h -0 7

2 0 0 7  L E G I S L A T I V E  S E S S I O N  Bill V e r s io n :  s s h b u o ______________________
( ) P u b l i s h  D a t e :  _______________________________

Expenditures/Revenues______________________________ (Thousands of Dollars)
Note: Amounts do not include inflation unless otherwise noted below.__________________
OPERATING EXPENDITURES FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013
Personal Services
Travel
Contractual
Supplies
Equipment
Land & Structures
Grants & Claims 3,842.4 4,172.8 4,531.7 4,921.4 5,344.6
Miscellaneous

TOTAL OPERATING 0.0 3,842.4 4,172.8 4,531.7 4,921.4 5,344.el

CAPITAL EXPENDITURES

CHANGE IN REVENUES (0)
FUND SOURCE________________________________________ (Thousands of Dollars)
1002 Federal Receipts
1003 GF Match
1004 GF
1037 GF/Menta! Health 
Other(Specify Type-do not abbreviate) 
Other(Specify Type-do not abbreviate)

2,017.6 2,113.5 2,265.8 2,460 7 2,672.3
1.824.8 2.059.3 2,265.9 2.460.7 2,672.3

TOTAL 0.0 3,842.4 4,172.8 4,531.7 4,921.4 5,344.6

Estimate of any current year (FY2007) cost: __________
Mark this box (X) if funding for this bill is included in the Governor's FY 2008 budget proposal; [
POSITIONS
Full-time
Part-time
Temporary

ANALYSIS: (Attach a separate page if necessary)

SS HB140 (section 2, AS 47.07.020(b)) resets the upper income limit for Denali KidCare 
(DKC) pregnant women and for uninsured children under the Title XXI State Children's Health 
Insurance Program (SCHIP) to 200 percent o f the prevailing federal poverty guideline (FPG) 
for Alaska. Currently the qualifying income limit for these children and pregnant women is set 
in statute at 175% of the 2003 FPG (effectively, about 154% of the current FPG). Fnrollecs in 
these categories do not pay premiums or co-pays and are eligible for all mandatory and optional 
services provided through the state's Medicaid State Plan.

(continued)
Prepared by: Janet Clarke Phone 465-1630
Division Finance and Management Services Date/Time 03/12/2007
Approved by: Karleen Jackson, Commissioner Date 03/14/2007
A g e n c y  D e p a r tm e n t  o f  H e a l th  a n d  S o c ia l  S e r v i c e s

(Revised 9/7/2005 OMB) Page I o f  4



ANALYSIS CONTINUATION
We assume that 436 additional pregnant women will enroll if their qualifying income is revised to 
200% FPG, based on the difference between the number of pregnant women with incomes above 
150% FPG that were enrolled in 2003, before the current statute took effect, and the number enrolled 
in 2006. The number of children expected to enroll in Medicaid if the SCHIP qualifying income 
level is increased to 200% FPG is estimated as the number of SCHIP children with incomes above 
150% FPG that dropped from the program between 2003 and 2006 (2,553
children). This corresponds to 2,553 children per 50 point increment in the percent o f FPG (50 points 
is approximately the difference between the current effective 154% FPG income limit for this group 
and 200%).

For this analysis, the annual cost per enrollce per year (CPEPY) to reinstate SCHIP children up to 
200% FPG is based on the current annual cost per enrollce (SI,387 in 2006) for uninsured children 
with qualifying incomes above 150% FPG. The CPEPY to reinstate DKC pregnant women up to 
200% FPG is based on the current annual cost per enrollce pregnant women with incomes above 
150% FPG ($2,915 in 2006). Medicaid costs arc calculated as the number o f persons enrolled times 
the CPEPY, inflated to 2009 dollars.

SS HB140 also creates a new group of Medicaid eligible children in higher qualifying income 
categories (section 3, AS 47.07.022). To qualify, children must be under 19, between 201 and 350% 
of the prevailing FPG, and have no insurance. They will be required to pay premiums to the State of 
Alaska ranging between $200 and $1200 per year (sliding scale based on qualifying income). In this 
analysis, we use an average $700 annual premium for all enrol Ices above 200% FPG. Those above 
250% FPG will also be responsible ' r co-payments equal to 20% of the cost o f service, payable to 
the provider at the time of service. aS I IB 140 does not impose an annual deductible.

The Deficit Reduction Act (DRA) section 6041 stipulates that co-payments cannot exceed 20% of 
the cost of the service claimed. Annual out-of-pocket expenses for cost sharing and premiums 
cannot exceed 5% o f family income. We estimate that children near the 250% FPG level will reach 
out-of-pocket limits when costs o f services approach $7,000. Because, on average, the cost per 
enrollce per year is expected to be lower than the average out-of-pocket limit, the ceiling on cost 
sharing is not a factor in calculations for this fiscal note. On an individual basis however, some 
children will likely reach cost-sharing limits.3 children). This

(continued)

FISCAL NOTE
F N #

ST A T E  O F  ALA SKA
2007 L E G ISL A T IV E  SESSIO N
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ANALYSIS CONTINUATION
Other (DRA) limitations relevant to implementation of the provisions of section 3 include:

• No co-payments for emergency services, family planning services and supplies, and 
preventative services.

• No premiums or co-paymcnts for pregnant women or the terminally ill using hospice care (no 
cost-sharing for children that become pregnant or use hospice care)

•  Providers can deny service i f  the enrollce is unable to pay copays

• The State cannot terminate cnrollces until premiums arc at least 60 days delinquent

This fiscal analysis assumes that all co-payment and premiums are paid and that all services utilized 
by section 3 enrollec‘ with incomes greater that 250% FPG are subject to cost sharing.

The number of children expected to enroll in Medicaid with incomes between 201 and 350% is based 
on the number of children notcntially eligible for every 50 point increase in the percent o f FPG. We 
anticipate that only 50% o f eligible persons will apply and we exclude native cligibles because there 
is no incentive for them to seek medical insurance that requires payment of premiums and co-pays 
when they are already covered for most medical services through the Indian Health Service. We 
estimate that 851 children will enroll at income levels between 201 and 250% FPG and an additional 
1,702 children will enroll between 251 and 350% FPG. All 2,553 will be required to pay premiums 
and 1,702 will also be responsible for co-paymcnts for services.

The cost per enrollce per year (CPEPY) to expand coverage to children with incomes between 201% 
and 350% FPG is estimated as the current CPEPY for all children managed through the Denali 
KidCare Office (uninsured SCHIP children and certain categories o f both uninsured and insured 
children funded through Title XIX). In 2006, that CPEPY was about $2,900. Medicaid costs arc 
calculated as the number enrolled times the CPEPY, inflated to 2009 dollars and less 20% co- 
paymcnts. Premiums are treated as SDPR and fund splits arc calculated without any correction for 
revenue from premiums.

(continued)

FISCAL NOTE
F N #
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ANALYSIS CONTINUATION
Wc assume that enrollment for all groups covered by SS HB140 will be completed rapidly on 
implementation of this bill, and within the 2009 fiscal year. Historically SCHIP and DKC expansion 
efforts have resulted in rapid growth in enrollment, up to expected targets.

The 2009 total costs estimate for SS HB140 is based on a 2006 base calculation that was adjusted 
annually for 5% medical inflation (average of the Anchorage CPI medical care component between 
2001 and 2005). Projections for 2010 through 2013 assume an annual growth rate o f 8.6% based on 
the projected overall Medicaid program growth between 2008 and 2012 from the Long Term 
Forecast o f Medicaid Enrollment and Spending in Alaska: 2005-2025. Medical inflation and a low 
level o f enrollment growth are incorporated into the annual growth percentage applied between 2010 
and 2013.

Federal funds calculations use only the Title XIX federal match rate. Expenses for the additional 
SCHIP children enrolled under SS HBI40 section 2 will be eligible for Title XXI funding, however 
Title XXI funding is not expected to cover all SCHIP costs after 20C 7 and the state's SCHIP 
allocation is not expected to increase enough to cover costs over the term of these fiscal note 
projections.

Behavioral Health Medicaid Services (DBH) currently pays for 1/3 o f the cost of services to DKC 
children and none of the costs associated with DKC pregnant women. Component fund calculations 
for this fiscal note are based on that costs distribution (1/3 of costs of services due to added SCHIP 
enrollment and 1/3 o f costs o f services due to section 3 enrollment). Premiums will be processed 
through a different component (Health Care Services Medicaid) and arc therefore excluded from 
the funds analysis for DBH.

The attached table provides a quick department-level summary of the possible Medicaid direct costs, 
cost sharing, and enrollment associated with this bill.

FISCAL NOTE
F N #

STA TE O F  ALA SKA
2007 L E G ISL A T IV E  SESSIO N
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2009 
Enrollment 
and Costs

Denali KidCare 
Income Standard 

Unfrozen

Extended Medical 
Assistance 
Coverage

Pregnant
W omen

SC H IP
Children Children

Total

15 1-20 0 %
Federal
Poverty

Guideline

151-200%
Federal
Poverty

Guideline

201-250%
Federal
F jv e r ty

Guideline

251-350 %
Federal
Poverty

Guideline
Annual

Enrollment •'36 2 ,5 5 3 851 1 ,7 0 2 5 ,542
A verage 
Cost per 
Enrollee

$ 2 ,9 15 $ 1 ,3 8 7 $2,900 $2,900 na

Total Cost of 
Medicaid 
Serv ices  

before 
Cost Sharing 

(in 000s)

$ 1 ,4 7 1 .3 $4,099.2 $2,856.9 $ 5 ,7 13 .8 $ 1 4 , 1 4 1 . 1

Annual
Premiums $0.0 $0.0 -$ 25 5 .3 - $ 1 , 5 3 1 .8 -$ 1 ,7 8 7 .1

Annual
Co-

Payments
$0.0 $0.0 $0.0 - $ 1 , 14 2 .8 - $ 1 , 14 2 .8

Net Cost of 
Medicaid 
Serv ices  

after 
Cost Sharing

$ 1 ,4 7 1 . 3 $4,099.2 $2 ,6 0 1 .6 $3,039 .2 $ 1 1 , 2 1 1 . 2

Health Care 
S erv ices  
Medicaid

$ 1 ,4 7 1 .3 $2 ,7 32 .8 $2 ,456 .3 $4 ,9 12 .6 $7,368.9

Behavioral
Health

Medicaid
I

0 $1 ,36 6 .4 $ 1 ,2 8 0 .8 $ 2 ,5 6 1 .6 $3,842.4



F I S C A L  N O T E
STATE OF ALASKA
2007 LEGISLATIVE SESSION

Revision Date/Time (Note if correction).
Title MEDICAL ASSISTANCE ELIGIBILITY

Dept. Affected: ____
RDU Public Assistance

F i s c a l  N o te  N u m b e r :

Bill V e r s io n :
( ) P u b l i s h  D a t e :

