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CONVENED:

Chairman Heider called the meeting of the Health and Welfare Committee
(Committee) to order at 3:00 p.m. Chairman Heider welcomed everyone to the
first meeting of the Committee.

PAGE
WELCOME:

Chairman Heider introduced Page Tia Youts from Richfield as the Committee page
for the first half of the 2017 Legislative Session.

PASSED THE
GAVEL:

Chairman Heider passed the gavel to Vice Chairman Souza to conduct the rules
review.

DOCKET NO.
27-0101-1601

Rules of the Idaho Board of Pharmacy Relating to Legislative Conformance.
Alex Adams, Executive Director of the Idaho Board of Pharmacy, introduced
himself and described how the Board obtained feedback on improving the rules
and allowed additional time for public comment on the proposed rule changes. Mr.
Adams explained several bills in the 2016 Idaho Legislature were passed that
necessitate conforming changes in the Board rules. The rule updates will exempt
investigational drugs from certain registration requirements; allow prescription
medications such as epinephrine injectors to be labeled in the name of an
authorized entity; enable delegate access to the Prescription Monitoring Program
and update the reporting requirements to conform to current practice; allow regional
behavioral health clinics to donate and receive donated medications to dispense to
medically indigent patients; and expand the venues at which emergency medication
kits can be housed to include specialty infusion clinics.
Vice Chairman Souza asked Committee members if they had any questions,
and there were none.

TESTIMONY:

Vice Chairman Souza invited testimony.
Mark Johnston introduced himself as the former Executive Director of the Idaho
Board of Pharmacy and now representing CVS Health and others. Mr. Johnston
stated he was appreciative of the work done by the Board and Mr. Adams to be
a national leader in pharmacy. He is in support of the five rule dockets before
the Committee.
Pam Eaton introduced herself on behalf of Idaho Retailers Association and Idaho
State Pharmacy Association. Ms. Eaton said she also supports all five rule dockets
and commended the Board of Pharmacy for working with stakeholders to develop
the rules.

MOTION:

There being no more testimony or questions, Senator Harris moved to approve
Docket No. 27-0101-1601. Senator Lee seconded the motion. The motion carried
by voice vote.

DOCKET NO.
27-0101-1602

Rules of the Idaho Board of Pharmacy Relating to Telepharmacy. Mr.
Adams explained telepharmacy involves a remote dispensing site that looks like
a retail pharmacy, but there is no pharmacist physically on premises. Instead,
the pharmacy is staffed by a pharmacy technician, and pharmacist oversight
is provided by a pharmacist via live video feed so the pharmacist can verify
orders, screen prescriptions, verify final products, and counsel the patient. The
pending rule would: allow streamlined registration of remote dispensing sites to
applicants who meet certain criteria; broaden the technology that may be used at a
remote dispensing site beyond just an automated dispensing system; remove the
requirement that a remote dispensing site be co-located with a medical care facility;
remove the requirement that business contracts be filed with the Board; update
limits on the oversight of multiple remote dispensing sites; and remove duplicative
language from the telepharmacy rules that are already specified in other existing
Board rules. Benefits of telepharmacy include expanded access to citizens in rural
communities and enhanced ability to obtain prescriptions 24 hours a day, as well as
more opportunities for business expansion.
Senator Lee commended Mr. Adams for his work. She knows the rule docket was
a compromise and her previous concerns have been addressed. The change will
allow for expanded access in a cost-effective manner. Mr. Adams responded the
Board has grown increasingly comfortable with the concept of telepharmacy. In
many ways, they perform better than the industry average.
Chairman Heider asked how long it takes to obtain a prescription when ordered
through a telepharmacy, and how the prescription is delivered. Mr. Adams replied
there is a pharmacy technician on site and it looks just like a regular pharmacy. The
technician scans the prescription and the off-site pharmacy reviews it in real time.
The prescription would be delivered in ten to 15 minutes just as in a retail pharmacy.
Chairman Heider asked how the pharmacy knows what drugs will be needed. Mr.
Adams answered that inventory management is handled like any retail pharmacy,
and it involves trial and error for the products and volume. If a patient has a
prescription not on the shelf, it can be ordered and received the next business day.

MOTION:

There being no more questions, Senator Foreman moved approval of Docket
No. 27-0101-1602. Chairman Heider seconded the motion. The motion carried
by voice vote.

DOCKET NO.
27-0101-1603

Rules of the Idaho Board of Pharmacy Relating to Technician Modernization.
Mr. Adams explained pharmacy technicians are support personnel who work
under the supervision of a licensed pharmacist. Competency exams and criminal
background checks are required. The pending rule updates and modernizes the
Board's pharmacy technician rules given advancements in the education and
training of technicians as well as advancements in the technology environment.
Delegated activities have not been updated since the 1970s, and nearly one-half
of a pharmacist's time in Idaho is now spent doing things that can be delegated
to technicians in other states.
Mr. Adams explained after conducting research on practices in other states, the
Board developed this docket, which would allow pharmacy technicians to conduct
activities that don't require professional discretion. Pharmacists could delegate
certain non-judgmental tasks to properly-trained, registered, and certified pharmacy
technicians under their supervision. Such tasks include the ability to clarify missing
elements on prescriptions, transfer prescriptions, administer medications, and take
verbal prescriptions in certain circumstances. The docket also expands verification
technician programs beyond acute care hospitals and enables remote data entry
by certain pharmacy technicians. The State of Arizona took a similar approach
and 500 new jobs were created for technicians, including people with disabilities
or small children. Pharmacist supervision is defined as the pharmacist being
physically present on the premises and immediately available to the technician to
SENATE HEALTH & WELFARE COMMITTEE
Thursday, January 12, 2017—Minutes—Page 2

respond to emergencies and questions. The docket is supported by the Idaho
Society of Hospital Pharmacies and many others.
Vice Chairman Souza called for questions from the committee, and there were
none. Vice Chairman Souza thanked Mr. Adams for promptly and thoroughly
answering her questions when she contacted him about the docket.
MOTION:

There being no more questions, Senator Lee moved approval of Docket No.
0101-1603. Senator Harris seconded the motion. The motion carried by voice
vote.

DOCKET NO.
27-0101-1604

Rules of the Idaho Board of Pharmacy Relating to Pharmacy Practice. Mr.
Adams informed the Committee the Board of Pharmacy needs to update several
rule sections given advancements in technology and changes in pharmacy practice.
In addition, the board intends to clarify several rules based on recent inspections
and Board administrative hearings. The pending updates would limit the number of
times an applicant can take the law or competency exam to a maximum of five times.
Additionally, the docket would allow pharmacists to synchronize prescriptions for
chronic conditions so they are all due at the same time to simplify monitoring for the
physician and make it easier for the patient to obtain refills. The docket also adds
language specifically authorizing institutional pharmacies to collected unwanted
medications for destruction; updates requirements for pharmacy building security;
enables broader emergency room dispensing in conformance with a U.S. Supreme
Court decision; clarifies prepackaged product labeling requirements; updates the
list of required pharmacy references; and allows for controlled substances to be
delivered directly to a provider if the product is intended for direct administration.
Vice Chairman Souza invited questions from the Committee.

MOTION:

There being no questions, Senator Agenbroad moved approval of Docket No.
27-0101-1604. Senator Jordan seconded the motion. The motion carried by
voice vote.

DOCKET NO.
27-0101-1606

Rules of the Idaho Board of Pharmacy Relating to Partial Fills of Schedule
II Drugs. Mr. Adams informed the Committee this docket did not go through
negotiated rulemaking, as it relates to federal law changes signed late in 2016 and
there was no time to go through the process. However, the Board provided time for
public comment and e-mailed the docket to interested parties. The docket would
allow a patient to receive fewer Schedule II controlled substance pills than written
by a prescriber, while not forfeiting the balance if picked up within a certain time
frame. The federal law change is intended to reduce the amount of Schedule II
controlled substances dispensed, including opiods.
Vice Chairman Souza commented the change makes sense and she is glad to
see it. Vice Chairman Souza invited questions from the Committee.

MOTION:

There being no questions, Senator Harris moved approval of Docket No.
27-0101-1606. Senator Lee seconded the motion. The motion carried by voice
vote.
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DOCKET NO.
23-0101-1601

Rules of the Idaho Board of Nursing Relating to Fees for Emeritus Status
Nurses. Sandra Evans introduced herself as the Executive Director of the Board
of Nursing. Ms. Evans informed the Committee that this docket accomplishes four
objectives. Section 008 allows nurses to provide an electronic address in addition
to a street address for purposes of receiving notifications and communications
from the Board of Nursing and permits the Board to use e-mail communication in
appropriate circumstances, including for service of process in contested cases.
Section 060.04 and Section 900.04 deletes the requirement to biennially review
an emeritus nursing license and the related fee. An emeritus license is issued to
nurses choosing to retire from practice. It does not allow active nursing practice but
allows the holder to continue to use the protected title Licensed Practical Nurse,
Registered Nurse, or Advanced Practice Registered Nurse. This confers a benefit
on the retired nurse who has maintained a license in good standing.
Ms. Evans explained Sections 132 and 133 contain updated language referencing
substance use and mental health disorders and the current preferred language
for these primary illnesses. Finally, Section 315 and Section 901 would delete
the application fee for prescribing and dispensing authority for advanced practice
registered nurses. Recent changes in course content requirements for accredited
APRN programs have reduced the complexity of processing of prescribing and
dispensing authority applications sufficiently to warrant elimination of the related
application fee. Ms. Evans stated notice of the intent to promulgate rules and
negotiated rulemaking was published on July 6, 2016. Comments received were
limited in number and supportive, noting specifically that as proposed, the rules
are in alignment with current trends and national standards. There is an estimated
negative fiscal impact of less than $10,000 annually to the Board's dedicated fund
resulting from implementation of these rules. These is no fiscal impact to the State
General Fund. The anticipated loss of revenue is supported by the Board's current
fund balance and will not require an increase in license fees.
Vice Chairman Souza remarked she likes a fee reduction and invited questions
from the Committee.

MOTION:

There being no questions, Senator Jordan moved approval of Docket No.
23-0101-1601. Chairman Heider seconded the motion. The motion carried by
voice vote.

DOCKET NO.
23-0101-1602

Rules of the Idaho Board of Nursing Relating to Clinical Opportunities for
APRN Students. Ms. Evans informed the Committee that this rule amends
Section 640.05 of Board Rules to allow licensed physicians and physician
assistants, in addition to licensed Advanced Practice Registered Nurses (APRNs),
to serve as clinical preceptors for APRN students. Ms. Evans explained clinical
preceptors, which are critical to the education of APRN students prior to their
transition to independent practice. However, clinical preceptors are limited in
number and location under the current rules. This docket would allow licensed
physicians and physician assistants, in addition to licensed APRNs, to serve as
clinical preceptors, thus expanding their availability. Ms. Evans reported notice
of the intent to promulgate rules and negotiated rulemaking was published on
July 6, 2016. Comments received were limited in number and supportive, noting
specifically that as proposed, the rules are in alignment with national standards for
APRN educational programs. The change may serve to retain graduates of these
programs who will choose to continue to practice in communities where their clinical
preceptorship occurred. There is no fiscal impact resulting from implementation
of the rules.
Vice Chairman Souza commented she was a clinical nursing instructor and knows
the importance of this role.

SENATE HEALTH & WELFARE COMMITTEE
Thursday, January 12, 2017—Minutes—Page 4

Senator Heider asked for the definition of a clinical preceptor, and the required
training level. Ms. Evans answered a preceptor provides direct oversight for patient
care activities with an APRN student to get clinical experience. APRNs are nurses
with a second advanced license. Preceptors serve in a voluntary capacity.
MOTION:

There being no more questions, Senator Foreman moved approval of Docket No.
23-0101-1602. Senator Lee seconded the motion. The motion carried by voice
vote.

PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.

RS 24911

Relating to Compensation for Board of Nursing Members. Ms. Evans informed
the Committee that the RS would amend Idaho Code to make technical corrections
and revise the compensation to members of the Board of Nursing for their service
on the Board. The current honorarium is $50 and the legislation provides for an
upward adjustment to $75 per day as provided in Idaho Code § 59-509(i). There
is a negative fiscal impact of less than $5,000 on the Board's dedicated fund and
none to the General Fund. The Board's current fund balance supports this impact
without having to raise license fees.
Senator Martin inquired if the amount of the honorarium was identified in the RS.
Ms. Evans answered the reference in the Board of Nursing statutes does not
specify a dollar amount but instead references the compensation schedule located
in a separate section of Idaho Code.
Senator Lee commented she would prefer to see the schedule of honorarium fees
with the RS, since the Statement of Purpose (SOP) does not reflect the specific
dollar amount of the new honorarium. Senator Lee asked if the Statement of
Purpose could be revised. Chairman Heider said any revision would require a new
RS with a new Statement of Purpose.
Senator Harris asked how long the honorarium has been $50. Ms. Evans
responded it was in place since 1998.
Chairman Heider asked if the concern was great enough to justify referring the RS
back to the sponsor for amendment. Senator Foreman remarked that the SOP
would have been a little clearer if the $75 figure was included, but he is satisfied
with it as written because the amount is incorporated in Idaho Code, and it can be
explained by the floor sponsor.

MOTION:

There being no more questions, Senator Foreman moved to send RS 24911 to
print. Vice Chairman Souza seconded the motion. The motion carried by voice
vote.