H B  1 4 0 S S -D H S S -D P A -0 3 -1 4 -0 7

SS HB 140

Health 8> Social Services

Component Public Assistance Field Svcs

Sponsor GARA
Requester HOUSE (HES) Component No. 236

Expenditures/Revenues (Thousands of Dollars)
Note: Amounts do not .nclude inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013
Personal Services 117.5 469.9 469.9 469.9 469.9 409.9
Travel
Contractual 14.4 57.4 57.4 57.4 57.4 57.4
Supplies 19.6 4.2 4.2 4.2 4.2 4.2
Equipment
Land & Structures
Grants & Claims
Miscellaneous

TOTAL OPERATING 151.5 531.5 531.5 531.5 531.5 531.5

ICAPITAL EXPENDITURES

ICHANGE IN REVENUES (0)

FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 71.2 249.5 249 5 249.5 249.5 249.5
1003 GF Match 64.1 223 5 223 5 223.5 2235 223.5
1004 GF 14.3 51.7 51.7 51.7 51.7 51.7
1037 GF/Mental Health
Inter-Agency Receipts 1.9 6.8 6.8 6.8 6.8 6.8
Other(Specify Type-do not abbreviate)

TOTAL 151.5 531.5 531.5 531.5 531.5 531.5

Estimate of any current year (FY2007) cost:
Mark this box (X) if funding for this bill is included in the Governor’s FY 2008 budget proposal: I I
POSITIONS
Full-time 7 7 7 7 7 7
Part-time
Temporary

ANALYSIS: (Attach a separate page il necessary)

SS I IB 140 (section 2, AS 47.07.020(b)) resets the upper income limit for Denali KidC’arc 
(DKC) pregnant women and for uninsured children under the Title XXI State Children's Health 
Insurance Program (SCHIP) to 200% of the prevailing federal poverty guideline (FPG) for 
Alaska. Currently the qualifying income limit for these children and pregnant women is set in 
statute at 175% of the 2003 FPG (effectively, about 154% of the current FPG). Enrollccs in 
these categories do not pay premiums or co-pays and are eligible for all mandatory and optional 
services provided through the state's Medicaid State Plan.

(continued)
Prepared by: Ellie Fitzjarrald. Director 
Division Public Assistance

P h o n e  4 6 5 - 5 8 4 7
D a t e / T i m e  0 3 /1 4 / 2 0 0 7

A p p r o v e d  b y : K a r le e n  J a c k s o n .  C o m m i s s i o n e r
A g e n c y

D a t e  0 3 /1 4 / 2 0 0 7
D e p a r tm e n t  o f  H e a l t h  a n d  S o c i a l  S e r v i c e s
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ST A T E  O F A LA SK A
2007 L E G IS L A T IV E  SESSIO N

A N A L Y S IS  C O N T IN U A T IO N

SS HB 140 also creates a new group of Medicaid cligmlc children in higher qualifying income 
categories (section 3, AS 47.07.022). To qualify, children must be under 19, between 201% and 
350% of the prevailing FPG, and have no insurance. They will be required to pay premiums to the 
State of Alaska ranging between $200 and $1200 per year (sliding scale based on qualifying 
income). Those above 250% FPG will also be responsible for co-payments equal to 20% of the cost 
o f service, payable to the provider at the time of service. Those above 250% FPG will also be 
responsible for co-paymcnts equal to 20% of the cost of service, payable to the provider at the time 
oi service. SS HB 140 docs not impose an annual deductible.

The Deficit Reduction Act (DRA) section 6041 stipulates that co-paymcnts cannot exceed 20% of 
the cost o f the service claimed. Annual out-of-pocket expenses for cost sharing and premiums 
cannot exceed 5% of family income.

This fiscal note represents the administrative costs for the eligibility determinations associated with 
expanding medical assistance coverage for pregnant women and children, and instituting cost sharing 
for certain recipients. The eligibility decision includes a finding of eligibility or ineligibility based 
on the household's size and monthly income al the time of application, acting on changes in a 
household's circumstances that are reported during the period of eligibility and re-examining a 
household's eligibility every six months. This bill would also require staff to determine the amount 
of the household's premium payment, communicate the premium obligation to the Division of Heahh 
Care Services for collection, and confirm payment of the premium before Medicaid benefits are 
issued.

Assumptions for Denali Kid Care and Pregnant Women:

We assume that 436 additional pregnant women will enroll in Medicaid if the qualifying income 
limit is revised to 200% FPG, and 2,553 children will enroll in Medicaid if the SCHIP qualifying 
income level is increased to 200% FPG.

We estimate two Eligibility Technician I positions will be needed to manage this additional work.
An Eligibility Technician I in our Denali Kid Care office can manage a workload of up to 1,000 
cases per month, and some cases contain more than one child.

Page 2 o f 3

■i



A N A L Y S IS  C O N T IN U A T IO N

Assumptions for Extended Medicaid Coverage:

Wc assume 851 children will enroll at income levels between 201% and 250% FPG and an 
additional 1,702 children will enroll between 251% and 350% FPG. All 2,553 will be required to 
pay premiums and 1,702 will also be responsible for co-payments for services.

We estimate three Eligibility Technician I positions will be needed to manage this additional work. 
The new extended Medicaid program increases complexity of the eligibility determination work and 
results in increased contact with applicants and enrollccs. We assume an Eligibility Technician I will 
only be able to manage a caseload up to 700 cases per month.

Total Adminstrative Costs:

The increase in Medicaid applications and caseload creates the need for an Administrative Support 
Clerk, and an Eligibility Technician IV Supervisor to oversee the work of the live new Eligibility 
Technicians. These annual costs are estimated to be:
1 Administrative Clerk II $52.5 (Range 8 at a cost o f $52.5, including benefits, per position).
5 Eligibility Technician I's $336.0 (Range 14 at a cost of $67.2, including benefits, per position).
1 Eligibility Technician IV $81.4 (Range 16 at a cost of $81.4, including benefits, per position).

With the additional caseload, a one time cost for computers and software will be required with a cost 
o f $2,200 for each additional staff for a total of $15.4. Annual costs for office space, phones and 
supplies arc calculated at a cost of $8,800 per additional staff for a total of $61.6.

It is assumed that one quarter year's funding will be needed in FY08 to hire and train staff in order to 
be able to accept applications and make eligibility determinations effective July I, 2008.

For the personal sendees allocations of this fiscal note, the fund source calculations are derived by 
using standard Random Moment Time Study averages for existing eligibility workers.

F I S C A L  N O T E

F N #
ST A T E  O F A LA SK A
2007 L E G IS L A T IV E  SESSIO N
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F I S C A L  N O T E
S T A T E  O F  A L A S K A

2 0 0 7  L E G I S L A T I V E  S E S S I O N

Revision Date/Time (Note if correction):
Title MEDICAL ASSISTANCE ELIGIBILITY

H C 1 4 0 S S -D H S S -F M S -0 3 -1 4 -0 7

SS HB 140
Fiscal Note Number:
Bill Version:
( ) Publish Date:
Dept. Affected: _______________
RDU Departmental Support Services

. lealth & Social Services

Component Information Technology Services
GARASponsor 

Requester 

Expenditures/Revenues
HOUSE (HES) Component No. 

(Thousands of Dollars)
2754

Note: Amounts do not include inflation unless otherwise noted below.
OPERATING EXPENDITURES FY 2008 FY 2009 FY 2010 FY 2011 FY 2012 FY 2013
Personal Services 250.0
Travel
Contractual 30.0 65.0 80.0 31.0 31.0 31.0
Supplies
Equipment
Land & Structures
Grants & Claims
Miscellaneous

TOTAL OPERATING 280.0 65.0 80.0 31.0 31.0 31.0

CAPITAL EXPENDITURES

CHANGE IN REVENUES (0)
FUND SOURCE (Thousands of Dollars)
1002 Federal Receipts 140.0 32.5 40.0 15.5 15.5 15.5
1003 GF Match 140.0 32.5 40.0 15.5 15.5 15.5
1004 GF
1037 GF/Mental Health
Other(Specify Type-do not abbreviate)
Other(Specify Type-do not abbreviate;

1OTAL 280.0 65.0 80.0 31.0 31.0 31.0

Estimate of any current year (FY2007) cost: __________
Mark this box (X) if funding for this bill is included in the Governor's FY 2008 budget proposal: 
POSITIONS
Full-time
Part-time
Temporary

ANALYSIS: (Attach a separate page if necessary)
SS I IB 140 vviU require software changes to the Eligibility Information Management system 
(EIS). The changes will require four positions for six months: two infomiation system 
programmers working with two additional positions testing the system for Public 
Assistance. No new positions arc requested, instead this fiscal note will provide funding for 
current positions. The EIS system is a highly complex and intricate system and the changes will 
require high level programmers to develop and re-work the software changes necessary.

Prepared by: Janel Clarke 
Division

P h o n e  4 6 5 - 1 6 3 0
F i n a n c e  a n d  M a n a g e m e n t  S e r v i c e s D a te /T im e  0 3 /0 9 /2 0 0 7

A p p r o v e d  by: K a r l e e n  J a c k s o n .  C o m m i s s i o n e r
A g e n c y

D a te  0 3 /1 4 /2 0 0 7
D e p a r t m e n t  o f  H e a l t h  a n d  S o c ia l  S e r v i c e s
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A N A L Y S IS  C O N T IN U A T IO N

This work wnl include the analysis o f required software changes, programming and development to 
implement the changes and the necessary testing to insure accuracy. These funds are required in 
FY08 in order to have the system operational for a July 2008 implementation date.

The contractual costs are for producing informational brochures and media advertising for education 
and outreach to publicize the new eligibility standards. FY08 included $30.0 for production and 
materials contracts to prepare for the July 2008 implementation date. FY09 contractual costs arc for 
the television and radio broadcasting co:- s. FY10 includes both production/supply costs for new 
materials and broadcasting costs. FY11-13 have full materials costs and ? proximately 25% of the 
original broadcasting costs lo reflect a reduction in the number o f advc .dements and outreach.

F I S C A L  N O T E

F N #
ST A T E  O F A LA SK A
2007 L E G IS L A T IV E  SESSIO N
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A l a s k a  S t a t e  L e g i s l a t u r e

#
S e n a t o r  B i l l  W i e l e c h o w s k i

Slate Capitol, Rm. 115 
Juneau, AK 99801 

(907)465-2435

R e p r e s e n t a t i v e  L e s  G a r a

State Capitol, Rm. 500 
Juneau, AK 99801 

(907)465-2647

Senator_Bill_Wielecliowski@lcgisstate.ak.us Reprcsentative_Les_Gara@lcgis.state.ak.us

A Primer on the “No Chfld Left Uninsured” Act

The intent o f this bill is to make health insurance accessible to all children in Alaska, while asking 
those families who can afford it to make a meaningful financial contribution towards their 
coverage.

The bill raises the eligibility limit for participation in Denali KidCarc from $26,000/year for a 
single parent and child to 200% o f  the federal poverty level (FPL). This was the eligibility limit 
for the program until 2003, when SB 105 substantially lowered the limit.

200% o f the FPL is currently $34,000/year for a single parent and child. The FPL is adjusted 
annually for inflation.

This proposal puts Alaska in line with other states, 41 o f which allow participation by families at or 
above 200% o f the FPL. Seven states set the limit at or above 300% o f the FPL. Alaska currently 
has one of the lowest eligibility rates in the nation. Only M ontana and North Dakota are lower.

This bill would also allow families with incomes up to 350% o f the FPL to buy into Denali 
KidCare using a sliding lLe scale. Many children from working families in Alaska are unable to 
afford private insurance and go without coverage, which results in poorer health and greater costs 
in the long-run.

Premiums for coverage would range from $200 annually for a participants living at 201% o f the 
FPL to $1,200 annually. In addition, a 20% co-pay would be required for those living at 250% and 
greater o f the FPL. Parents and/or guardians would have to certify that eligible children do not 
have other insurance coverage. Those with the greatest means would reimburse the state roughly 
90% o f  program costs.

Several slates have taken steps in recent years to ensure that all children have access to health 
insurance. For example, in Connecticut, uninsured children from families making 300% or more o f 
the FPL can buy into “All Kids.” In Illinois, coverage is available to any child that has been 
uninsured for 12 months or more, with the cost determined on a sliding scale basis. Similar 
proposals under are under consideration in Oregon, W isconsin, Washington, California and New 
Mexico, among other states.

mailto:Senator_Bill_Wielecliowski@lcgisstate.ak.us
mailto:Reprcsentative_Les_Gara@lcgis.state.ak.us


A l a s k a  S t a t e  L e g i s l a t u r e

S e n a to r B i l l  W ie le c h o w s k i

State Capitol, Rm. 115 
Juneau, AK 99801 

(907) 465-2435

Senator_Bill_VVielcchowskj@lcgis.state ak.us

Falling Through the Cracks: 
The Unmet Health Needs of Alaska’s Uninsured Children

• The number o f  uninsured children in Alaska is estimated to be 17,880 or 9% o f  the 
population 18 and under (Urban Institute and Kaiser Commission on Medicaid and the 
Uninsured).

• Over the last decade, Alaska has seen a large decline (31 %) in the number o f children 
covered by private health insurance (Robert Wood Johnson Foundation).

• Nationally, more than 80% of uninsured children are from working families (Kaiser 
Commission on Medicaid and the Uninsured).

•  Uninsured children have much higher health risks than do covered children. They receive 
less preventative care and arc diagnosed at more advanced stages o f  illness (Kaiser 
Commission on Medicaid and the Uninsured).

• Uninsured children arc m ore likely to develop viral soar throats, eye and ear infections, 
serious dental problems, and chronic conditions such as asthma and diabetes. They are more 
than 5 times as likely as insured children to have an unmet need for medical care and 9 times 
more likely not to have a regular doctor. They are also 4 times more likely to use emergency 
rooms (Pediatrics 105 and 113; Care for Children, New England Journal o f  Medicine 330; 
The Urban Institute).

• Almost 1/3 o f  uninsured children received no medical treatment during a 1-year period 
between 2002 and 2003 (Health Affairs 23, no. 5, September/October 2004).

• Uninsured children are 25% more likely to miss school than insured children (Children’s 
Defense Fund Minnesota). Continued illness affects school performance and, in the long run, 
workforce participation (Southern Institute on Children and Families). A National Institute 
o f  Medicine study indicates that lack o f insurance results in lost national economic 
productivity o f  $65-$ 130 billion annually.

R e p r e s e n t a t i v e  L e s  G a r a

State Capitol, Rm. 500 
Juneau, AK 99801 

(907) 465-2647

Reprcsentativc_Lcs _Gara@lcgis.slate.uk us

mailto:_Gara@lcgis.slate.uk
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In a t o r  B i l l  W i e l e c h o w s k i

Stale Capilol, Rm. 115 
Juneau, AK 99801 

(907) 465-2435

Scnator_Bill_Wiclcchowski@legis.state.ak us

R e p r e s e n t a t i v e  L e s  G a r a

State Capitol, Rm 500 
Juneau, AK 99801 

(907)465-2647

Representative l.cs_Gara@lcgis.state ak us

Impact of the Uninsured on the Broader Population

• Hospitals often serve as primary care treatment facilities for those without access to other health 
care. Providence and Alaska Regional Hospitals in Anchorage rcpon providing nearly $89 million 
in uncompensated care in 2004. These costs are passed on to other Alaskans, businesses and 
government, raising premiums and out-of-pocket expenses (Commonwealth North).

• Governor Palin has proposed a $22.7 million increment to reimburse hospitals for the 
uncompensated care they provide. Of this amount, $11.2 million would come from state general 
funds; the remaining would come from federal Medicaid dollars. This bill would reduce the need 
for this increment. uMUbU UC / / ^  j d h C c M  ■ L k ffJ rD U € (i k l t l d f j e f

• The New America Foundation estimates the average family pays an additional $ 1,186 in medical 
costs to cover the cost o f uncompensated health care. Another national study found that premiums 
for employer-sponsored family health coverage cost an extra $922 in 2005 to pay for 
uncompensated care.

• Some $17 billion is spent in the U.S. annually on unnecessary hospitalizations, according to a 2004 
study in Pediatrics. The study, which surveyed parents and doctors o f children admitted to the 
hospital, found that 13-46% of the admissions could have been avoided with better care at home or 
by primary care physicians.

• Nationally, individuals unable to pay medical bills are filing for bankruptcy at unprecedented rates. 
Between 1980 and 2001, medically driven bankruptcies increased 23 times (American Medical 
Association, 2005). H alf o f the 1.5 million American families that filed for bankruptcy in 2001 
cited medical bills as the cause (Health Affairs, Feb. 2005).

• The pay-off from providing health insurance for low-income children is substantial. According to 
govcrning.com, “ Immunizations, annual visits to a pediatrician, dental care, and screening for 
vision, hearing and developmental problems are all long-term money savers for the health care 
system as a w hole.” For example, every $1 spent on a mumps/measles/rubella shot, saves $26, 
according to W ashington State Dept, of Health research.

• The National Institute o f Medicine estimates that the benefit o f  extending insurance coverage to 
children is $2,410 per year. This figure is based on the value o f  an individual’s health over future 
years, physical and mental development and earning potential.

mailto:Scnator_Bill_Wiclcchowski@legis.state.ak
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S e n a t o r  B i l l  W i e l e c h o w s k i

Stale Capitol, Rm. 115 
Juneau, AK °9801 

(907)465-2435

R e p r e s e n t a t i v e  L e s  G a r a

State Capitol, Rm. 500 
Juneau, AK 99801 

(907)465-2647

Senator_Bill_Wielcchowski@lcgis.s!atc.ak us Rcpresentalive_Les_Gara@lcgis.state.ak.us

Background on Denali KidCare

• Denali KidCare provides health insurance for children through age 18 and pregnant women 
who meet income guidelines. There is no cost for eligible children, teens and pregnant 
women. However, youth who are 18 may be required to pay a limited amount for some 
services.

• Denali KidCare pays for doctor’s visits; eye exams and glasses; dental cleanings and fillings; 
hearing iests and aids; hospital care; speech, physical and mental health therapy, substance 
abuse treatment; lab tests; prescription drugs; and other care.

• Roughly 600 children were covered by Denali KidCare as o f December 2006.

• Prior to the passage o f SB 105 in 2003 (which lowered the eligibility guidelines for the 
program) 4,992 children with family incomes between 151% and 200% o f the federal 
poverty level (FPL) were covered. Since passage, 3,440 fewer children with family incomes 
between 151% and 200% o f  the FPL are enrolled.

• The cost per child o f providing this coverage is about $ 1,700/year.

• In recent calls to private insurers, the cost o f a health insurance plan for a family o f  3 
(pregnant woman with two children) ranged from $8,000-517,000 annually. Unlike Denali 
KidCare, this coverage comes with a $1,000 deductible, 20% co-pay, and no vision, dental or 
hearing benefits.

• Alaska has one of the lowest program eligibility rates in the nation (160% o f the FPL). 
Only 2 other states (M ontana and North Dakota) have lower rates. Forty-one states allow 
participation by families at or above 200% o f the FPL. Seven have rates at or above 300% of
the FPL.

•  In April 2007, Alaska’s eligibility rate will decline to 154% o f the FPL, bumping more low- 
income children (perhaps as many as 1,000) off the rolls o f Denali KidCare. The eligibility

mailto:Rcpresentalive_Les_Gara@lcgis.state.ak.us
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rate will continue to decline relative to the federal poverty level because it is a fixed income 
limit that (unlike the FPL) does not rise with inflation.

• The federal government reimburses 70% o f the cost o f the Denali KidCare program up to the 
state’s allocated funding level. After that, the reimbursement rate declines to 58%.

• In fiscal year 2006, the cost of Denali KidCare (also known as the State Children’s Health 
Insurance Program) was $25.9 million, o f which $18.2 million was paid by the federal 
government.

Why Coverage for Pregnant Women is Important:

• Alaska has one o f the nation’s highest documented pregnancy-associated mortality ratios -  
58 per 100,000 live births during 1990-1999 (DHSS). National data indicate that women 
who receive no prenatal care are at increased risk o f  pregnancy-reiated death.

• Only 58% o f  women in Alaska receive adequate prenatal care, compared with 75% 
nationally.

• Mothers having late or no prenatal care are more likely to have low birth weight or pre-term 
infants and are at increased risk for pregnancy-related mortality and complications o f 
childbirth (DHSS).

•  The average cost o f  hospital care for a premature baby was $75,000 in 2001, compared with 
$ 1,300 for a healthy, lull-term infant. The March o f Dimes Prenatal Data Center reports that 
premature babies cost about $13.1 billion annually.
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AFV lab e lin g  cost is estim ated  to  be 
$258 ,400  ($0.38 X 680,000).

T h us, th e  estim ated  to ta l an nual n o n ­
labor co st b u rd e n  assoc ia ted  w ith  the  
Rule is $259 ,000  ($205 + $258,400), 
ro u n d e d .
W illiam  Blumenthal,
General Counsel.
[PR Doc. E7-952 Filed 1-23-07; 8:45 am|
BILLING CODE 6750-01-J1

D EP AR TM EN T  O F H EALTH  AND  
HUM AN  SER V IC ES

Office of the Secretary

Annual Update of the HHS Poverty 
Guidelines

AGENCY: D ep artm en t o f H ealth  an d  
H um an Serv ices.
ACTION: N otice.