RS 24913

Relating to Renewal of Nursing Licenses on Emeritus Status. Ms. Evans
informed the Committee the legislation would eliminate the requirement in Idaho
Code for a nurse on emeritus status to renew the nursing license and pay the
renewal fee. There is an estimated negative fiscal impact of less than $10,000
annually to the Board's dedicated fund resulting from the change, and there is no
fiscal impact to the General Fund. The anticipated loss of revenue is supported by
the Board's current fund balance and will not require an increase in license fees.

MOTION:

There being no questions, Senator Martin moved to send RS 24913 to print.
Senator Lee seconded the motion. The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:56 p.m.
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___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Health and Welfare Committee
(Committee) to order at 3:00 p.m. and welcomed Department of Health and Welfare
(Department) staff to the meeting. Chairman Heider remarked that he appreciated
the Department's support of the Committee and, on behalf of the Committee,
expressed his support of the Department.

PASSED THE
GAVEL:

Chairman Heider passed the gavel to Vice Chairman Souza to conduct the rules
review.

DOCKET NO.
16-0210-1701

Idaho Reportable Diseases. Dr. Leslie Tengelsen introduced herself to the
Committee as a Senior Epidemiologist with the Bureau of Communicable Disease
Prevention, Division of Public Health. She informed the Committee her title is State
Public Health Veterinarian, and she is concerned with protecting Idaho residents
from diseases acquired from animals and insects. The temporary rule, adopted by
the Board of Health and Welfare on November 17, 2016, requires all suspected
or confirmed cases of insect-borne viral disease, known as arboviral disease, be
reported within three working days of identification to public health officials in the
Department or local public health districts.
Dr. Tengelsen explained there are approximately 130 arboviral diseases that cause
death or disease in people, and the reportable disease rules already mandate the
reporting of West Nile virus. Until this rule was adopted, other arboviruses were only
reported to public health agencies voluntarily and are likely under-reported because
of this practice. Zika virus is a serious arbovirus, and four imported cases have been
voluntarily reported in Idaho. To protect the public's health, arboviral diseases must
be tracked to reduce the spread and likelihood of local insect-borne transmission.
Dr. Tengelsen described specific changes to the rule. Rule 16.02.10.125, entitled
Arboviral Diseases, is a new section devoted to arboviral disease reporting
requirements and case investigation. This addition will allow the Department
to capture all arboviral infections under one category. Arboviral diseases, as a
category, was added to the table in Section 050 where the reporting requirements
are listed. Because the new section includes West Nile virus, West Nile virus
was removed from the tables in Sections 050 and 800. Several documents
incorporated by reference were updated: 1.) the "National Notifiable Diseases
Surveillance System Case Definitions" URL was added and unnecessary language
was removed; 2.) the 2005 "U.S. Public Health Service Guidelines for the
Management of Occupational Exposure to Human Immunodeficiency Virus (HIV)
and Recommendations for Post-Exposure Prophylaxis" was replaced with the
updated 2013 version of the same document; 3.) the 2011 "Compendium of Animal
Rabies Prevention and Control" was replaced with the updated 2016 version of the

same document; and 4.) a new Subsection 004.07 was added to incorporate the
document entitled "Use of Reduced (4-Dose) Vaccine Schedule for Post-Exposure
Prophylaxis to Prevent Human Rabies: Recommendations of the Advisory
Committee on Immunization Practices, 2010" as a companion document to the
"Human Rabies Prevention, 2008" document currently incorporated by reference
in Section 004.03. A few minor changes were made in the definitions section to
match the updated incorporated references, and parts of Section 610 were updated
to align with new guidance incorporated by reference.
Dr. Tengelsen informed the Committee the Department anticipates no fiscal
impact to the General Fund or any other funds except the costs associated with
rule promulgation, printing, and publication. Negotiated rulemaking was not
conducted, although public health district stakeholders were consulted and support
the temporary rule.
Vice Chairman Souza invited questions from the Committee. Senator Martin
asked why no public hearings were held on the docket. Dr. Tengelsen responded
the temporary rule was put in place rather urgently with the emergence of the
Zika virus. The Department consulted with public health districts, the primary
stakeholders, and they were supportive. Senator Martin inquired whether
stakeholders will be informed about the new reporting requirements. Dr. Tengelsen
answered that health care providers and laboratorians are being advised of the
change through newsletters to various groups.
MOTION:

There being no more questions or testimony, Senator Martin moved to approve
Docket No. 16-0210-1701, noting the agenda reference to the docket number
contained a typographical error. Senator Anthon seconded the motion. The
motion carried by voice vote.

DOCKET NO.
16-0219-1601

Food Safety and Sanitation Standards for Food Establishments. Patrick
Guzzle, introduced himself as the Food Protection Program Manager with the
Department's Division of Public Health. Mr. Guzzle informed the Committee
the Food Protection Program (Program) works closely with Idaho's public health
districts to inspect and license food establishments, investigate complaints, and
ensure the safety of food being purchased and consumed in Idaho. The Program
provides direct support and technical guidance to the public health districts as well
as consumers, industry representatives, and all other food safety stakeholders.
Mr. Guzzle explained there was some confusion in terminology in the food safety
rules approved by the 2016 Legislature because the term "critical" was used to
describe two different things: 1.) the severity of a food safety infraction and how
soon it must be resolved; and 2.) the actual score of the inspection, reflecting the
number of food safety violations observed. To resolve the confusion, the docket
replaces the term "critical" with the term "risk factor" and the term "non-critical"
with the term "good retail practice" for the purposes of scoring an inspection. This
change will match the food inspection report that is separated into two sections: risk
factors and good retail practices. It is consistent with how many other states use
these terms and results in no change to the health districts or food establishments.
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Mr. Guzzle clarified the terms "critical" and "non-critical" will still be used but only to
describe the nature of a food safety violation and how soon it must be resolved.
Some examples of "critical" violations include staff members working while ill with
a condition that can be easily transmitted to others through the food, improper
handwashing practices, improper temperature control of foods, or contamination
of foods. A much shorter time frame is allowed to correct critical violations, and
they are usually required to be corrected while the inspector is still on-site. Some
examples of "non-critical" violations include broken floor tiles, soiled surfaces that
do not result in food contamination, or inadequate ventilation or lighting. Such
situations warrant a longer correction time frame because they normally do not
present an immediate risk to food safety.
Vice Chairman Souza invited questions from the Committee. Chairman Heider
asked how often inspections are conducted. Mr. Guzzle responded they are usually
conducted annually. Chairman Heider inquired if a violation such as a broken pipe
or food not warm enough to kill bacteria was found whether it could be an entire
year until the facility was reinspected for compliance. Mr. Guzzle answered it
would be another year until an inspection. However, during the initial inspection
where a violation is found, documentation is left with the food establishment.
Follow-up is conducted within ten calendar days, either by conducting a follow-up
inspection or allowing the establishment to submit a correction report back to the
local health district, depending on the history of the establishment and the nature of
the violation. Senator Martin asked how many attended the September 15, 2016
public hearing, how many called in, and what was the response from participants.
Mr. Guzzle replied no one called into the hearing although the phone line was left
open for one-half hour. Senator Martin further inquired whether people could
attend the hearing in person. Mr. Guzzle confirmed the option to attend in person
was provided, but no one participated either in person or by telephone.
TESTIMONY:

Pam Eaton introduced herself as the President and CEO of the Idaho Lodging
and Restaurant Association and informed the Committee her members are the
primary stakeholders impacted by this rule. Her group is fine with the rule and they
applaud the Department and Mr. Guzzle for how closely they work with industry
and stakeholders when creating the rules.

MOTION:

There being no more questions or testimony, Senator Harris moved to approve
Docket No. 16-0219-1601. Senator Lee seconded the motion. The motion carried
by voice vote.

DOCKET NO.
16-0601-1601

Chafee Program Funding Age. Gracie O'Brien introduced herself to the
Committee as the Independent Living Program Specialist, Child Welfare Policy
Unit, Division of Family and Community Services. Ms. O'Brien informed the
Committee her team oversees the development of policy and practice standards
for the safety, well being, and permanency for children and families served in the
child welfare system.
Ms. O'Brien provided background on the John H. Chafee Foster Care
Independence Program Act (Chafee Program), passed by the U.S. Congress in
1999 to promote a more successful transition to adulthood for youth leaving foster
care. The Chafee Program also provides federal funding to accomplish this goal.
The Idaho Foster Care Independence Program uses this federal funding to provide
services to eligible youth in foster care between the ages of 15 to 21 who have
been in State custody for at least 90 days after their 15th birthday. Independent
living services focus on culture and personal identity formation, supportive services
and community connections, physical and mental health, life skills, education,
employment, and housing.
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Ms. O'Brien informed the Committee that 2016 changes to Idaho Code §§ 16-1621
and 16-1622 and Public Law 113-183 require the Department to begin assessing
and providing independent living services to young people in foster care beginning
at age 14 instead of age 15. To align with changes in these laws, the pending rule
docket lowers the age at which foster youth are eligible to receive independent
living services funded by the Chafee Program from 90 days after their 15th birthday
to 90 days after their 14th birthday. Negotiated rulemaking was deemed not feasible
because the rule changes increase services and align the rules with State and
Federal law. One public hearing was held with no attendees or further comments
received by the Department. The program is federally funded, and the increased
access to services afforded by the rule change could reduce demand on General
Fund monies and other federal funding.
Senator Lee asked whether the entire $500,000 in federal funds currently received
for the program is expended, and if so, will the rule change place additional
demand on these resources. Ms. O'Brien replied all money allocated each year
is expended, but how it is used depends on need. If the population is lower than
anticipated, the Department can add additional services and be more creative
in how funds are used.
Senator Lee inquired what services might become unavailable if the age is lowered
and where the tension on these dollars might be going forward. Ms. O'Brien
gave an example of regions running independent living groups. If there are extra
dollars, the Department can provide incentives to increase participation. These
processes will not change if the rule is approved. Senator Foreman asked how
many additional persons will be covered by lowering the age to 14. Ms. O'Brien
answered an analysis was conducted for fiscal years 2013 to 2016, and there
would be an additional 20 youth per year. Vice Chairman Souza asked for
clarification about the number and whether it meant there are 20 year per year in
the entire program or 20 additional youth. Ms. O'Brien stated it would be 20 youth
per year statewide. Senator Martin asked why the age is changing from 15 to
14. Ms. O'Brien explained research shows youth in foster care typically have a
hard time exiting foster care. The longer the Department is able to engage with
these young people, the more successful the transition to be a member of society.
Most are in high school by age 14.5 so it would enable them to start doing career
planning. Because of what they know about trauma and foster care, it gives more
time to make a positive impact.
MOTION:

There being no more questions, Senator Foreman moved to approve Docket
No. 16-0601-1601. Senator Martin seconded the motion. The motion carried
by voice vote.
Vice Chairman Souza recognized Ms. O'Brien, who asked to clarify for the
Committee that it is 20 additional youth who would be added to the program, not a
total of 20 youth statewide who would be involved in the program. Vice Chairman
Souza asked if any Committee member wished to change his or her vote based on
the additional information, and no changes were requested.
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DOCKET NO.
16-0719-1601