SUMMARY: T h is n o tice  p ro v id es  an 
u p d a te  o f  th e  HHS poverty  g u id e lin es  to 
acco u n t for last ca le n d a r  y ea r 's  increase  
in  p rices as m easu red  by th e  C onsum er 
P rice Index .
d a t e s : Effective Date: Date of 
p u b lic a tio n , u n le ss  an  office 
a d m in is te r in g  a p ro gram  using  the 
g u id e lin e s  sp ecifies a d ifferen t effective 
d a te  for th a t p a rticu la r program . 
a d d r e s s e s : O ffice o f th e  A ssistan t 
S ecre tary  for P lan n in g  an d  E valuation , 
Room 404E, H u m ph rey  B u ild ing , 
D ep artm en t o f H ealth  an d  H um an 
S erv ices (HHS), W ash in g ton , DC 20201. 
FOR FURTHER INFORMATION CONTACT: For 
in fo rm a tio n  about how  th e  g u id e lin es  
are used  o r how  incom e is de fined  in a 
p a rtic u la r  program , co n tac t the  Federal, 
S tate , c r  local office tha t is respon sib le  
for th a t p rogram . C ontact in fo rm ation  
for tw o freq u en tly  req u ested  program s >s 
g iven be low :

For in fo rm a tio n  ab ou t th e  H ill-B urton 
U n co m p en sa ted  S erv ices Program  (free 
or red u ced -fee  h e a lth  care serv ices at 
certa in  h o sp ita ls  a n d  o th e r facilities for 
pe rso n s m eetin g  e lig ib ility  criteria  
in v o lv in g  th e  po v erty  g u ide lin es), 
co n tac t th e  Office o f the D irector, 
D iv ision  o f  F a c ilitie s  C o m pliance  an d  
R ecovery, H ealth  R esources and 
S erv ices A d m in is tra tio n . H H S. Room 
10 -105 , Parklavvn B u ild in g , 5600 
F ishers L ane, R ockville, M aryland 
20857. To sp eak  to a p e rson , call (301) 
4 4 3 -5 6 5 6 . To receive a H ill-B urton  
in fo im a tio n  package, call 1 -8 0 0 -6 3 8 -  
0742 (for ca lle rs  o u ts id e  M aryland) or 
1 -8 0 0 -4 9 2 -0 3 5 9  (for ca lle rs  In 
M aryland), You m ay also v is it http;// 
www. h rsa.gov/hillburton/defa ulthtm .
T he D iv ision  o f F ac ilitie s  C o m pliance  
and  R ecovery  no tes tha t as set by 42

CFR 124.505(b), the  effective da te  o f th is  
u p d a te  o f the poverty  gu id e lin es  for 
fac ilities ob ligated  u n d e r  the Hill- 
B urton U n com pensa ted  Services 
Program  is s ix ty  days from  th e  date o f 
th is  pub lica tion .

For in form ation  ab ou t the percentage 
m u ltip le  of th e  po verty  g u ide lin es to be 
used  on  im m igration  form s su c h  as 
USCIS Form 1-864, A ffidavit o f Support, 
co n tac t U.S. C itizen sh ip  and 
Im m igration  S erv ices at 1 -8 0 0 -3 7 5 - 
5283 or visit http://www.uscis.gov/files/ 
form/I-86-lp.pdf.

For in form ation  ab ou t the n u m b er of 
peo p le  in po verty  or abou t th e  C ensus 
B ureau  poverty  th resh o ld s, v is it the 
P overty  sec tion  of the  C ensus B ureau 's 
W eb s ite  at http://www.consus.gov/ 
hhes/ivww/poverty/poverty.html or 
co n tac t the C ensus B ureau 's 
D em ographic C all C en ter Staff at (301) 
763-24 22  or 1 -3 6 6 -7 5 8 -1 0 6 0  (toll-free).

For general q u estio n s about the  
po verty  g u id e lin es  them selves, contact 
G ordon F isher, Office o f the A ssistan t 
S ecre ta iy  for P 'a n n in g  an d  E valuation, 
Room 4G4E, H u m p h rey  B uilding, 
D epartm ent o f H ealth  an d  H um an 
Services, W ashington , DC 20201— 
te lepho ne: (202) 6 9 0-75 07—or visit 
http://aspe.hhs.gov/puverty/. 
SUPPLEMENTARY INFORMATION:

Background

S ection  673(2) o f tho O m nib us Budget 
R econcilia tion  A ct (OBRA) of 1981 (42 
U.S.C. 9902(2)) req u ires  the Secretary of 
th e  D epartm ent o f H ealth  and  H um an 
Serv ices to u p d ate , at least an nually , the  
poverty  gu id e lin es, w h ich  shall be used  
as an elig ibility  crite rio n  for the 
C om m unity  S erv ices B lock G rant 
program . T he po verty  gu id e lin es also 
a re  used  as an elig ib ility  c riterion  by a 
n u m b er o f o th e r Federal program s. T he 
p o verty  g u id e lin es  issu ed  here are a 
s im p lified  version  of th e  poverty 
th resh o ld s  that th e  C ensus B ureau ases 
tu p repare  its estim ates o f the nu m b er o f 
in d iv id u a ls  and  fam ilies in poverty.

As req u ired  by law , th is  u p date  is 
acco m p lish ed  by  increasing  the latest 
p u b lish ed  C ensus B ureau poverty 
th re sh o ld s  by tho re levan t percentage 
ch ange  in the  C onsum e Price Index for 
A ll Urban C onsum ers (CPI—U). The 
g u id e lin es  in  th is  2007 no tice  reflect the 
3.2 percen t p rice  increase betw een 
c a le n d a r  years 2005 and 2006. After litis 
in fla tion  ad ju stm en t, the  g u ide lin es are 
ro u n d e d  p~d ad justed  to s tandard ize  the  
d ifferences be tw een  fam ily sizes. T he 
sam e ca lcu la tion  p ro cedu re  was used 
th is  year as in p rev iou s years. (N ote that 
these  2007 g u id e lin es  are roughly equal 
to  th e  po verty  th re sh o ld s  for calondar 
y ear 2006 w hich  the C ensus Bureau 
ex pects to  p u b lish  in  final form in

A u gust 2007.) T he g u id e lin e  figures 
sh o w n  rep resen t an n u a l incom e.

2007 POVERTY GUIDELINES FOR THE 
4 8  C o n t ig u o u s  S t a t e s  a n d  t h e  
D i s t r i c t  o f  C o lu m b ia

Persons 
in family

Poverty
guideline

$10,210 
13,690
17,170 
20,650 
24,130 
27,610 
31,OS) 
34,570

F or fam ilies w ith  m ore than  8 
pe rson s, ad d  $3,480 for each  ad d itio n al 
person ,

2007 Poverty Guidelines for 
Alaska

Persons 
in family

Poverty
guideline

$12,770
17,120
21,470
25,820
30,170
34,520
38,870
43,220

For fam ilies w ith  m ore  than  8 
pe rson s, add  $4,350 for each ad d itio n a l 
person .

2007 Poverty Guidelines f o r  
Hawaii

Persons 
in family

Poverty
guideline

$11,750
15.750
19.750 
23 750
27.750
31.750
35.750
39.750

For fam ilies w ith  m ore  than  8 
pe rson s, ad d  $4,000 for each ad d ition a l 
person .

S eparate poverty  g u id e lin e  figures for 
A laska an d  H aw aii reflect Office of 
E conom ic O p p o rtu n ity  ad m in istra tiv e  
p rac tice  beginn ing  in th e  1966-1970 
period . (Note tha t the C ensus Bureau 
po verty  th resh o ld s— f  < version of the 
poverty  m easure used for statistical 
p u rp o ses— have never had  separate  
figures for A laska an d  H aw aii.) The 
poverty  gu idelin es are no t defined  for 
Puerto  Rico or o th er ou tly ing  
ju risd ic tions . In cases in w hich a

http://www.uscis.gov/files/
http://www.consus.gov/
http://aspe.hhs.gov/puverty/
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Federal program  using »he pove rty 
gu ide lin e s  serves any o f those 
ju ris d ic tio n s , the Federal o ffice  that 
adm in is te rs  tho program is genera lly 
respon ble fo r dec id ing  w h e the r to use 
the contiguous-states-and-DC gu ide lines 
fo r those ju risd ic tio ns  or to  fo llo w  some 
o the r procedure .

Due to confusing  leg isla tive  language 
dating  back to 1972, the poverty 
gu ide lin e s  have som etim es been 
m is ta ke n ly  referred to as the "O M B '' 
(O ffice  o f  Managem ent and Budget) 
pove rty  gu ide lines  or poverty  lin e . In 
fact, O M B  has never issued the 
gu ide lines ; the gu ide lines are issued 
each year by  the D epartm ent o f H ealth 
and H um an Services. The poverty 
g u ide lin e s  may be fo rm a lly  referenced 
as "th e  poverty  gu ide lines updated 
p e rio d ic a lly  in  tho Federal Register by 
the U.S. D epartm ent o f H ealth  and 
H um an Services u nde r the a u th o rity  o f 
42 U.S.C. 9902(2).”

Some program s use a percentage 
m u ltip le  o f the gu ide lines (fo r exam ple, 
125 percent or 185 percent o f the 
gu ide lines), as noted in  re levant 
a u th o riz in g  leg isla tion  or program 
regulations. Non-Federal o rganiza tions 
tha t use the poverty  gu ide lines  u nde r 
th e ir  o w n  a u th o rity  in  non -fe de ra lly - 
funded  activ ities  can choose to use a 
percentage m u ltip le  o f the gu ide lines 
such as 125 percent or 185 percent,

The poverty  guide lines do not make a 
d is tin c tio n  between farm  and  non rarm 
fam ilies , o r between aged and non-aged 
u n its . (O n ly  the Census Bureau poverty 
th resholds have separate figures fo r aged 
and non-aged one-person and tw o- 
person un its .)

Note th a t th is  notice  does not p ro v id e 
d e fin itio n : o f such terms as " in c o m e ”  or 
" fa m ily .”  T h is  is because there is 
considerable  va ria tion  in  h ow  d iffe ren t 
program s tha t use the gu ide lines  de fine 
these term s, traceable to tho d iffe ren t 
laws and regulations that govern the 
various programs. Therefore, questions

about how  a p a rticu la r program applies 
the poverty  gu ide lines (e.g., Is incom e 
before o r after taxes? S hou ld  a p a rticu la r 
type o f incom e be counted? Shou ld  a 
pa rticu la r person be counted in  the 
fa m ily  o r household unit?) shou ld  be 
d irec ted  to the organization that 
adm inisters the program.

Dated: January 17, 2007.
Michael O. Leavitt,
Secretary of Health and Human Services,
(FR Doc. 07-26H Filed 1-19-07; 8:45 am|
BILLING COOE 41S1-0S-P

DEPARTMENT OF HEALTH AND 
HUMAN SERVICES

Centers for Disease Control and 
Prevention

Disease, Disability, and Injury 
Prevention and Control Special 
Emphasis Panel (SEP); NIOSH 
Occupational Health and Safety 
Research, Program Announcement 
Number (PAR) 06-484

In accordance w ith  section 10(a)(2) o f 
the Federal A d v iso ry  C om m ittee A ct 
(Pub. L, 92 -463), the Centers fo r D isease 
C ontro l and Prevention (CDC) 
announces the aforem entioned m eeting:
Time and Date: 8 a,m,-5 p.m., February 9, 

2007 (Closed).
Place: 1750 Now York Avenue, NW , 

Washington, DC 20006.
Status: The meeting w ill be closed to the 

public in accordance with provisions set 
forth in section 552b(c)(4) and ( ), Title 5 
U S.C .and the Determination of the Director, 
Management Analysis and Services Office, 
CDC, pursuant to Public Law 92— 163.
Matters To Be Discussed: The SEP meeting 

w ill include the review, discussion, and 
evaluation of applications received in 
response to "NIOSH Occupational Health 
.'nd Safety Research,”  PAR 06-484, The 
applications being reviewed include 
information of a confidential nature, 
including personal information concerning 
individuals associated with thu applications.

A n n u a l  B u r d e n  E s t im a t e s

Contact Pe, m for More Information: 
Horace M. Stiles. DDS, PhD, MPH.
Designated Federal Officer, 15111 Farm 
Market Road, Maypearl, Texas 76064-1902, 
telephone 404.498.2584.

The Director. Management Analysis and 
Services Office, has been delogated the 
authority lo sign Federal Register notices 
pertaining to announcements of meetings and 
other committee management activities, for 
both CDC and the Agency for Toxic 
Substances and Disease Registry,

Dated: January 18, 2007.
Elaine L. Baker,
Acting Director, Management Analysis and 
Services Office, Centers fo r Disease Control 
and Prevention,
(FR Doc. E7-987 Filed 1-23-07; 8:45 am)
B I L L I N G  C O O E  4 1 6 3 - 1 B - P

DEPARTMENT OF HEALTH AND 
HUMAN SERVICES

Administration for Children and 
Families

Submission for OMB Review; 
Comment Request

Title: 45 CFR 1304 Head Start 
Program Performance Standards.

OMB No. 0 970-0148 ,
Description: Head Start Program 

Performance Standards require Head 
Start and Early Head Start Programs and 
Delegate Agencies to m a in ta in  program 
records. The A d m in is tra tio n  fo r 
C hild ren  and Fam ilies, O ffice o f  Hoad 
Start, is proposing to renew , w ith o u t 
changes, the au thority  to  require  certa in 
record keeping in  a ll programs as 
p rovided  fo r in  45 CFR part 1304 Hoad 
Start Program Performance Standards. 
These standards prescribe tho services 
that Head Start and Early Head Start 
programs provide  to enro lled  c h ild re n 
and th e ir fam ilies.

Hespo..dents: Head Start and Early 
Head Start grantees and delegate 
agencies.

Instrument Number ol 
respondents

Number of 
responses per 
respondent

Average 
burden hours 
per response

Total burden 
hours

Standard .......................................................................
Estimated Total Annual Burden Hours........................

2,590 16 41 8 1.732.192
1.732.192

Additional Information; C opies o f the  
p ro posed  co llection  rnay be o b ta ined  by 
w riting  to th e  A d m in istra tio n  for 
C h ild ren  an d  F am ilies. Office o f 
A d m in istra tio n , Office of In form ation  
Services, 370 L'Enfa: t P rom enade , SW ., 
W ash ing ton , C 20447, A ttn; ACF 
R eports C learance Officer. All req u ests

shou ld  he id e n tifie d  by the title  o f the 
in fo rm a tion  co llec tion . E -m ail address: 
infocollection@acf.hhs.gov.

OMB Comment: OM B is required to 
m ake a decision concern ing  the 
co llec tion  o f in fo rm a tion  between 30 
and 60 days after p ub lica tio n  o f th is 
docum ent in  the Federal Register.

Therefore, a com m ent is best assured o f 
having its fu ll effect i f  O M B receives it 
w ith in  30 days o f p u b lica tio n . W ritte n 
com m ents and recom m endations fo r the 
proposed in fo rm a tion  co llec tio n  shou ld 
ire sent d irec tly  to the fo llo w in g : O ffice 
o f Management and Budget, P aperw ork

mailto:infocollection@acf.hhs.gov
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p re m iu m  assistance  p ro g ra m  o r an 

in d iv id u a l p la n . O -E P IC  is fu n d e d  by 

state g e n e ra l fu n d  revenues generated 

b y  a tobacco  tax, a lo n g  w ith  federa l 

m a tc h in g  fu n d s  u n d e r T itle  X IX  and 

e m p lo y e r a n d  em ployee  c o n tr ib u tio n s .

T h e  P re m iu m  A ssistance  p ro g ra m , 

la u nch ed  in  N o ve m b e r 2005, helps 

q u a lif ie d  em p loye es  in  s m a ll businesses 

o f  50  o r  fe w e r em ployees purchase 

h e a lth  in s u ra n c e  coverage th ro u g h 

th e ir  e m p loye r. T he  e m p lo y e r w orks 

w ith  an  in su ra n c e  a ge n t to  choose a 

q u a lif ie d  p riv a te  h e a lth  p lan  to  o ffe r  its 

em ployees . T he  P re m iu m  Assistance 

p ro g ra m  pays 60  pe rce n t o f  th e  hea lth 

in s u ra n c e  p re m iu m  fo r  q u a lifie d 

I e m p loyees  w ith  in co m e s  be low  185

percen t FPL a n d  85 percent o f  the 

p re m iu m  for th e  q ua lifie d  enro llee 's 

spouse. Em ploye, s are expected 

to  co n tr ib u te  25 percent o f  the 

em ployee's p re m iu m  and  em ployees 

are expected to  co n tr ib u te  up to  15 

percen t fo r them selves and 15 percent 

fo r  th e ir  spouses.

The In d iv id u a l P lan w ill be launched 

s h o rtly  and is designed as a safety net 

hea lth  p lan  fo r q ua lifie d  in d iv id u a ls 

w ith  incom es be low  1S5 percen t FPL 

a n d  w h o  are in e lig ib le  to partic ipa te 

in  O -E P IC  P re m iu m  Assistance. T he 

In d iv id u a l Plan includes self-em ployed 

in d iv id u a ls  no t e lig ib le  fo r  sm a ll g roup 

hea lth  coverage; w orkers a t sm all 

businesses w ho  are e ithe r n o t e lig ib le

to partic ipa te  in  th e ir  em ployer's  hea lth 

p lan  o r whose em ploye r does not o ffe r  a 

qua lified  health  p lan; and unem p loyed 

in d iv id u a ls  w h o  are cu rre n tly  seeking 

w o rk . The In d iv id u a l P lan also provides 

coverage to w o rk in g  in d iv id u a ls  w ith 

a d isab ility  whose incom e  exceeds the 

M edica id  e lig ib ility  level b u t is  below 

200 percent FPL, and w ho  m eet "ticke t 

to w o rk ”  re q u ire m en ts .”  The In d iv id u a l 

Plan provides coverage th ro u g h  private 

m anaged care plans th a t also serve th e 

M edica id  p ro g ra m ; however, the b e n e fit 

package is less com prehens ive  than 

M edica id  o r  m o st p roducts  o ffered  in  the 

c o m m e rc ia l m arket.

S T A T E  rK ST A T E S



premium assist,ince program or .hi 
individual plan O f;[■*11! is funded by 
■■■tate genet a 1 fund revenues generated 
liy a tobai i 0 tax, ilong vvilli !i dnal 
matching ftincls i ruler fitbrXIX and 
• mployn and employee •.ontribtirior;:;

'I f k? P re m iu m  Assis tance  prop,ram , 

launched  in  N ovem ber ^C()5. helps 

i j i ia  lifte d  em ploy* ,u s m a ll Im slm -s

. so o r  less, i em ploye . s p m c h i v  

In d ii i  in s u ra n c e , ever q,t* trm tu g h 

11!i ii »‘inp itvyi i I l ie c n tp la j i  i a im ! : 

iv ith  u i ii •u id in i . ■; n l to . I- u • i 
q ua lif ie d  p iiV .ite  health  p lan  to n i ie i  .Is 

em ployees . I he P re m iu m  A s s i- ta m e 

p ro g ra m  pays 60 percent o f  the  hea lth 

in su ra n c e  p re m iu m  fo r  q ua lif ie d 

I em p loyees  w ith  in co m e s  be low  IS !

percent FPL and SS peri ent o f  the 

p ie in iu ii i  fo r llie  q ua lified  erirollee 's 

'pouse  l-inp loyers  are expei ted 

to co n tr ib u te  J.'i pe icen t o f  the 

em ployee's p te n t iu in  and em ployees 

rre expected to i o iitr ib u te  up to IS 

percent fo r them selves and IS percent 

tor ih e ir  spouses.

I he I ruin ulna! Plan '.viil be la m ii hed 
I .o n ly  irt’d K  d rs ig ia d  is a safety net 

I i .(tit pi hi bn ijiia h tii .1 nldiVido.ils 
w ith  i i " in , below JSS pen ■ il l Fl>|

11.11 .vl . iJ ie  in  i,gihh* *H p a ttii .pate 

,n O  b P i l l  P re m iu m  A rsisiaiK e. The 

In d iv idu a l Plan inc ludes s i-if em ployed 

in d iv id u a ls  not e lig ib le  fo r sm all g roup 

health  covet age; w orkers at sm all 

businesses w h o  are e ithe r not e lig ib le
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to participate in their employer's health 
plan or whose employer does not offer a 
qualilied health plan; uni unemployed 
individuals who are.cuneutly seeking 
work, flic Individual Plan also provides 
■ i ai rage to working individuals with 

i disability whose income exceeds the 
Medicaid eligibility level but is below 
'00 percent FPL. and who m, 11 -t;. kct 
'■a Work" lequiietni (its." Lite Individual 

PI AH , ' ■ ' " • I i;e ‘ ! ■ I • •' O: i I I" iv it!
H.m.i y ,| c ue plans di it also , ivo dr" 

Menu . ui pr.igt im ; however. the’ • • n».!.I 
p li.■■■ ,;,e Ji ss comprehensive than 
Medic aid " i most ptoducts oifi frd ia the 

commercial market

m



Pol icy  B r i e f
W h o ’s  C o v e r e d  a n d  W h o ’s  N o t ?

T h e  S t a t e  o f  C h i l d r e n ’ s  H e a l t h  I n s u r a n c e :
A  P r i m e r  f o r  S t a t e  L e g i s l a t o r s

by Michelle Herman February 2006

The fluctuating economy, steep increases in private health insurance premiums and health care costs, 
and changes to public insurance programs all contribute to rising numbers o f uninsured U.S. 
residents. Bur the trend for children is more positive. Despite the fact that the total number o f 
uninsured citizens is growing, the number o f uninsured children decreased from 1997 to 2004, from 
10.8 m illion to just over 8.2 m illion uninsured children, respectively. Even with this improvement, 
over 11 percent o f children lack health insurance coverage. Certain groups o f children are over­
represented in the uninsured population: poor (below the federal poverty level, or FPL) or near-poor 
(between 100 percent and 200 percent o f the FPL) children, those who arc Hispanic or who have a 
non-U.S. citizen parent, and adolescents are more likely to be uninsured.