Certification of Peer Support Specialists and Family Support Partners.
Jennifer Eason-Barnett, Quality Assurance Specialist with the Department
of Health and Welfare Division of Behavioral Health, introduced herself to the
Committee to present the pending rule docket. Ms. Eason-Barnett explained the
Division of Behavioral Health seeks to expand provider types in the behavioral
health service system by training and certifying Peer and Family Specialists,
who are unregulated by the Idaho Bureau of Occupational Licensing. The rule
will protect the public health, safety, and welfare of vulnerable individuals with
behavioral health issues by ensuring these providers are qualified and meet certain
standards. Peer Support Specialist Training began in 2007. In 2014, the Division
of Behavioral Health developed behavioral health standards for Peer Support
Specialists and for an additional provider category of Family Support Partner. The
standards were developed in collaboration with stakeholders, including peers
and families, and underwent a public comment process prior to adoption into the
behavioral health standards handbook.
Ms. Eason-Barnett informed the Committee that over the last nine years, peer
and family support services have grown significantly. The pending rule would
legitimize and support this provider type as a para-professional occupation with
adherence to standards and a code of ethics. The provision of support services
by a peer or family provider is nationally a best practice to assist individuals with
behavioral health issues towards recovery. These providers are unique to the
behavioral health system due to the "lived-experience" support they can provide to
an individual currently in services. People serving as Peer Support Specialists have
expressed the program helps give them a purpose in life and allows them to use
their own challenges in recovery to provide a unique perspective. Peer Support
Specialists and Family Support Partners are found in settings such as behavioral
health clinics, on ACT teams, in recovery centers, and hospitals.
Ms. Eason-Barnett stated the rule provides the qualifications and requirements
needed to become certified by the Division of Behavioral Health and addresses
the administration of certification, including enforcement and actions for denial,
revocation, or suspension. For certification, as outlined in the pending rules, these
para-professionals would be required to obtain supervised work experience and
on-going continuing education or training following certification to ensure the
safety, health, and welfare of those receiving behavioral health services. There
is no anticipated impact to the General Fund or any other funds for this rule
change. Negotiated rulemaking was conducted in 2016. Comments from the public
hearing were positive, and recommendations for changes were incorporated into
the pending rule.
Vice Chairman Souza requested that Ms. Eason-Barnett walk the Committee
through the changes in the rule. Ms. Eason-Barnett responded this is a brand
new chapter of rules. Peer Support Specialists began appearing in 2007 to help
individuals receiving behavior health services. The rule docket outlines guidelines
for training and certification.
Ms. Eason-Barnett reviewed the definition of Family Support Partner in Section
010.05 as someone who has had the experience of raising a child with a behavioral
health disorder diagnosis, mental illness, or substance use disorder. Section
010.07 defines "lived experience" as personal experience with the behavioral
health services system. Section 200.02 identifies the minimum training topics to
demonstrate competency in accordance with national best practices. This section
also adds a training topic of motivation and empowerment to ensure the provider
has the skills to assist the individual in care.
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Beverly Barr introduced herself as the Rules Specialist for the Department of
Health and Welfare and stated the rule is a brand new chapter. The Division
conducted negotiated rulemaking, and the docket was published as a proposed rule
in October 2016. The proposed rule has never been codified. In January, the rule
was republished as a temporary rule. Vice Chairman Souza asked if there was
different language in the rule that was deleted during negotiated rulemaking and if
there was new language inserted. Ms. Barr replied that the words were inserted
after the rule was first published to incorporate comments received during the
21-day public comment period. Senator Lee asked for clarification whether the red
additions came from negotiated rulemaking and were not added independently by
the Department. Ms. Barr answered the changes were based on public comments
received by the Department through the public hearings.
Mr. Edmunds, Administrator for the Division of Behavioral Health, informed the
Committee this is the process of the Department of Administration. The original set
of rules are submitted, and then they were improved based on public comment.
The changes came from negotiated rulemaking and the public hearing, and this
is the Department's best effort at a finished rule. Mr. Edmunds apologized for
the confusion; however, this is the rule that was intended to be published. The
Department is very comfortable with the rules and wants the Committee to be
comfortable with them as well.
Senator Martin asked how many people called in or attended the public hearing
on October 21. Stephanie Hoffman, Program Specialist with the Department's
Division of Behavioral Health, was recognized and introduced herself to the
Committee. Senator Martin repeated his question of how many providers this rule
affects and how many gave input to the process. Ms. Hoffman advised she was
present at the public hearing, and there were two providers who participated by
telephone and one provider who attended in person who gave input on the rules.
Ms. Hoffman referred Senator Martin's question about the number of providers
affected by the rule to Ms. Eason-Barnett. Ms. Eason-Barnett returned to the
podium and stated this is a new provider type and an addition to the behavioral
health network so the program has the potential to grow.
Senator Harris asked whether the text in red print was added after the public
comment period. Ms. Eason-Barnett answered that is correct. Senator Harris
inquired if any public comment was obtained after the text in red print was added.
Ms. Eason-Barnett replied no additional public comment was taken. Senator
Foreman asked whether he understands the process correctly: public hearings
were held, a proposed document was developed, the proposed document was
published in a bulletin but not codified, and it became the pending document. The
changes in red are the differences between the proposed and the pending rule.
The Committee is not seeing the entire flow because members do not have the
bulletin, but if the bulletin was included, the Committee could see the changes. Ms.
Eason-Barnett confirmed Senator Foreman's understanding and added there was
negotiated rulemaking conducted prior to the public hearing with no input, and the
only input was received after the public hearing.

SENATE HEALTH & WELFARE COMMITTEE
Monday, January 16, 2017—Minutes—Page 6

Senator Jordan inquired how many peer reviewers and counselors the program
has had. Ms. Eason-Barnett answered there were approximately 200 providers
in the first group of training. From that initial training, the Department identified a
need for quality assurance of the providers to protect those receiving behavioral
health services, and this rule is the result. Senator Jordan stated she has spoken
with a number of providers and those who have availed themselves of the services.
She knows the services are valuable but has some concerns about people who
place themselves in a peer support role because their own emotional experiences
can color a lot of things. Senator Jordan asked what type of monitoring the
Division of Behavioral Health has in place to either visit or observe or otherwise
ensure that people providing these services are performing appropriately. Ms.
Eason-Barnett responded the rule requires providers to adhere to a code of
ethics. If a provider was to be hired as an employee of a community behavioral
health organization, the provider would also be required to undergo a background
check. An applicant undergoes further review of qualifications to ensure eligibility
for certification. The Division of Behavioral Health maintains a list of those who
have passed the minimum 40 hours of training and obtained certification. There
are written standards to follow for peer support or family services providers,
including standards to prevent overbilling, requirements for supervision, support
for the provider, consistent enforcement and discipline of ethical violations, and
a mechanism to respond to concerns.
Senator Jordan asked about the "family dynamics" training requirement in Section
200.02 as it relates to the Section 300.q reference to the "child and family team"
and "how to be a team player." Senator Jordan expressed concern as to why these
two sections are different. Ms. Eason-Barnett explained the training requirements
are based on recommended best practices. The "team player" reference relates to
the Family Support Provider understanding their role on a child-family team and
interacting with other members of that team versus understanding family dynamics
in general.
Chairman Heider judged the topics are good things and sees the rule as a
productive step. These are not professionals but peers and they are appropriate
ideas for a list of topics to be discussed and a collection of ideas to help people
communicate better. Chairman Heider expressed his support for the rule as
written. Ms. Eason-Barnett asserted her agreement with Chairman Heider and
stated this is about helping someone be more successful in behavioral health
treatment. People progress through treatment when they have this kind of support
versus working with a professional with a degree.
Senator Foreman asked if consideration was given to whether the certification
requirements would discourage young people from going through the process. Ms.
Eason-Barnett replied the Division's experience was to the contrary; the program
has given many people an avenue to help others if they only have a high school
diploma or GED and they have few other options except for the story of their own
mental health journey. Individuals are very excited about the possibility of giving
back to others. The family support piece is also beneficial because it is difficult for
families with children with severe emotional disturbances to navigate the system.
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Senator Jordan asked if the family support component relates to adults working
with adults, or might it involve an adult working with a child or young person. Ms.
Eason-Barnett responded that the Family Support Partner is an adult working with
a parent or caregiver who has a child currently in the behavioral health system.
There may also be a peer on the child-family team, and a family member that is
struggling may have his or her own peer support provider. Senator Jordan further
inquired if an adult family support partner works with their own peers and not with
the young person unless another person is brought in for that younger person.
Ms. Eason-Barnett answered that is correct. Senator Lee asked whether there
is a cost to the person undertaking the training and certification, and if there is a
cost to the Department to implement the rules. Ms. Eason-Barnett replied there
is no cost for the certification, but there is a cost for the training. They are not
anticipating any additional costs to the Division of Behavioral Health's budget.
Senator Lee inquired whether the cost for training is for the Department or for the
participant. Ms. Eason-Barnett answered there is a cost to the participant for the
training; however, most of the community behavioral health providers adding peer
supports to their array of services find enough value in it that they are paying for
the training. Vice Chairman Souza asked what the cost is to the individual. Ms.
Eason-Barnett stated it is approximately $300 for the training but sometimes there
are scholarships for individuals.
MOTION:

There being no more questions, Senator Martin moved to approve Docket No.
16-0719-1601. Chairman Heider seconded the motion.
Senator Lee concurred the program is a great idea; however, it is a substantive
addition to the rules. Her preference would be to have the Legislature pass a policy
followed by the agency adopting a rule to implement the policy. Senator Lee stated
she will support the motion but cautioned the agency about bringing new programs
without having a conversation first as she does not want to approve policy in a rule.
The motion carried by voice vote.

DOCKET NO.
16-0737-1601

Children's Mental Health Services. Stephanie Hoffman, Ph.D., Human
Services Program Specialist, Division of Behavioral Health, introduced herself
to the Committee. The rule docket makes changes to the Children's Mental
Health Services chapter to: 1.) adhere to best practices regarding alternate care
placement; 2.) add definitions that clarify procedures; and 3.) add some minor
clarifications regarding the initial implementation phase of the Jeff D settlement
agreement approved by the federal court. Dr. Hoffman explained the Jeff D
lawsuit is a 36-year-old federal class action lawsuit against the State of Idaho
regarding children's mental health services. The settlement agreement required
the Department to utilize a specific tool to assess the child's and the family's
strengths and needs to assist in the development of an individual treatment plan.
An individual treatment plan describes the strengths, needs and goals that are
unique to the individual child and his or her family. With input from the family, the
plan guides the individualized services and supports that will assist the child in
meeting the desired outcomes. This rule adopts a new assessment tool to comply
with the settlement agreement, and language in the eligibility section of this chapter
is being revised to allow for implementation of the new tool.
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Dr. Hoffman informed the Committee the Division of Behavioral Health is removing
language from the rule that speaks of federal child welfare requirements which
no longer apply to children's mental health practices because the Division no
longer accesses federal child welfare funding for children's mental health services.
Alternate care placement practices have been adjusted in response to the change
in funding. Alternate care is a temporary living arrangement outside the family
home which may include licensed therapeutic foster care or residential treatment
that provides 24-hour care for children. Finally, throughout the chapter, the docket
includes technical or clerical corrections or minor clarifications of existing language.
This rule has no fiscal impact to the General Fund or any funds. Negotiated
rulemaking was not conducted for this docket; however, the changes were vetted
with Department staff from the affected divisions, and the new assessment tool
was negotiated with representative stakeholders through the Jeff D mediation and
implementation planning process. A public hearing with teleconference option
was held. No members of the public participated, and there was no opposition or
support from the public.
Vice Chairman Souza asked Dr. Hoffman to describe significant changes in
the language. Dr. Hoffman responded the most significant changes involve
the definitions; specifically, the definitions of "behavioral health," "crisis plan,"
"face-to-face contact," "placement agreement," and "treatment plan." As a
result of the Jeff D lawsuit, the definition of "treatment plan" was expanded to
add components. Some sections were moved to other locations in the rule to
improve the flow. Page 171 includes a most significant section under "Eligibility
Determination." Section 107.02.d. adds the Department's approved tool and
removed the tool they were using. Also, language is added to clarify parents and
guardians retain custody of the child when the child is receiving services from
the Division of Behavioral Health. On page 172, language was added to bring
clarity to development of a treatment plan. Again, language was moved from
other sections. On page 176, the Department will be responsible for explaining
financial arrangements to the parent. Page 179 includes updates to the rates for
family alternate care payments. Finally, on page 181, a clarification was made in
Section 800 to ensure treatment plans focus on goals, safety, and effectiveness of
treatment, and to add the Department may request the Court hold a review hearing
for the child in accordance with Idaho Code.
Vice Chairman Souza invited questions from the Committee. Senator Anthon
asked about the difference between substance abuse and substance use disorder
in Section 013.02. Dr. Hoffman explained nationally, the terminology has changed
because the term substance abuse has a negative connotation. Best practice and
research shows it's a disorder because of the chemistry of the brain and the body,
and it's not a person's fault they have a substance use disorder.
Senator Agenbroad asked for clarification on Dr. Hoffman's statement that the
rule was fiscally neutral when page 179 contains a table of increased amounts for
alternate care payments, and how those increases will be covered. Dr. Hoffman
replied the rates fall under the Division of Family and Community Services and they
are adjusted due to inflation. Senator Agenbroad reiterated the rule does not
appear to be fiscally neutral if the rates are going up, regardless of the reason. Dr.
Hoffman deferred to Mr. Edmunds to answer the question. Mr. Edmunds returned
to the podium and informed the Committee the cost of the individual services will
go up but there is no difference in the Department's appropriation to pay for those
services, so there is no fiscal impact to the Department or General Fund.
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Senator Harris inquired about the various plans referenced in the rule and whether
the plans are tracked by the Department. Dr. Hoffman explained when a child
comes under services of the Department, there is a treatment plan. The treatment
plan includes a crisis plan and, if the child goes to alternate care placement, an
alternate care placement plan. Not every child will have an alternate care placement
plan because not every child is outside the home for a while. Each plan covers
specific goals for the child's safety. A crisis plan sets forth to everyone in the child's
life what needs to happen in a time of crisis. The plans are kept in one electronic file.
Senator Lee asked who has the final say in the event parents disagree with the
Department. Dr. Hoffman replied the parents are very much involved and are part
of the team. They help make up the treatment plan. If they disagree, they are able
to say that at the table at the time. If they disagree later, the plan can be changed.
Just because the parents say they don't like something, it doesn't automatically
change the plan, however. All players on the team have a say in the best interest of
the child, and in the case of a court-ordered placement, the court decides. Senator
Lee further inquired if the parents have access to judicial review or if the appeal
process is strictly handled within the Department. In addition, if the placement is
not court ordered, Senator Lee asked who makes the final decision. Dr. Hoffman
answered there are periodic reviews to make sure the child is getting what he or
she needs and to ensure the plan is working. If the parent disagrees with the plan
but the rest of the team feels it is in the best interest of the child, it would depend on
the situation. Mr. Edmunds returned to the podium and explained parents have
the decision making power. If parents don't want to put their kids in services, then
they don't. If the court orders it, then compliance is necessary, but ultimately the
parent makes the decision. There are times when parents request things of the
system that the system can't provide. For example, if they ask the child be placed
in residential care and it's not clinically indicated, then the request would be denied.
Ultimately, unless it's a court-ordered case, the parent is 100 percent in control
and makes the decisions for their child.
MOTION:

There being no more questions, Senator Agenbroad moved to approve Docket
No. 16-0737-1601. Senator Lee seconded the motion. The motion carried by
voice vote.

PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.

RS 24846

Relating to Child Protection. Miren Unsworth introduced herself to the
Committee as Deputy Administrator, Division of Family and Community Services.
Ms. Unsworth informed the Committee this legislation modifies the definitions
in the Idaho Child Protective Act (Act) to include human trafficking under the
definitions of "abused" and "sexual conduct." Since 2007, the National Human
Trafficking Hotline has received 366 referrals from Idaho, including both adult and
minor victims. The Act does not currently include human trafficking in its definitions
of abuse or neglect, potentially leaving child victims vulnerable to further abuse.
The Justice for Victims of Sex Trafficking Act of 2015 (Public Law 114-22) amends
the Child Abuse Prevention and Treatment Act (CAPTA) state grant program
requirements and specifically requires states to consider any child who is identified
by a state as a victim of sex trafficking or severe forms of trafficking as a victim of
"child abuse and neglect" and "sexual abuse." The law utilizes the definitions of
sex trafficking or severe forms of trafficking as defined in the Trafficking Victims
Protection Act of 2000 (TVPA).
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Ms. Unsworth explained the proposed legislation will increase the State's
ability to protect minor victims of sex trafficking by including human trafficking in
the definitions of abuse and sexual conduct and the aggravated circumstances
definitions of the Act. Federal partners have affirmed the Idaho Code definitions of
human trafficking meet the definitions under the TVPA and the requirements of the
Justice for Victims of Sex Trafficking Act of 2015. The Division has worked closely
with the Administrative Office of the Courts on this proposed legislation and has
shared the legislation with the Governor's Task Force on Children at Risk, the Idaho
Children's Trust Fund, the Idaho Coalition Against Sexual and Domestic Violence,
the Idaho Department of Juvenile Corrections, and attorneys for each of the Idaho
tribes. This legislation is intended to clearly define sex trafficking in the Act, utilizing
the current definition found in the State's criminal code. It will also allow for a civil
action under the Act to be opened when the State's involvement is necessary.
MOTION:

Senator Martin moved to send RS 24846 to print. Vice Chairman Souza
seconded the motion. The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:42 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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DOCKET NO.
58-0105-1601

Rules and Standards for Hazardous Waste. Matt Alvarado, Hazardous Waste
Regulation and Policy Coordinator for the Waste and Mediation Division at
Department of Environmental Quality (DEQ) presented this docket. He described
the adoption by reference of final federal hazardous waste regulations promulgated
with effective dates from July 1, 2015 through June 30, 2016. Adoption by
reference of federal hazardous waste regulations was a routine procedure that DEQ
performed annually to: 1.) satisfy the consistency and stringency requirements of
the Hazardous Waste Management Act; 2.) meet the legislative intent to avoid the
existence of duplicative, overlapping or conflicting state and federal regulatory
systems; and 3.) provide for DEQ to maintain primacy and authorization to operate
the federal Resource Conservation and Recovery Act (RCRA) program in lieu
of Environmental Protection Agency (EPA). The public notice for the rulemaking
appeared in the August 2016 edition of the Idaho Administrative Bulletin. No public
hearing was requested or held, and no objections and no written comments were
received from the public. This proposed rule was neither broader in scope nor
more stringent than federal regulations and did not regulate an activity that was not
regulated by the federal government. This docket included four new rules that have
been promulgated since the last incorporation, a new incorporation by reference,
a new definition of solid waste rule covering the disposal of Coal Combustion
Residuals (CCR) from electric utilities, technical corrections to the effective date of
the CCR rule and a rule covering transboundary hazardous waste shipments.
Mr. Alvarado briefly described the contents of these new rules. The Definition of
Solid Waste (DSW) changed as, EPA revised several recycling related provisions
associated with the DSW, which are used to determine the hazardous waste
regulations under Subtitle C of the RCRA. Specifically, the new DSW rule withdraws
the transfer based exclusion that was in the existing regulation and replaced it
with the verified recycler exclusion. The new requirements also created a new
definition of legitimate recycling of Hazardous Secondary Material (HSM). The new
requirements apply to both generators of HSM and recycling of such material,
whether on-site by the generator or by an off-site third party recycler. This rule
included a new "remanufacturing exclusion" for 18 higher-value spent solvents
that included revisions to the process for existing variances and "non-waste
determinations." The new DSW rule included a requirement for the National

Response Center to be notified in certain emergency situations. The Idaho rules
have been revised to ensure the state communication center is also notified in
these situations. These requirements were identical to current Idaho Rules for
Hazardous Waste Generators and for treatments towards in-disposal facilities in
certain emergency situations. The new DSW rule is more stringent than the State's
current DSW rule and, therefore, adoption is required by the federal government in
order to meet the stringent requirements for state programs. Currently, only one
facility in Idaho is using an HSM recycling exclusion and a generator controlled
exclusion for recycling solvents on site. Therefore, there should be no impact on
the regulatory community from this new rule in Idaho.
Mr. Alvarado next explained the Coal Combustion Waste (CCR) rule definition
by stating EPA had regulated disposal of residuals from coal combustion at
electric utilities under solid waste regulations authorized by Subtitle D of RCRA.
The rules contained a revision to RCRA Subtitle C, hazardous waste regulation,
which identified solid waste was not hazardous and therefore excluded from
regulations under Subtitle C. Impacts from this rule in Idaho should be minimal
because currently there are no coal-fired electric plants located in Idaho. He further
explained the technical corrections to the CCR rule stating this docket simply
corrected typographical errors in the original final rule which resulted in two different
effective dates being published.
Mr. Alvarado explained the Transboundary Shipment rule, stating EPA was
amending certain existing regulations that applied to transboundary movement
of hazardous waste among the Organization for Economic Cooperation and
Development (OECD) member countries. This revised the list of OECD member
countries to include Estonia, Israel and Slovenia. EPA did not authorize states to
administer federal import/export functions in any section of the RCRA hazardous
waste regulations and must be notified of all imports/exports of RCRA hazardous
waste. The non authorized state programs were required to adopt import/export
provisions to maintain consistency with federal requirements. The addition of these
three countries to the OECD member list should have no impact on Idaho facilities.
Senator Martin emphasized how important the word "primacy" was in the
testimony. He further stated primacy was one of the most important things which
could be discussed in the State of Idaho and he appreciated the efforts of DEQ
and the efforts of former Senator John Tippets, now Director of DEQ who was in
the audience.
Mr. Alvarado thanked everyone and pointed out it is important DEQ has adopted
and brought on the program they are enforcing in the State, so DEQ is a voice
for Idaho in this process rather than the federal government being in charge of
the regulations.
MOTION:

There being no more questions, Senator Martin moved to approve Docket No.
58-0105-1601. Senator Harris seconded the motion. The motion carried by voice
vote.

DOCKET NO.
58-0101-1602

Rules for the Control of Air Pollution in Idaho. Tiffany Floyd, Air Quality
Division Administrator at Department of Environmental Quality (DEQ), introduced
herself and explained rulemaking has been initiated to delete Idaho Administrative
Procedures Act (IDAPA) Section 582. In reviewing the rules, DEQ discovered
Section 582 was outdated and no longer applicable. Ms. Floyd informed the
Committee northern Ada County was designated non-attainment (not meeting
NAAQS) for Particulate Matter 10 in 1990. In the late 1990s, EPA attempted
to assist states with non-attainment planning processes and transportation
requirements, but was sued in 2001 and lost. As part of the court settlement, an
interim measure was adopted to ensure transportation projects could legally still
go forward until DEQ developed a maintenance plan for the non-attainment area.
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DEQ submitted the maintenance plan, and it was approved by EPA in 2003. DEQ
did not conduct negotiated rulemaking, as DEQ felt it was not feasible because
of the nature of this matter. However, DEQ held a public comment period and
a public hearing.
Senator Jordan questioned if this section was specific to the non-attainment in
1990, if there was another non-attainment, would new rules applicable to that
specific situation be implemented at the time. Ms. Floyd replied that if a new
non-attainment area came about and DEQ is designated for another pollutant in
that same process, then DEQ will have transportation planning requirements not
specific to Ada County.
MOTION:

There being no more questions, Senator Agenbroad moved to approve Docket
No. 58-0101-1602. Senator Anthon seconded the motion. The motion carried
by voice vote.

DOCKET NO.
58-0101-1603

Rules for the Control of Air Pollution in Idaho. Tiffany Floyd, Air Quality
Division Administrator at DEQ, presented this docket. She explained the purpose
of this rulemaking was to ensure Idaho's rules remain consistent with federal
regulations. The rules for control of air pollution are updated annually to maintain
consistency with federal regulations implementing the Clean Air Act. This proposed
rule incorporated by reference federal regulations revised in July 1, 2016. Adoption
of federal regulations was necessary for EPA approval of Idaho's Title V operating
permit program and state primacy of the Clean Air Act programs. This rule allows
DEQ to keep its rules up to date with federal changes and simplified compliance
for the regulated community. As required by Idaho Code, DEQ prepared a brief
overview detailing the latest revisions being proposed for incorporation. Ms. Floyd
stated if upon review the Committee required any detail on a specific rule or update,
she could schedule a time with the appropriate staff to discuss further. Ms. Floyd
further highlighted some of the changes which most impact Idaho. The NAAQS
for ozone was reduced from 75 to 70 parts per billion. The Treasure Valley had
been affected by ozone but is currently in compliance with the new standard. The
new ozone standard will have an impact on how the crop residue burn program is
implemented.
Ms. Floyd explained there were also a number of updates associated with
DEQ's permit program that will have an impact on Idaho facilities. Three types of
facilities in particular are power plants, phosphate fertilizer plants, and the oil/gas
industry. Ms. Floyd stated EPA promulgated two rules to control carbon dioxide
emissions from power plants, one for new facilities and the other for existing
facilities, both of which are currently being litigated. The existing facilities in
Idaho which are impacted are Rathdrum Power and Idaho Power's Langley Gulch
natural gas plant. Ms. Floyd mentioned the phosphate fertilizer plants update
added new requirements for monitoring and record-keeping and updated emission
requirements for certain processes within those facilities. The new monitoring
and record-keeping requirements would affect Idaho facilities such as Simplot
in Pocatello and Agrium in Soda Springs. Ms. Floyd explained methane was
added as a regulated pollutant for oil and natural gas wells, and the update added
requirements for additional equipment in their production chains. This rule affects
Alta Mesa and any new facility built in Idaho. DEQ did not conduct negotiated
rulemaking because it was not feasible due to the nature of this rule and because
DEQ has no discretion with respect to adopting federal regulations. DEQ held a
public comment period and a public hearing and did not receive any comments.
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Senator Harris asked how companies such as Agrium and Simplot are monitoring
the new regulations. Ms. Floyd explained mercury and fluoride are monitored by
Continuous Emissions Monitoring (CEM) to ensure they meet the requirements.
The companies maintain the records when taking samples of the tests for those
pollutants and provide them to DEQ. Senator Harris asked if this change will help
with any future litigation. Ms. Floyd replied if DEQ was asked about the mercury
emissions and the accuracy, DEQ would have the information and documentation
that DEQ conducted the proper testing as outlined in the federal regulations.
MOTION:

There being no more questions, Senator Harris moved to approve Docket No.
58-0101-1602. Chairman Heider seconded the motion. The motion carried by
voice vote.

RS 24817

Relating to Crop Residue Burning. Tiffany Floyd, Air Quality Division
Administrator at DEQ, explained RS 24817. The proposed amendment is to
Idaho Code § 39-114, which relates to Crop Residue Burning (CRB). In 2008,
the Legislature enacted Idaho Code § 39-114, which required DEQ to assess air
quality conditions before approving the burning of crop residue. DEQ implemented
these requirements at IDAPA 58.01.01.618 through 58.01.01.624. Section 621
requires that before approving a burn in the program, DEQ must evaluate a number
of criteria such as: proximity to sensitive groups; other burning activity; weather
conditions; and pollutant concentrations.
Ms. Floyd informed the Committee DEQ requires that pollutant concentrations not
exceed 75 percent of any NAAQS, essentially creating a backstop or threshold to
ensure that DEQ was not approving burns that caused a violation of NAAQS. Next
year the implementation of the current program will become more problematic due
to the ozone standard for two reasons: 1.) EPA reduced the standard for ozone
from 75 to 70 parts per billion (ppb) making it difficult to approve burn days; and 2.)
there will be days when ozone concentrations could be high enough to limit crop
residue burns on what would otherwise be a "good" burn day, meaning a day when
burning is not predicted to cause a violation of any NAAQS. That conflict was a
significant issue for many in the agricultural sector and an issue for the grass seed
growers in the northern part of the state because ozone is one of the drivers that
determined whether a crop residue burn can or cannot occur on a specific day.
Ms. Floyd stated to address these limitations, DEQ engaged in negotiated
rulemaking. Based on those meetings, DEQ proposed to increase the 75 percent
threshold to 90 percent for ozone. DEQ is confident there will be enough buffer to
ensure the ozone standard is not exceeded from a crop residue burn. The goal
of the CRB program was to protect public health and allow crop residue burning
as an agricultural practice. DEQ believes the new threshold of 90 percent will
meet these goals.
Ms. Floyd said this program change will require EPA approval. Therefore,
to account for the time needed to obtain EPA approval, the change will be
implemented in two stages. For the 2017 burn season, the ozone threshold will
remain at the current level or 75 percent of the 2008 ozone standard. On February
28, 2018, which is the expected date of EPA approval, the 90 percent threshold of
the 2015 ozone standard will become effective. Lastly, this change will not have
any direct fiscal impact on the state and the change will not alter resources used
by DEQ to implement the CRB program, nor will the current crop residue burn fee
structure outlined in Idaho Code § 39-114 be changed.
Senator Jordan asked if approval is anticipated in February 2018. Ms. Floyd
explained EPA made the change to the ozone standard reduction in late October
2015, when the evaluation occurred. As far as the February 2018 deadline, DEQ
can work closely with EPA to demonstrate the change is still protective as DEQ's
current program is within the 75 percent.
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Senator Jordan asked if there was an emergency clause and why was this bill
not addressed in the earlier session. Ms. Floyd explained if this legislation is
approved, DEQ will conduct rulemaking to conform the rules to the new statute.
It is important to change the statute first, and in 2018, DEQ will present the rule
change to mirror the statute. Senator Jordan asked what happens if this bill is not
approved. Ms. Floyd explained if the bill is not approved, the existing program with
75 percent of the NAAQS would remain in effect.
Senator Martin asked if a farmer who wanted to burn his ditch banks needed to get
pre-approval from DEQ. Ms. Floyd explained pre-approval was specific to crop
residue burning and would not apply to ditch bank burning.
Senator Martin referring to the last page of this docket asked about an emergency
existing and who declares the emergency. John Tippets, Director of DEQ, was
recognized to explain the legislation has a specified default effective date. There
is an emergency clause to make the legislation effective immediately rather than
waiting until July 1 because DEQ expects EPA to approve the new rule prior to
February 28, 2018, and it will allow Sections 2 and 3 to be in full force and effect on
and after February 28, 2018.
Chairman Heider asked if burning depended on the amount of crop residue or the
amount of burning that took place in a day and how DEQ would delegate the days
for burning. Ms. Floyd answered that DEQ prepares a list of farmers who apply
for those burns and based on the number of acres, farm location, pollution levels,
DEQ works with the farmers to address the number of burns and then decides
on the burn days.
Senator Foreman asked if DEQ is unable to go to the 90 percent standard,
assuming it is going to have a negative impact on the ability to burn, how severe an
impact would occur. Ms. Floyd explained if not approved at 90 percent, then DEQ
would implement at 75 percent, but the additional average number of days could be
affected depending on the location. For instance, if the farm is located in South
Idaho, then roughly 60 days and in North Idaho roughly 30 days would be affected.
It is difficult for DEQ to burn under these circumstances, and a potential increase
of "no burn days" is important to DEQ.
Senator Foreman asked when the burn season occurs and the length of the total
burn season. Mary Anderson, Air Quality Program Manager who oversees DEQ's
CRB program, explained a specific spring burn season occurs from March through
May and the fall burning season starts mid July through mid October.
MOTION:

There being no more questions, Senator Anthon moved to send RS 24817 to print.
Senator Harris seconded the motion. The motion carried by voice vote.

PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:35 p.m.

___________________________

___________________________

Senator Heider

Jeanne Jackson-Heim

Chair

Secretary
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___________________________
Arti Clark
Assistant Secretary
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CONVENED:

Chairman Heider called the meeting to order at 3:00 p.m.

PRESENTATION: Chairman Heider introduced Richard Armstrong, Director of the Idaho Department
of Health and Welfare (Department), to present a public health update (see
Attachment 1). Director Armstrong introduced Dr. Christine Hahn, State
Epidemiologist and Public Health Director, and Elke Shaw-Tulloch, Administrator
of the Division of Public Health, as co-presenters. Director Armstrong informed
the Committee public health impacts everyone, from restaurant food safety, to vital
statistics records of births, marriages, and deaths. The Division of Public Health
coordinates medical services throughout Idaho, maintains a universal vaccination
program, and operates a radio communication system to contact any emergency
vehicle wherever it might be. Public health measures have added 25 years to life
expectancy. In 1900, a woman had a life expectancy of 48 years and 48 years for a
man. In 2000, life expectancy has increased to 79 years for a woman and 74 years
for a man. The U.S. experienced a slight decline in life expectancy last year for the
first time, and this is somewhat concerning. Overall mortality rates have declined
primarily because of the control of infectious diseases.
Dr. Hahn stated this year's flu season has already resulted in ten deaths and
possibly seven more in the last week and a half. Hospitals, emergency rooms, and
long-term care centers report people are presenting with flu symptoms. Idaho flu
vaccination rates are among the lowest in the United States. Only 39 percent of
Idaho residents receive a flu shot. Challenges arise because of a number of myths
about the flu vaccine. For example, some believe the flu vaccine can give someone
the flu, but it's not possible because there are no live viruses in the vaccine.
Dr. Hahn explained the flu is different from a cold, and even if the vaccine is not
100 percent effective, a person can be less sick and return to work more quickly.
She did her infectious disease training at Duke University and started getting
a flu shot then because it decreased the chance of her infecting patients with
compromised immune systems. It takes two weeks to develop immunity so it is
possible to get the flu even after receiving the vaccine. However, the vaccine helps
prevent people from spreading the flu. If everyone around is immunized, it won't
spread to the unimmunized. This is called "herd immunity." However, if not enough
are immunized, then it will continue to spread in the population.

Dr. Hahn informed the Committee another concern about vaccines is a belief
they cause autism. The medical journal article published in 1997 making that
correlation was since retracted by the journal. The physician author of the article
lost his medical license, and all other coauthors withdrew their names. Other
studies have been done and found no correlation. Autism Speaks has issued a
statement that vaccines do not cause autism and resources should be expended
looking for other causes. In addition, some people believe natural immunity is
better than vaccinated immunity. While that is sometimes true, a disease can cause
death or other complications, and vaccines help protect children and adults from
those complications.
Dr. Hahn provided information about the Idaho Immunization Program which
distributes vaccines to doctors and nurses and maintains the registry to track the
different immunizations. Parents have a right to exempt children from immunizations
for medical, religious, and philosophical reasons. A parent can request a conditional
admission to school, allowing the child to attend until immunizations are received.
A doctor must complete the Department's exemption form in the case of a medical
exemption. Religious and philosophical exemptions can be made by the parent.
The form (see Attachment 2) helps school administrators track the exemptions and
provide statistical information to the Department. If there is an outbreak, some
exempted children may need to be pulled out of school so they don't contract the
disease. For example, there are presently 179 unimmunized students out of school
in Spokane, Washington due an outbreak of mumps.
Dr. Hahn advised the Committee some counties have very high immunization
rates and some have higher exemption rates. The most common vaccine parents
request exemption from is varicella (chicken pox). This information is important
because outbreaks continue. Idaho has had a case of tetanus and cases of
mumps. Sometimes the public is not aware this is happening because information
does not always get out in the news due to privacy concerns. The "Disneyland
measles outbreak" in California is another example, and Utah had several cases
of measles. There was a meningitis outbreak in Oregon and one case in Idaho in
the last year. California also had a terrible whooping cough outbreak. As a result,
California recently eliminated all immunization exemptions except those for medical
reasons. Oregon requires a parent to watch a series of educational videos in order
to get an exemption.
Vice Chairman Souza stated she has heard there have been a few cases of polio
and tuberculosis in the U.S. and wondered whether Idaho will see an increase in
communicable diseases with people now entering the country from war-torn areas
where services are not available. Dr. Hahn answered the refugee health screen
clinic is under the Division's purview, and she personally works at the tuberculosis
clinic twice a month. Refugees are intensely screened and rescreened again within
30 days. She finds they want to receive immunizations and medication and has
no concerns about them. However, with undocumented immigrants, there are no
guarantees, and better systems are needed to monitor that population.
Director Armstrong said Idaho Code § 56-1003 mandates the Department to
supervise the promotion and protection of the life, health, and mental health of
Idaho citizens. It is important to find a reasonable balance between an individual's
freedom and public safety. There is now a shift away from loose exemptions to
absolute exclusion of an exemption. He wants to keep a level eye and not swing
to the more restrictive side, and he willing to engage with anyone on the best way
to strike that balance.
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Chairman Heider thanked Director Armstrong for explaining the issues and
mentioned some members of the Committee have been approached by constituents
about them. Senator Martin asked if Idaho is statistically within the "herd rate"
for disease. Dr. Hahn said the immunization rate for polio is 90 percent but
other diseases such as pertussis are not at a herd protective rate. Some of the
vaccinations now are right at the protective rate and are in danger of falling below.
Senator Martin sits on the Immunization Assessment Board and has heard that
dosages may be a problem. He asked Dr. Hahn to speak to that issue. Dr. Hahn
replied she has heard this, too. People are used to the idea that it's important to
take the lowest dosage possible to have an effect and the immunization dosages
are too high. However, the dosages are based on research, and if the dosages
for immunizations are reduced, it is unknown whether they will be strong enough
to provide immunity. Senator Foreman complimented the Department on its
enlightened approach to letting people opt out of immunizations and account
for competing interests in a professional and workable way. This approach
distinguishes Idaho from other states.
PASSED THE
GAVEL:

Chairman Heider passed the gavel to Vice Chairman Souza to conduct the rules
review.

DOCKET NO.
16-0309-1601

Medicaid Basic Plan Benefits. Tiffany Kinzler introduced herself as the Bureau
Chief for Medical Care at the Division of Medicaid. The pending rule docket clarifies
requirements for ordering and prescribing home health services and durable
medical equipment (DME) and ensures compliance with federal regulations. The
rule changes clarify these services can be provided in any setting in which normal
life activities take place, other than a hospital, intermediate care facility for the
intellectually disabled, or nursing facility. The pending rule aligns IDAPA Medicaid
rules with federal regulations. The changes have already been implemented by
Medicare. Ms. Kinzler explained home health services include nursing and aide
services, physical and occupational therapy, speech-language pathology services,
and audiology services. Home health services are generally provided in the
Medicaid participant's home. Durable medical equipment includes items such
as crutches and walkers, manual and electric wheelchairs, ventilators, monitors,
pressure mattresses, shower chairs, and nebulizers. This equipment is designed
for repeated use by individuals with disabilities, injuries, or illnesses. A simple item
such as a walker can make the difference between a participant being bedridden
and being able to move freely around the home or community.
Ms. Kinzler informed the Committee for services to be covered by Medicaid using
federal matching dollars, the service or item must be: 1.) medically necessary to
meet the needs of the participant as provided in IDAPA; 2.) ordered based on a
face-to-face assessment completed by the participant's primary care provider; 3.)
provided under an individualized plan of care developed by the licensed, qualified
professional who established the plan; and 4.) signed by the participant's physician.
The pending rule: 1.) expands the types of practitioners allowed to complete and
document the face-to-face encounter with the participant; 2.) clarifies who can
order home health and DME services and supplies; 3.) clarifies the interval at which
the plan of care is reviewed; 4.) updates and clarifies references, requirements,
and definitions in response to provider concerns and questions about rule
requirements; 5.) allows for coverage of services delivered by telehealth methods
when appropriate; and 6.) shifts prior authorization requirements from rule to the
provider handbook to ensure a more timely and effective response to changes.