There are many reasons why children do not have health coverage. Lower-income families bear 
financial concerns and stresses— such as securing employment and housing— that frequently push 
obtaining health insurance low on their list o f priorities. Even in cases where employers offer 
insurance coverage, premiums often are too expensive for lower-income parents. Some groups may 
face language and cultural barriers. Parents may not know about public health care coverage options 
or e lig ib ility guidelines. Complicated application processes and strict verification requirements also 
may create problems.

Because they administer Medicaid and the Stare Children’s Health Insurance Program (SCHIP), 
stares not only have great responsibility for insuring childten, they also have significant flexib ility in 
deciding who and what to cover. 1 he number of uninsured children has not increased as in the total 
U.S. population, in part because public programs have expanded to cover them. In particular, 
SCH IP— a federal and state partnership launched in 1997— gave states new federal funds and 
flexib ility in program design and administration. States used this flexib ility to expand coverage and 
develop innovative enrollment and outreach strategics. The result was an increase in enrollment o f 
children, w ith significant increases occurring among low-income children: as o f 2004, SCHIP had 
enrolled almost 4 m illion children. ’ SCHIP has influenced Medicaid enrollment as well; Medicaid 
enrollment increased for children following SCHIP implementation, and SC IIIP prompted 
simplification reforms in Medicaid enrollment and re-enrollment processes.' This paper provides an 
overview o f national children's health coverage, and what options states can use to cover uninsured 
kids.

N a t i o n a l  C o n f e r e n c e  t f / ’S t a t e  L e g i s l a t u r e s
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I lealth care experts unequivocally agree on the importance o f covering children. Lack o f health 
nsurance is a substantial barrier to health care.4 Uninsured children have much higher health risks 
chan do covered children. They are more likely to go w ithout health services, may avoid or delay 
care when it is needed, and are less likely to receive the proper medical care for childhood illnesses 
uch as sore throats, earaches and asthma. Children who have health insurance are more likely to 
have a usual place o f care and reliably receive preventive and medical services. One study found that 
among near-poor children, 36 percent o f uninsured children had an unmet medical need, compared 
to 9 percent o f children w ith public insurance and 14 percent o f those w ith private coverage.5 
Another recent report found that almost one-third o f uninsured children received no medical 
treatment during a one-year period between 2002 and 2003.6

The harmful consequences o f the lack o f health coverage are felt in other areas as well. As Nicole 
Raveneil, policy and research director at the Southern Institute on Children and Families, 
comments, “ Health insurance is part o f obtaining a good quality o f life. When kids get sick or have 
health-related needs such as glasses, they can not concentrate in school or may miss school 
completely. Continued illness affects school performance and, in the long-run, can affect future 
workforce participation. Results from a lack o f health coverage are long-term.” Uninsured children 
face greater threats to healthy behavioral developments than do insured children, according to one 
study 7 Another study discovered that uninsured children are 23 percent more likely to miss school 
than insured children."

Covering kids improves the health care system overall because it encourages more cost-effective 
service utilization and closes the gaps in health service disparities. Some studies show that covered 
children are more like ly to seek office-based or clinic care, thus saving the higher cosrs that might be 
associated w ith emergency department care.9 Health care coverage also can reduce racial disparities. 
In a 2005 study, investigators compared unmet health care needs and having a usual source o f care 
between uninsured black, white and Hispanic children before and after SCHIP enrollment. Before 
enrollment, white children were more likely to have a usual source o f care and less likely to have 
unmet health care needs. A fte r SCHIP enrollment, all three groups demonstrated improvements in 
access, con tinu ity and quality o f care. The preexisting disparities decreased across groups in access, 
unmet need and continu ity o f care.10

W H O ’S COV ERED  AND W H O ’S NOT?

Although the proportion o f persons who are uninsured has increased in this country since 1998, the 
proportion o f children who are uninsured slightly declined during the same period. There arc 77.6 
m illion children in the United States. As figure 1 shows, in any given year since 1997, between 8 
m illion and 11 m illion children lacked health insurance.

W H Y  D O  C H I L D R E N  N E E D  H E A L T H  I N S U R A N C E ?

#
F o ru m  fo r  S t a t e  H e a l th  P o l ic y  L ea d e r s h ip  tf jf t N a t io n a l  C o n f e r e n c e  o f  S ta te  L e g is la tu re s

nun
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Am er ica 's  Uninsured

According lo tho latest Census Bureau report, approximately 46.6 million people in the United States 
were uninsured in 2005 •• more than the aggregate population of 24 states plus 'he District of 
Columbia.

This number amounts to more than 15 percent c the U.S. population, or approximately one in seven 
Americans, and the problem is growing. Over the past two decades, the number of uninsured 
Americans has increased by about one million people'annually, and it shows no sign of slowing 
down.

Being uninsured can have serious health consequences. The uninsured are often unable to receive 
the primary and preventive care they need •• medications to keep disease in check, mammograms 
and regular screenings for colon cancer, yearly visits with a primary care physician to maintain good 
health, and more.

The uninsured are less likely to get appropriate care when they seek it, and they have poorer health 
as a result. According to the Institute of Medicine, approximately 18,000 people die each year from 
diseases that are treatable and preventable, because they do not have health insurance.

Our nation's high number of uninsured does not merely exact a toll on those without insurance. It 
also impacts those who do have coverage, businesses nationwide, and the U.S. economy overall.

When the uninsured do receive health care, they often cannot afford to pay for it, so those costs are 
paid by others. They are passed on tc privately insured people and companies offering insurance to 
their workers, providers who absorb costs by offering uncompensated care, and taxpayers.

A recent study found that premiums for employer-sponsored family health coverage cost an extra 
$922 In 2005 to pay lor uncompensated care provided to the uninsured.

Equally troubling, with health cam costs rising, even more people -  many of them from hardworking, 
middle-class families -  will join the ranks of the uninsured if nothing is done soc i to address this 
problem.

» Atttairicafs UntffSifred

» A bdut'lha CbalUfoB 

>>JR'^ r qahrzatibn^nvolved 

» Tn theNewS

Health Coverage Coalition for the Uninsured 
ibfoScoalltlQnforttieunlnsured.'.Ts • 202-3'3-i 6<M3 

02007, Health Coverage Coalition for the Uninsured

http://www.coalitionfortheuninsurcd.org/afmiiiiniiurcd/ainuninsurcd.html 1/31/2007

http://www.coalitionfortheuninsurcd.org/afmiiiiniiurcd/ainuninsurcd.html


F a c t :  N ea r ly  tw e n ty  p e r c e n t  o f  u n in su red  A m e r ic a n s  -  8 . 3  million ind iv iduals -  a r e  children. While 
ch ildren a r e  m o r e  like ly  to b e  in su red  than n on -elder ly  adults, health  in s u r a n c e  is particularly 
important for ch ild ren . U ninsured children a r e  m o r e  likely than in sured  ch ildren  to la ck  a usual 
s o u r c e  o f  hea lth  c a r e ,  to g o  w ith ou t n e e d e d  c a r e  and to e x p e r ie n c e  w o r s e  h ea lth  o u t c o m e s .U ninsured Children by R ace and Ethnic O rigin, 2004

Other 
6.9%'

White 
39.5%

Hispanic
36.5%

Black
17.1%U ninsured Children by Work Status o f the Fam ily H ead, 2004

Full-Year, Full- Full-Year, Part- Pwt-Year, Full- Part-Year, Part- Nonworker



F a c t :  T h e  like lihood o f  b e in g  insured i n c r e a s e s  a s  l e v e l  o f  e d u c a t io n a l  atta in m en t r i s e s .  H o w e v e r ,  
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to d e m o g r a p h ic ,  g e o g r a p h ic  and health s ta tu s  fac tors .P ercen tage U ninsured A m ong Nonelderly A dults by E d u cation , 2004
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I N S T I T U T E  O F  M E D I C I N E

m e ric a n s  v a lu e  h e a lth  care h ig h ly , as d em o n s tra te d  by  o u r  s o c ie ty ’ s subs tan ­
t ia l  in v e s tm e n t in  it. O u r na tio n  inve s ts  in  the h ea lth  o f  its  peo p le  by  d ire c t ly 

p ro v id in g  h e a lth  insu ran ce  fo r  som e (e .g ., M e d ic a re  fo r  peop le  o v e r age 6 5 )  and b y 
o ffe r in g  ta x  su b s id ie s  to  s u p p o rt h e a lth  in su ra n c e  fo r  o thers . A b o u t  85 pe rce n t o f  the 
U .S . p o p u la tio n  b e n e fits  fro m  these fin a n c ia l sup p o rts  fo r  hea lth  in su ran ce . A t  the 

sam e tim e , 41 m i l l io n  p e o p le  la ck  cove ra g e  e v e ry  year.
T h e  fe d e ra l, s ta te , and lo c a l g o v e rn m e n ts  spend sub s ta n tia l sum s— abo u t $ 3 0 

b i l l io n  a n n u a lly — to  com pensa te  h osp ita ls  and c lin ic s  fo r  se rv ices  p ro v id e d  to  the 
u n in s u re d . D o c to rs  dona te  se rv ice s  v a lu e d  a t a n o th e r $5 b il l io n . D e sp ite  these e ffo r ts , 
u n in s u re d  A m e r ic a n s  are m o re  l ik e ly  to have  p o o re r  hea lth  and d ie  p re m a tu re ly  than 

those  w h o  a re  insu red .

WHAT DOES THE LACK OF HEALTH INSURANCE COST SOCIETY?
In  its  f i f t h  re p o rt, H idden Costs, Value Lost: Uninsurance in Am erica , the IO M  

C o m m itte e  o n  the C onsequences o f  U n in s u ra n ce  ta llie s  som e o f  the  e c o n o m ic  and 
s o c ia l losses to  the c o u n try  o f  m a in ta in in g  so m a n y  p eop le  w ith o u t hea lth  insu rance .

It a lso  e x p lo re s  the p o te n tia l e c o n o m ic  and  so c ie ta l b e n e fits  tha t c o u ld  be re a liz ed  i f  

e ve ry o n e  h a d  h e a lth  insu ran ce  on a c o n tin u o u s  basis , as peop le  o v e r age 65  c u r re n tly 
do w ith  M e d ic a re .

W h e n  p e o p le  la ck  h e a lth  c o v e ra g e , s o c ie ty ’ s costs  arc s u b s ta n tia l:

• T h e  u n in s u re d  lose th e ir  hea lth  and  d ie  p re m a tu re ly . U n in s u re d  c h ild re n  lose 

the  o p p o r tu n ity  fo r  n o rm a l d e v e lo p m e n t and  e d u ca tio n a l a c h ie v e m e n t w h e n 

p re v e n ta b le  hea lth  c o n d itio n s  go u n tre a te d .