SENATE HEALTH & WELFARE COMMITTEE
Wednesday, January 18, 2017—Minutes—Page 3

Ms. Kinzler advised the Department has worked closely with the Idaho physician
assistant, nurse practitioner, primary care, and medical associations as well as
therapy and DME providers to develop the rule. The Department held hearings
across the state, received several comments, and revised the rules to meet those
concerns to the extent possible under the statutes and federal regulations. The
Department has standing meetings with the various associations and provider
groups and will continue to work with them to address implementation of the rules.
Ms. Kinzler requested the Committee approve the docket with an effective date of
July 1, 2017.
Vice Chairman Souza asked Ms. Kinzler to review the significant changes to the
rule. Ms. Kinzler explained Section 004.04 updates an incorporation by reference
to add a live link to the CMS/Medicare DME Coverage Manual. This change is very
important because the manual is developed and updated quarterly, and it would
be very quickly out of date otherwise. The manual describes the services most
likely to improve the medical condition of an individual. It is available online, but
the entire document is not printed in the rule. The second significant change is on
pages 80 and 81 of the pending rule book pertaining to home health services.
These sections have been updated to align with federal regulations. Everyone is
working hard to make sure people have the choice to live in the least restrictive
environment while keeping them safe. Currently, a physician must sign the home
health and DME order. Due to a lack of medical providers in some parts of Idaho,
the rule would add physician assistants, nurse practitioners, and midwives to the
list of practitioners who could conduct the face-to-face encounter. The rule would
also allow the encounter to take place via telehealth.
Vice Chairman Souza asked for clarification whether nurse practitioners and
physician assistants work under the direction of a physician. Ms. Kinzler replied
nurse practitioners can work alone without physician oversight in Idaho. In reality,
many physician assistants also work that way because Idaho is a shortage area
and there are not enough primary care providers.
Senator Martin thanked Ms. Kinzler for including the date of the manual in Section
004.04.
Senator Martin asked whether the telehealth approach is working and how that is
accommodated. Ms. Kinzler answered the Division of Medicaid has not exactly
defined how telehealth works because the various medical boards have defined
those rules. Medicaid is willing to reimburse for telehealth services. If a nurse
practitioner is providing the face-to-face encounter, the telehealth process would
include the participant, the primary care provider, and the physician providing the
signature. Senator Martin further inquired whether telehealth is working. Ms.
Kinzler responded the Division of Medicaid does not have any data on the use
of telehealth. She would be happy to research and provide information to the
Committee. Vice Chairman Souza thanked Ms. Kinzler and stated the Committee
would appreciate having that information.
Senator Lee asked why the rule changes include two definitions of home health
services in two sections and whether there are any implications in how payments
would be made by changing the definitions. Ms. Kinzler reported the changes
in both sections are almost word for word out of the federal regulations. The
definitions have changed dramatically because the goal is for a participant to be
able to receive care in any place where normal life functions.
MOTION:

There being no more questions, Senator Martin moved to approve Docket
16-0309-1601. Senator Harris seconded the motion. The motion carried by voice
vote.
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DOCKET NO.
16-0309-1602

Medicaid Basic Plan Benefits. Ms. Kinzler explained the purpose of this docket
is to align IDAPA rule language and definitions with new federal regulations at
42 CFR 447 which represent the Center for Medicare and Medicaid Services
(CMS) adoption of the actual acquisition cost pricing methodology. These
rules clarify reimbursements to pharmacies and 340B-covered entities for
physician-administered drugs. To determine the Actual Acquisition Cost (AAC) for
each drug, the Department conducts an annual state cost survey called a rebase.
All Idaho Medicaid pharmacies are required to participant in the cost survey. Each
pharmacy must disclose the actual acquisition cost of all drugs. The result of the
AAC survey is used to establish the pharmacy reimbursement fee schedule.
Ms. Kinzler informed the Committee there are two types of pharmacies for Idaho
Medicaid. Most pharmacies are retail pharmacies. When a retail pharmacy
submits a claim to Idaho Medicaid for dispensed prescriptions, Idaho Medicaid is
allowed to collect a rebate from the drug manufacturer to offset the retail cost of
the pharmaceutical supply. These rebates significantly reduce the actual cost of
drugs dispensed to Idaho Medicaid participants. The second type of pharmacy
is called a 340B entity. These pharmacies purchase drugs at a discounted rate
which is roughly equivalent to the average manufacturer's price minus the Medicaid
rebate amount; this results in a significant savings to the 340B entity. Ultimately,
this discounted price is passed on to Idaho Medicaid when the 340B covered entity
submits claims at no more than their 340B actual acquisition cost. Entities such
as hospitals and community clinics can participate in the 340B program which is
administered by the Health Resources and Services Administration, also known
as "HRSA." The 340B Program is designed to help covered entities stretch scarce
Federal dollars as far as possible so they can serve more patients and provide
more comprehensive services. The 340B entity can choose to serve Medicaid
patients or only non-Medicaid patients with their 340B drug stock. The entity's
decision determines how they must enroll with Idaho Medicaid and how they price
and bill their drug claims.
Ms. Kinzler stated the rule changes specific to 340B entities clarify: 1.) the
provider's enrollment requirements, including the disclosure of their 340B status;
2.) the provider must disclose if Idaho Medicaid participants will be given
340B-acquired drugs; and 3.) claim pricing must not exceed actual acquisition
cost plus the pharmacy's professional dispensing fee. Additionally, the proposed
rules clarify how physician-administered drugs are priced and reimbursed and
ensure Idaho Medicaid IDAPA rules are in alignment with federal regulations. The
Department has worked closely with the Idaho Pharmacy, Primary Care, Hospital,
and Medical Associations to develop these rules and provided opportunity for input
by conducting hearings across the state. They received several comments and
revised the rules to meet any concerns to the extent possible under the statutes
and federal regulations. The Department meets regularly with each of these
associations and the providers they represent and will continue to work with them
to address implementation of the rules. The effective date of the docket would be
July 1, 2017.
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Senator Martin noted the effective dates are the same for both this docket and
the previous docket and asked how many people attended the public hearings or
called in about the docket. Ms. Kinzler replied it was a handful, no more than four
people at any of the hearing sites. The Department received written comments
from the groups before and after the docket was published. In total, there were
eight to ten comments on each docket. Vice Chairman Souza inquired whether
non-340B pharmacies also have the discretion whether or not to take Medicaid
orders in the same manner as 340B pharmacies. Ms. Kinzler explained 340B
pharmacies specify upon enrollment in HRSA whether or not they will use their drug
supply for Medicaid participants. Retail pharmacies have the choice not to serve a
Medicaid participant, but don't have to track whether or not the drugs are 340B.
Vice Chairman Souza asked whether retail pharmacies would take a loss if they
buy drugs at a different rate and sell to Medicaid patients. Ms. Kinzler replied
she did not know how to answer the question. Retail pharmacies bill their actual
acquisition cost, the Division pays according to statute, and the payment is based
on the actual acquisition cost for the drug in the market. The pharmacies receive a
dispensing fee in addition to the cost reimbursement.
Senator Harris referred to the last sentence of Section 665 that states,
"Reimbursement is restricted to those drugs supplied from labelers that are
participating in the CMS Medicaid Drug Rebate Program." Senator Harris inquired
whether it is difficult for labelers not participating in the CMS drug rebate program to
sign up to participate and whether there are a lot of labelers not participating. Ms.
Kinzler answered she does not know how many do not participate in the Medicaid
drug rebate program, but they have multiple manufacturers in every drug class that
participate. It is the same rule as with Medicare. Ms. Kinzler offered to get more
information for the Committee. Senator Lee stated there are a lot of definitions in
the DME section and asked whether the 2016 rule changes increased any flexibility
for the Division or improved services for rural Medicaid patients. Senator Lee
said in her district there are some rural areas where Medicaid patients appear to
be better served by purchasing through the State DME. Ms. Kinzler answered
she does not have any specific information but they have also heard stories that
services are easier to access since the 2016 rule changes.
MOTION:

There being no more questions, Senator Foreman moved to approve Docket No.
16-0309-1602. Senator Lee seconded the motion. The motion carried by voice
vote.

DOCKET NO.
16-0310-1601

Medicaid Enhanced Plan Benefits. Sheila Pugatch introduced herself as Bureau
Chief for the Bureau of Financial Operations in the Division of Medicaid, Department
of Health and Welfare. The pending rule aligns Idaho rules with recently-modified
federal law regarding hospice reimbursement. Because Idaho Medicaid must follow
the federal law regarding hospice reimbursement, the Division did not go through
negotiated rulemaking. There was a public comment period and a public hearing
was held on June 13, 2016, but they did not receive any comments on the rules.
The effective date of this rule was January 01, 2016.
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Ms. Pugatch explained hospice is a service when a participant needs supportive
care in the final phase of a terminal illness. It focuses on comfort and quality of life,
rather than a cure. The goal is to enable patients to be comfortable and free of pain,
so that they live each day as fully as possible. This rule implements two different
payment rates for routine home care resulting in a higher base payment rate for the
first 60 days of hospice care and a reduced base payment rate for the 61st and
higher days of hospice care. These differing payment rates more accurately align
per-diem payments to appropriately pay for the cost of providing care based on visit
intensity. In addition, the rule implements a service intensity add-on payment for
hospice care provided in the last seven days of life of a Medicaid participant if
certain criteria are met. This add-on payment is in addition to the per-diem rate for
routine home care and encourages increased patient visits by the hospice provider
when more resource-intensive patient needs typically occur.
Senator Martin noted the rule references payments made as of January 1, 2016
and asked, if the rule was effective January 1, 2016, why the Committee is seeing
the rule now instead of one year ago. Ms. Pugatch answered the Department's
claims processing system had to be updated, and it took some time to make the
changes. The rule promulgation process also was lengthy. Senator Martin asked
for clarification that the Committee was being asked to approve a rule that has
been in effect since January 2016. Matt Wimmer, Administrator for the Division
of Medicaid, was recognized to respond to the question. Mr. Wimmer replied the
changes were part of MACRA, the Medicaid Access and CHIP Reauthorization
Act, passed late last year. The changes came in fairly late. At the same time,
because it was a change to federal statute, they were required to comply quickly.
The docket was adopted as a temporary rule with an effective date of January 1st
for that reason. Senator Agenbroad asked Ms. Pugatch if the retroactive rule
would have any financial impact and whether there would be billings going back
to that date. Ms. Pugatch replied there is a small fiscal impact of approximately
$213,000 per year. Senator Agenbroad inquired how much of that amount is the
result of going back to 2016 as opposed to having an effective date of 2017. Ms.
Pugatch answered it is an annual fiscal impact so it goes back to January 1, 2016.
For the full year, it would be $213,000.
Senator Lee inquired about the impact of the 60-day gap provision on recipients
who were home, then went into a hospital and returned home. She noted it could be
a significant change in the expected reimbursement, and it might have an effect on
decisions made had participants understood this rule. Senator Lee asked whether
the Division anticipates a number of folks will be affected, particularly with the
2016 effective date. Ms. Pugatch responded she does not. The reimbursement
rate for the first 60 days in Ada County is $182 and for 61 plus days the rate is
$143.09 per day. The average time a Medicaid participant stays in hospice care
is about 60 days. Senator Lee asked if the reimbursement rates are different
by county. Ms. Pugatch replied the rates are broken out between Franklin,
Kootenai, Nez Perce, Bannock, Bonneville, Butte, Jefferson, Ada, Boise, Canyon,
Gem, and Owyhee Counties. There is a different rate for the other counties that
are all rural. Vice Chairman Souza inquired why there is a difference county to
county. Ms. Pugatch responded the Division of Medicaid is following Medicare
reimbursement methodology, and Medicare has dictated the reimbursement rates
are different based on county divisions. Senator Foreman asked whether the term
"rate for which the participant is qualified" could be changed to "reduced rate." Ms.
Pugatch answered it may not be a reduced rate; it depends on the county where
the participant is being served.
MOTION:

There being no more questions, Senator Harris moved to approve Docket No.
16-0310-1601. Chairman Heider seconded the motion. The motion carried by
voice vote.
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DOCKET NO.
16-0318-1601

Medicaid Cost Sharing. Elizabeth Kriete introduced herself to the Committee as
Bureau Chief for the Bureau of Long Term Care for the Division of Medicaid. Ms.
Kriete informed the Committee the Department elected to move this rule change
forward as temporary, in order to secure an appropriation for the change during
the 2016 session. The temporary rule has been in effect since July 1, 2016. Ms.
Kriete explained a Medicaid waiver is a mechanism that allows states flexibility to
administer health insurance for specific populations with specific eligibility criteria,
which includes applying different methods for income counting and cost-sharing.
Idaho waivers provide long term services and support to maintain individuals with
special health needs in their home or community, rather than in an institution, such
as a nursing facility. Benefits of Idaho waivers include increasing participants'
quality of life, enhancing community integration and decreasing costs to the state.
Ms. Kriete reported advocates for Idaho residents with disabilities, including
representatives from DisAbility Rights Idaho, requested the Department review the
personal needs allowance amounts used in the financial eligibility calculation for
Medicaid waiver participants who are responsible for their own rent or mortgage
expenses. The purpose of the personal needs allowance is to ensure that waiver
participants living in the community have sufficient funds remaining for basic
housing expenses after contributing their share of cost for Medicaid waiver services.
The personal needs allowance amount is based on a participant's marital status
and legal obligation to pay rent or mortgage and is deducted from their countable
income. The federal Supplemental Security Income amount, also known as "SSI",
is adjusted annually by the Social Security Administration to account for cost of
living increases. The Department has determined that the adjustment has not
kept pace with the increase of housing and utility expenses in Idaho. These rules
increase the personal needs allowance from 150% of SSI, equivalent to $1,100
per month, to 180% of SSI, or $1,319 per month, for eligible waiver participants
who incur a rent or mortgage expense.
Ms. Kriete advised the impact to the state general fund is projected to be a total
of $443,377 per year for the approximately 2,700 Medicaid waiver participants
who live in their own homes. The funds necessary to cover this increase were
appropriated during the 2016 Legislative session and on an ongoing basis starting
in Fiscal Year 2017. The Department held a negotiated rulemaking session on July
21, 2015, as well as public hearings on June 10, 2016 in Boise and Lewiston and
on June 22, 2016 in Idaho Falls. The Department received a total of 14 comments,
all in favor. Despite carrying a fiscal impact, Medicaid waiver participants who
reside in their community will be better able to afford living expenses and remain
out of high cost institutions, saving taxpayer money and improving quality of life.
Vice Chairman Souza invited questions from the Committee. Senator Lee
thanked Ms. Kriete for the Department's work to be inclusive with changing the
rules. She asked to be reminded of the actual amounts resulting from the changes.
Ms. Kriete replied the estimated amount of the allowance increase will be about
$219 per month. Senator Lee inquired when the rates were last increased. Ms.
Kriete answered the last time the rate was changed was 1999.
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TESTIMONY:

Vice Chairman Souza invited testimony from attendees. Randall Nilson
introduced himself to the Committee to speak in support of the docket (see
Attachment 3). He has been a Medicaid participant since 2007 and worked for
the State Tax Commission for 26 years. Mr. Nilson explained he has been in
a wheelchair since 1991 and continued to work for 20 years. He was under a
workers with disabilities program for five to six years and he paid a low premium
for his Medicaid services. He must have assistance at home with bathing, eating,
and other situations. The highest premium he paid was $153 per month, and he
deemed that was fairly reasonable. Subsequently, he retired and in 2013 he had
to move onto the Aged & Disabled waiver program where he has to pay a share
of the costs. At that time, his share went from $153 a month to $2,258 a month.
That is partially because he worked in administration at the Tax Commission and
was making $60,000 a year. He has a fairly decent retirement and fairly high
Social Security. He has no issues with increasing the personal needs allowance
but he doesn't think it's enough. He should not have to pay $2,200 a month of
his retirement income for services that he only paid $153 a month for when he
was working. He owns a three bedroom home in West Boise and pays mortgage,
property taxes, and other expenses. He is not allowed to keep enough of his own
retirement money to actually enjoy life. His money is going all to Medicaid whereas
a lot of other states have higher allowances.
Mr. Nilson began working with Health and Welfare in 2013 to increase the personal
needs allowance. Most states allow a participant to keep more money, either an
unlimited amount of income or 300 percent of SSI rate. That would be equivalent
to approximately $2,200 per month. If someone owns a house, there are other
expenses a renter doesn't have. Medicaid sets a budget for him to live on and all
the rest of his money goes to Medicaid for his share of costs, so there's no money
to buy a washer. Under Medicaid he can only have $2,000 in his checking account.
It's not viable for a person to stay in their house by keeping the allowance so low.
AARP did a survey in 2010 showing 25 states had an allowance of $2,200 on up,
and Idaho at that time only had $1,100. A lot of states like New Mexico don't make
a participant pay anything for share of costs, and Medicare and CMS allow for that.
He doesn't mind paying some of his income for Medicaid services, but he worked
and paid into the system for 26 years. There has to be some recognition of that,
and he should be able to keep a little of his retirement money to enjoy retirement.
Senator Martin asked Mr. Nilson if the rule docket affects him. Mr. Nilson said
it does not. He filed an ADA reasonable request to get a higher personal needs
allowance and his allowance is currently higher than $1,300. He is not the only
person in the State of Idaho who could be in that situation. For example, an
electrician who becomes injured after 30 or 40 years with a high retirement income
might only be allowed to live on a limited amount of money, even though they
earned much more. It doesn't seem fair to him. It's not a CMS issue, it's a State of
Idaho issue. Health and Welfare is setting the budget for Randy Nilson, saying,
"You have to live on this amount of money and we are going to take all the rest."
Senator Martin thanked Mr. Nilson for making the effort to attend the meeting
and testify, and for his service to the State of Idaho. Vice Chairman Souza also
thanked Mr. Nilson for sharing his experiences with the Committee. Mr. Nilson
provided a letter to be included in the record of Committee proceedings.
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Alec Pechota introduced himself as a representative of DisAbility Rights Idaho. He
informed the Committee the Idaho "Share of Cost" rules were set many years ago.
There is no evidence they were based on actual costs. In the intervening years,
the cost of housing in most Idaho communities has gone up disproportionately to
other essential costs. People with disabilities serious enough to qualify for skilled
nursing care can qualify for Medicaid with a household income exceeding the
typical income limits. However, they are required to pay most of this income to the
State as their share of cost. The share of cost is not a fixed amount or percentage
of the cost of care. Instead, a participant is required to pay all income except for a
fixed personal needs allowance. In most cases, the only income these people have
is from disability payments, Social Security, or veterans or employer benefits.
Mr. Pechota commented the personal needs allowance was originally set for
people in nursing homes where room and board are provided. Since the late 1980s,
Idaho residents have had the opportunity to receive care at home instead of an
institutional setting through Home and Community Based Services waivers, as long
as the in-home services cost Medicaid less than the cost of nursing home care. A
different personal needs allowance was set for these participants. People receiving
the waivers have to pay for their own housing, food, utilities, transportation, etc.
The participant can only keep the personal needs allowance and must pay the rest
of their income to the State as share of cost. The current personal needs allowance
is $1,102 per month or the current SSI benefit level times one point five. This is
grossly inadequate for most housing markets in Idaho, especially if the person
requires wheelchair accessible housing. It is especially inadequate for people who
bought a home before they became disabled and now carry a mortgage. Increasing
the personal needs allowance is not an increase in benefits. It only allows a person
to keep more of their own money. When the allowance is too low, people try to get
by on fewer services than they need, sometimes leading to health problems and
institutionalization, or they lose their home and are forced into nursing care. This
docket increases the personal needs allowance to about $1,323 per month. It will
not be enough for everyone, but it will allow more people to stay in their homes and
neighborhoods and get the home-based services they need.
Senator Martin asked Mr. Peculate for clarification that he supports the docket
but would like it to be more. Mr. Pechota replied Senator Martin's characterization
was correct and his testimony was more in the nature of an impact statement. Vice
Chairman Souza advised Mr. Peculate that having his statement on the record
was very helpful. She asked whether he thought it was a step in the right direction
but not a big enough step. Mr. Pechota answered yes.
MOTION:

There being no more testimony or questions, Senator Foreman moved to approve
Docket No. 16-0318-1601. Senator Jordan seconded the motion. The motion
carried by voice vote.

PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:30 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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The “U” in Public Health


Have you…
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Strong Public Health = Long
Life









Public health measures have added 25
years to the life expectancy of people
living in the U.S. during the 20th century.

Reduced tobacco use
Improved motor-vehicle
safety
Improved workplace safety
Control of infectious
diseases
Decline in cardiovascular
deaths
1/26/2017








Improved food safety
Improved maternal and child
health
Family planning
Fluoridation of drinking water
Reduced vaccine-preventable
diseases
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Overall Mortality Rates/100,000 Pop.
United States, 1900 - 2015
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Influenza season 2016-17


>10 deaths among Idaho residents reported
due to influenza so far this season
 Flu vaccination rates lower than in most other
states
 2015-16 influenza season coverage only 39.2%

Idaho
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Flu Vaccine Myths vs.
Facts
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Keeping Loved Ones
Healthy
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You may have heard….



Originated with a single paper published in 1997
Discredited due to serious procedural errors,
undisclosed financial conflicts of interest, ethical
violations
 Author lost his medical license
 paper retracted by the journal

“Vaccines
cause
Hundreds of studies since 1997 have found no
association
Autism Speaks statement on vaccinations:
autism”
“Over the last two decades, extensive research



has asked whether there is any link between
childhood vaccinations and autism. The results
of this research are clear: Vaccines do not cause
autism.”
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You
may
have
heard….
 Dangers of this approach outweigh the
relative benefits
death from natural
disease.
“Natural
immunity
is
Compare with a 1 in 1,000,000 chance of
severe allergic
reactions
to the MMR
better
than
vaccinevaccine
acquired immunity”

 For measles, you face a 1 in 500 chance of
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Idaho Immunization Program:
Keeping Idaho kids healthy


Distributes vaccines to all Idaho healthcare
providers immunizing children



Maintains Idaho’s Immunization Registry



Works with Idaho child care centers,
daycares, and schools to help them comply
with Idaho laws
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School Immunization Laws
Basics





Section 39-4801, Idaho Code
IDAPA 16.02.15
All children in preschool and grades K-12
must be immunized before attendance
Our laws respect a parent’s right to choose:
a parent/guardian may claim an exemption
from immunization requirements for medical,
religious, or personal reasons

1/26/2017

13

School Immunization Records


A record kept by the school, showing child has
received immunizations



If a child is not up to date, parents may
complete a form showing schedule of planned
immunizations
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School Immunization
Exemptions



Form provided by the Department
Standardized way for school administrators
to:
 Determine school compliance with Idaho law
 Rapidly respond to disease outbreaks in schools



Ensures parents are informed about risks,
including disease and exclusion from school
in case of outbreak
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Medical Exemption
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Religious or Philosophical
Exemptions
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School Report
Percent of students adequately immunized
Highest Reported Percent
of Adequately Immunized
Students
 Bear Lake (96%)
 Oneida (95%)
 Payette (94%)
Lowest Reported Percent
of Adequately Immunized
Students
 Boundary (50%)
 Clearwater (64%)
 Shoshone (67%)
1/26/2017
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School Report
Percent of records with at least one exemption
Lowest Reported
Percent of Records with
Exemption(s)
 Fremont (1%)
 Power (1%)
 Bear Lake (2%)

1/26/2017

Highest Reported
Percent of Records with
Exemption(s)
 Valley (20%)
 Bonner (17%)
19

Outbreaks of Vaccine-Preventable
Diseases
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Outbreaks of Vaccine-Preventable
Diseases
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SENATE HEALTH & WELFARE COMMITTEE
DATE:

Thursday, January 19, 2017

TIME:

3:00 P.M.
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Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:

None

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with the
minutes in the Committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:00 p.m.

PASSED THE
GAVEL:

Chairman Heider passed the gavel to Vice Chairman Souza to conduct the rules
review.

DOCKET NO.
19-0101-1601

Rules of the Idaho State Board of Dentistry. Susan Miller introduced herself as
the Executive Director of the Board of Dentistry. Ms. Miller explained all changes in
the pending rule. The docket deleted a reference to a document in Section 004 and
added relevant portions of that document to Section 041. Section 010 clarifies the
five-year time limit for accepting exams only applies to applications for licensure by
examination. There is no time limit on acceptance of examinations for candidates
applying by credential. Section 014.02 specifies examinations for dentist licensure
must be board approved and include a periodontal examination section. Section
15.02 requires dental hygiene license examinations to be board approved and
include a clinical local anesthesia examination. Not all testing agencies currently
include these specific exams, and the Board of Dentistry wants to maintain them
as components of the clinical exams for licensure. Section 018 clarifies the
cardiopulmonary resuscitation (CPR) rule applies to applicants for initial licensure
as well as licensees who currently practice. Sections 030.01.1 and 030.2.a would
allow dental hygienists to administer nitrous oxide under general supervision rather
than the more stringent indirect supervision. There is a high safety record, and it is
reasonable for hygienists to be able to administer nitrous oxide for patient comfort
when the dentist is out of the office.
Ms. Miller advised Section 035.03 is a technical correction to update the reference
to a previous section that was renumbered. Section 035.04 removed a reference to
expanded functions, allowing the Board of Dentistry to approve curriculum in both
the fundamentals and expanded functions of dental assisting. In Section 40.05, the
rule expanded the unprofessional conduct section to include any prescription drug,
rather than only controlled substances, in an effort to address the issue of dentists
prescribing outside their scope of practice. One strikeout of "controlled substances"
was missed, and a correction will be made in future rulemaking for consistency.
Section 040.28 added a new subsection to include false, misleading, or deceptive
advertising to the list of unprofessional conduct. Advertising is referenced in Idaho
Code § 54-924, which provides grounds for refusal, revocation, or suspension of
a dentist license, and the rule also provides grounds for discipline under Idaho
Code § 54-924(7).

Ms. Miller explained Section 041 is a new section regarding minimum requirements
for patient records. This section added language taken from the document formerly
incorporated by reference in Section 004 and are not new requirements. Section
042 is a new rule regarding minimum infection control and sterilization requirements.
The rule partially eliminates reliance on the CDC Infection Control Guidelines that
are currently incorporated by reference. Section 046 deleted the general advertising
provisions due to concerns about defensibility and antitrust issues. However, the
rule maintains the requirements for specialty advertising to ensure the public knows
whether they are seeing a general practitioner or a specialist.
Ms. Miller said Sections 050 and 051 deleted a reference to CPR under the
continuing education requirements. The CPR requirement is separate from the
education requirement, and the change clarifies for practitioners they cannot claim
CPR hours for license renewal. Section 050.01 added a continuing education
requirement for dentists of one credit hour on the use of the Idaho Prescription
Monitoring Program to increase awareness and usage of that program. The first
sentence of Section 055 was moved to the end of the paragraph for clarity. Section
058 is a new rule requiring every dental office to maintain minimum emergency
drugs where anesthetic agents are administered, as recommended by the American
Dental Association Council of Scientific Affairs.
Ms. Miller stated Sections 060 and 061 added pediatric advanced life support to
the life support certification requirements, as suggested by former Senator Schmidt
during a previous rule review. Section 060.03 added a piece of equipment as an
option for certain sedation permit holders and includes an additional technical
correction. Sections 060 and 061 added clarifications for the non-renewal and
reinstatement process for sedation permits. Finally, Section 61.01.c removed the
requirement for general anesthesia and deep sedation permit holders, who are
typically oral surgeons or dental anesthesiologists, to be admitted to a recognized
hospital. The Board of Dentistry's Anesthesia Committee reviewed the rule and
recommended removing the admission requirement.
Senator Martin inquired whether there was a public hearing or opportunity for
people to comment on the rule changes. Ms. Miller responded no public hearings
were held because none were requested. The docket has been in process for well
over one year and the Board of Dentistry invited participation by the Idaho Dental
Association and the Idaho Dental Hygiene Association, and it also notified licensees
of the proposed rule changes through newsletters. The Board of Dentistry received
good feedback from the Idaho Dental Association and made some revisions based
on that input. Senator Martin asked whether there was opposition to the final draft.
Ms. Miller answered there was none.
Senator Lee asked whether the drugs mentioned in Section 058 are typically
something most dentists keep in the office, and if not, what is the anticipated cost to
the provider to implement the rule. Ms. Miller said most dental offices have a basic
emergency kit. A pre-packaged emergency kit can cost a few hundred dollars, but
there are less expensive ways to obtain the drugs through pharmacies. The Board
of Dentistry inspects about 75 offices per year and part of the inspection process is
to look at the emergency drug kits, which often contain expired drugs. Senator Lee
asked whether the kit is an annual cost and what costs a provider should anticipate
for budgeting purposes if the rule is implemented. Ms. Miller replied she did not
know how long most of the drugs last but it likely one year or more. Most offices
do carry a basic emergency kit as a good practice standard. While this would
place an additional requirement on the permit holders, a very high percentage of
offices are already maintaining the kit.
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There being no more questions, Senator Martin moved to approve Docket No.
19-0101-1601. Chairman Heider seconded the motion. The motion carried by
voice vote.
DOCKET NO.
22-0103-1601