• Families lose peace o f mind because they live with the uncertainty and anxi­
ety o f the medical and financial consequences o f a serious illness or injury

• C o m m u n it ie s  are a t r is k  o f  lo s in g  h e a lth  care  c a p a c ity  because h ig h  rates o f 

u n in s u ra n c e  resu lt in  h o s p ita ls  re d u c in g  se rv ices , hea lth  p ro v id e rs  m o v in g 

o u t o f  th e  c o m m u n ity ,  and cuts  in  p u b lic  h e a lth  p ro g ra m s  lik e  c o m m u n ic a b le 

disease  s u rv e illa n c e . T hese  consequences can  a ffe c t e ve ry o n e , n o t ju s t  those 

w h o  a re  u n in su re d .

•  T he  e c o n o m ic  v ita l i ty  o f  the c o u n try  is  d im in is h e d  b y  p ro d u c t iv ity  lo s t as a 

re s u lt o f  the  p o o re r h e a lth  a nd  p re m a tu re  death  o r  d is a b ility  o f  u n in s u re d

w o rk e rs ,

losts,’ 
Value lost

Uwimrante inA«n:a \
- ~  • ••

Health care accounts 
fo r roughly 14 percent 
o f the nation’s annual 
gross domestic prod­
uct (GDP).

Forty-one m illion peo­
ple ; e uninsured each 
year. 80 m illion Ameri­
cans experience some 
period w ithou t cover­
age over 2. years.

Shaping the Future for Health

H id d e n  C o s t s , Va l u e  L o st
U n i n s u r a n c e  i n  A m e r i c a



•  M e d ic a re , S o c ia l S e c u rity  D is a b il i ty ,  and th e  c r im in a l ju s t ic e  s ys te m  p ro b a b ly 
cos t m o re  than  th e y  w o u ld  i f  e ve ry o n e  had h e a lth  in su ra n c e  u p  to  age 6 5 . F o r e x ­

a m p le , w h e n  an u n in s u re d  w o m a n  w ith  d iabe tes  tu rn s  6 5  yea rs  o ld  and gains 

M e d ic a re , h e r c o n d it io n  is l ik e ly  to  be w o rs e  and re q u ire  m o re  in te n s iv e  trea t­
m e n t than  i f  she had  p re v io u s ly  been insu red . S im ila r ly ,  u n in s u re d  persons w h o 

are m e n ta lly  i l l  o fte n  do n o t get a p p ro p ria te  tre a tm e n t a nd  m a y  end  u p  in  the 

c r im in a l ju s t ic e  sys te m  at s ig n if ic a n t b u t p o te n t ia lly  a v o id a b le  costs.

T h e  costs  to  s o c ie ty  o f  h a v in g  a la rge  u n in s u re d  p o p u la tio n  a re  n o t p r im a r i ly  due to 
the  costs  o f  p ro v id in g  hea lth  services free  o f  cha rge  to  those  w ith o u t  cove ra g e . M o s t o f 

the  c os t is in  the fo rm  o f  p o o re r hea lth  fo r  the  u n in s u re d  because  th e y  fre q u e n tly  re ce ive 

to o  l i t t le  ca re , to o  la te . T h e  p y ra m id  illu s tra te s  the e x te n t o f  loss o f  life , acu te  and  c h ro n ic 
i lln e s s , and  the  p o o l o f  u n in su re d  p e o p le  w h o  are a t r is k  fo r  p o o re r  h ea lth  and  s ho rte r 

l iv e s . T h e  p o te n t ia l e c o n o m ic  v a lu e  to  be g a ine d  in  b e tte r h e a lth  o u tco m e s  fro m  c o n tin u ­

ous c o v e ra g e  fo r  a ll  A m e ric a n s  is e s tim a te d  to  be b e tw e e n  $ 6 5  to  S I 3 0  b i l l io n  each yea r, 
a s s u m in g  the  u n in s u re d  w i l l  use h ea lth  care  as do  those  w h o  n o w  have  h e a lth  insu rance .
It  in c lu d e s , b u t is n o t lim ite d  to , h ig h e r e xp e c te d  l i fe t im e  e a rn in g s  due  to  im p ro v e d  p ro ­

d u c t iv i t y  a nd  e d u c a tio n a l and  d e v e lo p m e n ta l ou tco m e s .

Th* value of bealtn C2p4af forgone each year due to uninsurance is estimated at between $6S a no $110 bilion

IIOW IS A VALUE PLACED ON HEALTH AND A LONGER LIFE?
T h e  h e a lth y  yea rs  th a t som eone expects  to  have  o v e r the  cou rse  o f  a l i fe t im e  can be 

th o u g h t o f  as th a t p e rs o n ’ s ' “s to c k ”  o f ‘ 'h e a lth  c a p ita l.”  T h e  d iffe re n c e s  in  h e a lth  status 

and  le n g th  o f  f i fe  b e tw ee n  u n in s u re d  and o th e rw is e  s im ila r  p e o p le  w ith  h e a lth  insu rance 
re p resen ts  the  v a lu e  o f  h e a lth  c a p ita l lost f ro m  p o o re r h e a lth  o v e r the  l i fe t im e  b y  those 

w h o  la c k  c o ve ra g e .
T h e  range  in  e xp e c te d  annua l b en e fits  ($ 6 5 -5 1 3 0  b i l l io n )  o f  in s u r in g  the  un insu re d 

com es fro m  d if fe r e n t  a ssu m p tio n s  abou t the  e x te n t to  w h ic h  the d is p a rit ie s  in  hea fih 

status b e tw e e n  the  in s u re d  and u n in su re d  w o u ld  be e lim in a te d  b y  g a in in g  cove ra g e . T o
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d e v e lo p  these e s tim a te s , the  C o m m itte e  adop ted  an a n a ly tic  s tra te g y  fo r  p la c in g  an e c o ­
n o m ic  v a lu e  on  l i f e  a nd  hea lth  s im ila r  to  tha t used b y  p u b lic  agencies such  as th e  E n v i­

ro n m e n ta l P ro te c tio n  A g e n c y  a nd  the  D e p a rtm e n t o f  T ra n s p o rta tio n . W h e n  agenc ies  re ­

s p o n s ib le  fo r  p u b lic  h e a lth  and  s a fe ty  re g u la te  exposu res  and r is k s — fo r  e x a m p le , b y  se t­
t in g  fu e l e m is s io n s  s tanda rds  a nd  re q u ir in g  seat b e lls  and  a ir  bags in  cars— th e y  im p l ic i t ly  

estab lish  th e  v a lu e  o f  these in te rv e n tio n s  in  te rm s  o f  the  im p ro v e d  h e a lth  and  liv e s  e x ­

te n d ed  t l iro u g h o u t s o c ie ty .

T h e  la c k  o f  h e a lth  in su ran ce  across the U n ite d  States can be th o u g h t o f  as im p o s in g 

a r is k  to  th e  h e a lth  and lo n g e v ity  o f  the A m e r ic a n  p o p u la tio n . L ik e w is e , the c o s t o f  in s u r­
in g  e ve ryo n e  c o n tin u o u s ly  can be th o u g h t o f  in  te rm s o f  the v a lu e  o f  im p ro v e d  h ea lth 

o u tco m e s  g a ine d  as a re s u lt. T h e  C o m m itte e ’ s a n a lys is  o f  the  e c o n o m ic  b e n e fits  o f  in s u r­
in g  the u n in s u re d  is  c o n s is te n t w ith  the  approaches used b y  re g u la to ry  agenc ies  i r  th e ir 

q u a n tita t iv e  ana lyses  o f  costs  and  ben e fits .

H O W  M U C H  I S  N O W  S P E N T  O N  H E A L T H  S E R V I C E S  F O R  T H E  
U N IN S U R E D ?

P eop le  w h o  w e re  u n in s u re d  fo r  p a r t o r a ll o f  2001  rece ived  hea lth  care  s e rv ice s  v a l­

u ed  at a b o u t $ 9 9  b i l l io n .  T h is  to ta l in c lu d e s  the a m o u n t the un insu re d  p a id  o u t o f  th e ir 
o w n  p o c k e t, a n y  in s u ra n c e  p a y m e n ts  m ade i f  th e y  w e re  insu red  fo r  p a rt o f  the  yea r, a n y 
w o rk e r ’ s c o m p e n s a tio n  p a y m e n ts  fo r  hea lth  care and  a n y  c h a rity  care re c e ive d .

U n in s u re d  c h ild re n  and  a d u lts  are less l ik e ly  to  in c u r hea lth  expenses in  a y e a r b e ­
cause they  are less l ik e ly  to  seek care  th a n  are th o se  w ith  hea lth  insu rance . W h e n  th e y  do 
re c e ive  s e rv ice s , th e  u n in s u re d  are o fte n  cha rg e d  a h ig h e r p r ic e  and  p ay  a h ig h e r  p o r t io n 
o f  the  to ta l cos t th e m se lv e s  than  p e o p le  w ith  coverage. F o r those w h o  are u n in s u re d  fo r 
p a rt ra th e r than  th e  w h o le  yea r, p r iv a te  a nd  p u b lic  hea lth  insurance  pays  m o re  than  h a l f 
the ann u a l costs  o f  se rv ic e s  used. S t i l l ,  b e in g  u n in s u re d  ju s t  fo r  a s h o rt t im e  can  p u t a p e r­

son  a t r is k  fo r  p o o re r  h e a lth  o u tco m e s  a n d  fin a n c ia l losses.

T h e  b u rd e n  o f  u nc o m p e n s a te d  (c h a r ity )  care  a m ou n te d  to  $ 35  b i l l io n  in  2001  and  is 
la rg e ly  b o rn e  b y  ta x p a y e rs . T h e  p u b lic  sup p o rts  75  to  85 pe rce n t o f  th is  ca re  th ro u g h  fe d ­

e ra l, state a nd  lo c a l g o v e rn m e n t p ro g ra m s . F o r e xa m p le , p u b lic  d o lla rs  s u b s id ize  the  h o s ­
p ita l in  y o u r  c o m m u n ity  w h e n  p a tie n ts  are n o t a b le  to  p ay  th e ir  b ills .

W I L L  P E O P L E  W H O  A R E  U N IN S U R E D  U S E  M O R E  H E A L T H  C A R E  I F  T H E Y  
G A I N  C O V E R A G E ?

Yes; to ta l h e a lth  costs  fo r  those  w h o  n o w  la c k  coverage  w o u ld  be e xp e c te d  to  in ­
crease fro m  th e  $ 9 9  b i l l io n  th e y  n o w  in c u r  b y  an estim a ted  $ 3 4  to  $ 6 9  b i l l io n  each  y e a r. 

T h is  a d d it io n a l s p e n d in g  in c lu d e s  m o re  a p p ro p ria te  use o f  hea lth  care  th a t can  im p ro v e 
h ea lth . In  the absence  o f  a c tio n  to  e xp a n d  cove ra g e , w e  can e xpect the e x is t in g  gap in 

hea lth  o u tco m e s  to  w id e n  as h e a lth  care  in te rv e n tio n s  becom e e ve r m ore  e ffe c t iv e  in  im ­

p ro v in g  h e a lth  a n d  e x te n d in g  l i fe .  E x is t in g  d is p a rit ie s  betw een  insu red  a nd  u n in s u re d 

p e o p le  in  th e ir  access to  e ffe c t iv e  care  w i l l  b eco m e  in c re a s in g ly  in e q u ita b le .

IS  I T  W O R T H  I T  F O R  T H E  C O U N T R Y  T O  M A K E  S U R E  E V E R Y O N E  H A S  
C O V E R A G E ?

F irs t, h e a lth  in su ra n c e  fo r  those  A m e ric a n s  w h o  n o w  lac., it  w o u ld  l ik e ly  y ie ld  d iv i ­

dends in  te rm s  o f  im p ro v e d  hea lth  o f  be tw een  $ 6 5  and $ 1 3 0  b i l l io n  a n n u a lly . S econd , 
k n o w in g  h e a lth  in s u ra n c e  is  assured w o u ld  reduce  the  stress and u n c e rta in ty  a b o u t fu tu re 

m e d ic a l care  needs a nd  f in a n c ia l d em ands  fo r  a ll o f  us. The p rospec t o f  lo s in g  in su ra n c e 

is a v e ry  real fe a r fo r  m o s t A m e ric a n s . I f  h a v in g  hea lth  insu rance  w e re  a c e r ta in ty , fa m i­

lie s ’ fears w o u ld  be a lle v ia te d  a b o u t w h e th e r th e y  can a ffo rd  hea lth  care a n d  a lso  m e e t 

o th e r b as ic  needs l ik e  b u y in g  g ro c e r ie s  a n d  p a y in g  the ren t. T h ird , i f  e v e ry o n e  had  c o v e r -

Ninety-nine billion 
dollars are n ow  
sp en t  on  health ca re  
s e r v i c e s  for th e  un­
insured.

T he uninsured u s e  
few e r  s e r v ic e s  and 
h a v e  p oo rer  health 
o u t c o m e s  than the 
insured.
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jr ing the unin­
sured could yield 
$65-$130 billion in 
better health each 
year.

age, the  c o n tin u e d  v ia b i l i t y  o f  c o m m u n ity  h e a lth  se rv ice s  and  fa c ilit ie s  w o u ld  be m o re 

secu re  because o f  th e  g rea te r f in a n c ia l s ta b i l i ty  o f  in su ran ce -ba sed  fin a n c in g .

T h e  C o m m itte e  con c lu de s  th a t the  e s tim a te d  b e n e fits  across  s u c ie ty  in  h e a lth y  years 

o f  l i f e  g a in e d  b y  p ro v id in g  hea lth  in su ran ce  cov e ra g e  are l ik e ly  g re a te r th a n  the a d d i­

t io n a l s o c ia l costs  o f  p ro v id in g  cove rage  to  those w h o  n o w  la c k  it .  C u rre n t d isp a rit ie s  in 

access to  and the  q u a lity  o f  hea lth  care  be tw een  u n in s u re d  a nd  in su re d  A m e ric a n s  do  n o t 

re f le c t the  e th ic a l c o m m itm e n ts  to  e q u a lity  o f  o p p o r tu n ity  a nd  respec t fo r  a ll  m em be rs  o f 

s o c ie ty  tha t u n d e rp in  A m e ric a n  d e m o c ra c y . W e  a re  n o t g e t t in g  the  best re tu rn  o n  o u r 

c o n s id e ra b le  n a t io n a l in ve s tm e n t in  h e a lth  because p u b lic  p o lic ie s  a llo w  tens o f  m il l io n s 

o f  A m e r ic a n s  to  re m a in  un insu re d . I t  is  t im e  to  in s u re  e v e ry o n e .

K) 10  to
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You asked a  number of questions about the Denali KidCare program and the number of 
uninsured Aiaskans. Specifically, you wished to know what the federal poverty guidelines are for 
Alaska and w hether these guidelines are used to establish elig.bility for the Denali KidCare 
program. You  also wished to know what types of medical ca re  are co vered  by the Denali 
KidCare program. Additionally, you w ere  interested in the number of uninsured children and 
adults in Alaska and how m any of th ese  uninsured Alaskans h ave  a c c e s s  to the Indian Health 
Serv ice .

E lig ib ilit y  f o r  D en ali K id C a r e
Denali KidCare is an expansion of Alaska's Medicaid program and is funded in part by federal 
dollars from the State  Children's Health Insurance Program (SCHIP). Denali KidCare provides 
health insurance co ve ra g e  to eligible children and teens through 18  years  o f  a g e  and to eligible 
p reg n an t w o m en . Eligibility is b ased  on family income level and the s iz e  of the household. There 
are two different se t s  of income guidelines for the Denali KidCare program, on e  which applies to 
ch ild ren  w h o  h a v e  o th e r  h ea lth  in su ra n ce  and another which applies to u n in su red  ch ild ren  a n d  all 
p re g n a n t w o m en .
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Income limits for children with other health insurance are calculated at 1 5 0  percent of the federal 
poverty guidelines for Alaska. A s such, income limits for households with children w ho h a v e  
other insurance change when th ese  guidelines ch an ge . '  Table 1 displays the 2007 federal 
poverty guidelines for Alaska and other states.Table 1: 2007 Federal Poverty G u idelin esPersons in Family or Household Annual Incoma48 Contiguous Stateis and D.(X Hawaii Alaska

. ' . i .f  - • . . ■. •

1 $ 1 0 ,2 1 0 $ 1 1 ,7 5 0 $ 12 ,7 7 0
2 $13 ,690 $ 15 ,7 5 0 $ 1 7 , 1 2 0
3 $ 1 7 , 1 7 0 $ 19 ,7 5 0 $ 2 1 ,4 7 0
4 $20,650 $23 ,750 $25 ,8 2 0
5 $ 2 4 ,130 $27,750 $ 3 0 ,17 0
6 $ 27 ,6 10 $ 3 1 ,7 5 0 $34 ,520
7 $31 ,0 9 0 $ 35 ,7 5 0 $38,870
8 $34,570 $39 ,750 $ 4 3 ,220

For e a ch  additional 
person add $3,480 $4,000 $4,350

Source: Federal Register, Vol. 72. No. 15, January 24, 2007, pp. 3147-3148, U.S. Department of Health and 
Human Services, http://aspe.hhs.gov/poverty/07poverty.shtml.

In 2003, state legislation reduced the household income limits for uninsured children and all 
pregnant women from 200 percent of the federal poverty guidelines for Alaska to 1 7 5  percent of 
the guidelines and converted that percentage into dollar amounts.2 A s  a result of this change, 
fewer children and pregnant wom en w ere  eligible for Denali KioCare.
The federal poverty guidelines typically increase over  time, s o  the income limits, which are fixed 
at 17 5  percent of the 2003 guidelines, are only about 160  percent of the 2006 guidelines and 1 5 5  
percent of the 200 7  guidelines. If the federal poverty guidelines continue to increase, Alaska's 
income guidelines for Denali KidCare will continue to fall a s  a  percentage of the federal poverty 
guidelines. Table 2, on the following page, com pares the income limits for uninsured children and 
all pregnant women to the 2007 federal poverty guidelines and also  includes estimates of what 
the 2007 incom e limits will be for children with other health insurance.

"Income Guidelines.' Denali KidCare. Division of Health Care Services, Alaska Department of Heaitn and Social 
Services April 2006, http/Avww hss state ak us/dhcs/DenaliKidCare/povjev.htm This document is based on she 2006 
federal poverty guidelines for Alaska and will be adjusted in the spring of 2007 to reflect the 2007 federal poverty 
guidelines We include this documen! as Attachment A.

1 Chapter 34 SLA 2003 modified AS 47 07 020 (b) (13) and (14).
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Table 2: Estimated 2007 Denali KidCare Income Guidelines

Household
Size.

2007 Federal 
Poverty 

; Guidelines for 
Alaskat v . v  . * •

Children with Other Health 
Insurance"*

Unlnsurec
! ' - .,:•■■■ •

Children and 
Women"*

All Pregnant; I; .

i r.v'.V: 
Monthly

: . * • .

,AV, * • ‘ W
Yearly Monthly

> ;/■ $ £ #
Yearly

•

Percent of the 
2007 Federal'r■« i •• U ■ V
Guidelines

1 $12,770 $1,596 $19,155 $1,635 $19,620 154%
2 $17,120 $2,140 $25,680 $2,208 $26,496 155%
3 $21,470 $2,684 $32,205 $2,782 $33,384 155%
4 $25,820 $3,228 $38,730 $3,355 $40,260 156%
5 $30,170 $3,771 $45,255 $3,928 $47,136 156%
6 $34,520 $4,315 $51,780 $4,501 $54,012 156%
7 $38,870 $4,859 $58,305 $5,074 $60,888 157%
8 $43,220 $5,403 $64,830 $5,647 $67,764 157%

Notes: We estimate the 2007 income guidelines based on how these guidelines have been determined in the past. 
The Department of Health and Social Services has not yet released 2007 income guidelines for the Denali KidCare 
program.
(a) The monthly income limit for children with other health insurance is 150 percent of the federal poverty guidelines 
for Alaska. These income limits change when the federal poverty guidelines change.
(b) In 2003, the monthly income limits for uninsured children and all pregnant women were fixed in AS 47.27.020 
(b)(13) and (14). These income limits do not change when the federal poverty guidelines change.
Sources: Federal Poverty Guidelines Federal Register. Vol. 72. No. 15, January 24, 2007. pp. 3147-3148, U.S. 
Department of Health and Human Services, http://aspe.hhs.gov/poverty/07poverty.shtml.
“Income Guidelines," Denali KidCare, Division of Health Care Sen/ices, Alaska Department of Health and Social 
Services. April 2006, httpSAnvw.hss.state ak us/dhcs/DenaliKidCare/povJev htm.

Alaska's incom e guidelines are more restrictive than th ose  in most other states. About forty 
states c o v e r  children from families with household incomes up to or a b o v e  200  percent of the 
federal poverty guidelines under Medicaid and/or their State  Children's Health Insurance Program 
(SCHIP). S ta te s  can  u se  federal S C H IP  funds either to expand their Medicaid program, which 
Alaska has done, or to create  a sep arate  SC H IP program, or to adopt a  combination approach.3 
Figure 1 ,  on the following page, displays the income eligibility criteria for Medicaid/SCHIP 
c o v e r a g e  for children in other s ta tes .4

3 Barbara Hale. Medical Assistance Admmistrator/SCHIP Coordinator for Alaska, points out that the SCHIP program 
is scheduled lor reauthorization at the federal level in 2007 and that changes in the federal funding structure may impact 
Alaska's program Peisonal communication from Barbara Hale, Medical Assistance Administrator/SCHIP Coordinator, 
Division of Health Care Services, Alaska Departmeni of Health and Human Services Ms. Hale can be reached at i9Q7) 
465-5833.

4 This figure is taken from State Children’s Health Insurance Program (SCHIP) at a Glance." Kaiser Commission on 
Medicaid and the Uninsured, The Henry J Kaiser Family Foundation, January 2007,
http /Awvvv kff org/medicaid/7610 cfm
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