Rules for the Licensure of Physician Assistants. Angela Wickham introduced
herself to the Committee as the Associate Director of the Idaho State Board of
Medicine. Ms. Wickham provided background information about the Idaho State
Board of Medicine, established in 1892 as a self-governing agency operating
with dedicated funds from licensing fees. The Board of Medicine has primary
responsibility for licensure and regulation of physicians, physician assistants,
athletic trainers, dietitians, and respiratory therapists. It regulates physicians who
supervise physician assistants, residents, interns and externs, and athletic trainers.
The Board of Medicine also has primary responsibility for the coordination and
implementation of malpractice pre-litigation hearings. Its mission is to protect and
enhance the public's health, safety, and welfare by establishing and maintaining
standards of excellence used in regulating the practice of medicine through
licensure, discipline, and education.
Ms. Wickham informed the Committee the pending rule: 1.) updates the titles of
the accrediting boards; 2.) clarifies the educational and certification requirements
for licensure and renewal of licensure; 3.) adds the ability of a physician assistant to
order controlled substances for office use; 4.) streamlines the process for physician
assistants to volunteer; and 5.) includes other small housekeeping changes.
Ms. Wickham said the Board of Medicine sought input from the Idaho Academy
of Physician Assistants, the Idaho Medical Association, professionals from the
Idaho State University Physician Assistant Program, licensed physician assistants,
and other interested parties. Negotiations continued throughout the comment
period. Several meetings were conducted informally with these stakeholders, and
the draft rule was available on the Board of Medicine's website for review and
comment. The Board of Medicine conducted a formal public hearing on the rules
on November 2, 2016. There was no testimony given at that time, and the rules
were approved in December 2016. The pending rule clarifies previously vague or
non-existent language, removes redundant language, and provides guidance to
needed physician assistants and their supervising physicians who often practice
in under-served rural areas of Idaho.
Senator Lee asked for an explanation of the reference to "the committee" in Section
010.02. Ms. Wickham answered it is the Physician Assistant Advisory Committee
that reports directly to the Board of Medicine. Senator Lee further inquired where
that explanation appears in the rules. Ms. Wickham replied it is not included in
the pending rule docket because the docket does not include the entire text of the
physician assistant rules. Senator Lee commented the reference might be vague
and confusing for people and suggested clarifying it in future rulemaking.
Senator Harris moved to approve Docket No. 22-0103-1601. Senator Lee
seconded the motion. The motion carried by voice vote.

DOCKET NO.
24-1601-1601

Rules of the State Board of Denturitry. Mitch Toryanski introduced himself to
the Committee as legal counsel for the Idaho Bureau of Occupational Licenses,
representing the State Board of Denturitry. The mission of the Board of Denturitry
is to protect the health, safety, and welfare of the public through licensing and
regulation of those who provide prosthetic dental appliances, or dentures. The
pending rule: 1.) allows the Board of Denturitry more flexibility on meeting dates
and time of year they can administer the denturitry exam; 2.) requires the Board
of Denturitry to notify exam applicants about their eligibility to take the exam and,
if approved, the date and location the exam will be administered; and 3.) adds
supervisor requirements for the internship program.
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Mr. Toryanski explained to become a denturist, a person must pass an exam
established by the Board of Denturitry; attend two years of formal training at an
accredited educational institution; and serve a two-year internship under the
supervision of a licensed denturist or dentist. The rules do not currently specify any
qualifications for a supervisor, and it could be a newly-minted denturist who just
finished his or her internship the day before with no actual experience. The Board
of Denturitry feels having no actual days of experience is insufficient to protect the
public. The pending rule proposes that: 1.) supervisors be approved by the Board
of Denturitry before becoming a supervisor; 2.) they not have been the subject of
discipline for the five years preceding their service as a supervisor; and 3.) whether
a denturist or dentist, they must have actively practiced three of the five years
immediately preceding their employment as a supervisor. The docket also includes
general guidelines for how patient records should be kept and specifies minimal
information to maintain, as well as a seven-year record retention requirement.
Mr. Toryanski advised the Board of Denturitry approved the rule changes in an
open meeting noticed to the public and sent a postcard to all licensees informing
them of the changes and inviting their comments. Five comments were received.
One was from the Board of Dentistry, saying they had no concern or comment.
There were three comments that took exception to having any experience
requirements to be a supervisor. One comment said five years experience was
too long and instead suggested three years experience with at least one year
active experience immediately preceding appointment as a supervisor. The Board
of Denturitry considered all of these comments, and agreed that three years
experience to be a supervisor was in fact sufficient. Thus, the rule was amended to
require only three years experience in the five preceding years.
Senator Lee inquired about the meaning of the term "jurisdiction" in Section
300.07.a.ii regarding the internship supervisor requirements. Mr. Toryanski
answered that discipline refers to whether a license has been suspended or
revoked or some action taken against it. The term "jurisdiction" means places
other than Idaho. For example, if a denturist from Minnesota had been disciplined
in Minnesota within five years of appointment as a supervisor, that would be
disqualifying. Senator Lee asked whether this section relates to any criminal
convictions or civil issues. Mr. Toryanski confirmed the section applies only to
discipline against a license in Idaho or any other state or territory.
Senator Martin asked whether there were objections to the rule changes.
Mr. Toryanski replied there were three objections to having any experience
requirement as a precondition of being appointed a supervisor.
There being no more questions, Chairman Heider moved to approve Docket
No. 24-1601-1601. Senator Harris seconded the motion. The motion carried
by voice vote.
DOCKET NO.
24-1701-1601

Rules of the State Board of Acupuncture. Mr. Toryanski presented the
docket to the Committee on behalf of the State Board of Acupuncture. The
pending rule strikes Section 500 of the rules, eliminating the requirement that
practitioners register any business or trade name they may use with the Board of
Acupuncture. There is no statute that requires the Board of Acupuncture to collect
this information, and there is no compelling reason to do it because the Board of
Acupuncture regulates individuals, not businesses. Further, the Secretary of State
collects business and trade name information, and it is available to the public.
Mr. Toryanski stated the Board of Acupuncture approved the rule changes in
an open meeting noticed to the public and sent a postcard to all 184 licensees
informing of the changes and inviting their comments. No comments were received.
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There being no more questions, Senator Martin moved to approve Docket No.
24-1701-1601. Senator Lee seconded the motion. The motion carried by voice
vote.
DOCKET NO.
24-1901-1601

Rules of the Board of Examiners of Residential Care Facility Administrators.
Mr. Toryanski introduced himself on behalf of the State Board of Examiners
of Residential Care Facility Administrators (RCFA). Mr. Toryanski informed
the Committee the docket is a pending fee rule to align the rules of the Board
of Examiners of RCFA with changes to Idaho Code § 67-2614 made by H 332
(2016). The changes result in: 1.) a reinstatement fee of $35 rather than $25; 2.)
no impact to the General Fund since the Board of Examiners of RCFA operates
only on dedicated funds; and 3.) an increase to the Board's dedicated fund of
about $330 for the estimated 33 out of 477 licensees who will fail to renew their
licenses and must reinstate.
There being no questions, Senator Foreman moved to approve Docket No.
24-1901-1601. Senator Harris seconded the motion. The motion carried by voice
vote.

DOCKET NO.
24-2701-1601

Rules of the Idaho State Board of Massage Therapy. Mr. Toryanski informed
the Committee he represents the State Board of Massage Therapy. In 2016, the
Legislature passed H 519, which allowed massage therapy students to receive
compensation while in school so they could work off tuition expense, and authorized
the Board of Massage Therapy to establish requirements for temporary licenses
and provisional permits.
Mr. Toryanski added the Board of Massage Therapy proposes to lower the initial
license fee and the license renewal fee from $75 to $65. The Board of Massage
Therapy's fund balance has been steadily increasing over the last five years and
it is now more than twice its budget of $112,000 per year. In general, boards are
advised to keep 100 to 150 percent of their budget in a balance, but more than that
is unnecessary, and the Board of Massage Therapy wants to return its excess
balance to the licensees.
Mr. Toryanski explained a temporary license is for applicants who have submitted
applications showing they have met all the requirements for the license, but the
Board of Massage Therapy has not met to take action on the application. A
provisional permit is for applicants who have met all the requirements for licensure
except the national exam. Provisional permittees are authorized to work under the
supervision of a licensed massage therapist. The purpose of both the temporary
license and provisional permit is to enable people to get to work as quickly as
possible after they are trained. The rule establishes a $25 processing fee for both.
Finally, the rule docket removes one exam as a nationally-recognized licensing
exam, which is currently used for certification but not for licensure.
Mr. Toryanski stated the Board of Massage Therapy approved the rule changes in
an open meeting noticed to the public and sent a postcard to all 2,195 licensees
informing of the changes and requesting comments. No comments were received.
However, there were four responses that included only clarifying questions about
the definitions of temporary license and provisional permit.
There being no questions, Senator Agenbroad moved to approve Docket No.
24-2701-1601. Senator Jordan seconded the motion. The motion carried by
voice vote.

PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.
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ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:42 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Monday, January 23, 2017

TIME:

3:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:

None

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:00 p.m.

APPROVAL OF
MINUTES:

Senator Agenbroad moved to approve the minutes of the January 12, 2017
meeting as presented. Senator Martin seconded the motion. The motion carried
by voice vote.

PASSED THE
GAVEL:

Chairman Heider passed the gavel to Vice Chairman Souza to conduct the rules
review.

DOCKET NO.
16-0201-1601

Rules of the Idaho Time Sensitive Emergency System Council. Bill Morgan,
M.D. introduced himself as Chair of the Time Sensitive Emergency Council (TSEC).
He is the Trauma Medical Director at Saint Alphonsus Regional Medical Center in
Boise and Chair of the State of Idaho American College of Surgeons Committee
on Trauma. Dr. Morgan explained the TSEC began as an initiative of the Health
Quality Planning Commission (HQPC) in 2011. The HQPC wanted the trauma
centers and Emergency Medical Services (EMS) Bureau to create and document a
system for handling traumas. In 2012, the HQPC asked the work group to include
strokes and heart attacks in the new trauma system because they are also time
sensitive emergencies. If a certain type of heart attack known as a "STEMI" is
treated aggressively, often the patient can be saved and return to full function.
Dr. Morgan reminded the Committee the Legislature passed HCR 010 (2013)
to establish a work group to design the trauma system, identify funding, and
implement the system. A work group of individuals from around the State began
meeting in May 2013 and held lengthy meetings every month for seven months.
The work group developed enabling legislation and a plan to fund and implement
the program. In 2014, the Legislature passed legislation to establish the TSEC. The
TSEC developed bylaws, regulations, and rules and set up six regional committees
around the State. The six regional committee chairs and eleven Gubernatorial
appointees comprise the TSEC.

Dr. Morgan said the TSEC designed a standards manual for the State designation
of trauma centers for traumas, strokes, and STEMIs. The manual was completed in
2015 and presented to the Legislature in 2016. Next, the TSEC began designating
stroke and trauma centers, including hospitals, free-standing emergency rooms,
and two free-standing clinics. The two clinics are only open during business hours
but they are included in the system because they are located in remote areas, and
it is important they also know how to handle time sensitive emergencies. There
are 40 different facilities in Idaho that could qualify for a designation. Each facility
could receive three separate designations for trauma, stroke, and STEMI centers,
making a potential total of 120 designations statewide.
Dr. Morgan advised the TSEC's initial designations were two facilities already
designated as American College of Surgeons (ACS) Level II trauma centers: Saint
Alphonsus in Boise and Eastern Idaho Regional Medical Center in Idaho Falls.
The TSEC considered these two trauma centers to have already met the TSEC
standards by virtue of their ACS designations. Twenty-two facilities have since
applied for various designations, and eight facilities from around the state have
received a total of fourteen designations. The TSEC has received six additional
applications for designations. Two site survey visits were recently completed at
Boundary Community Hospital and Bonner General Hospital in North Idaho, and
these two surveys will be reviewed by the TSEC at its February 2017 meeting. Two
facilities have requested additional designations, and these applications will also be
considered in February. The regional committees are beginning to effect change
because facilities communicate with each other better about improving patient care
and lowering mortality.
Dr. Morgan explained the rule docket updates an incorporation by reference for
the date of the Time Sensitive Emergency Standards Manual (Manual) from 2016
to 2017. Dr. Morgan provided the updates in the Manual, including a revision in
the fee for Level II STEMI and Level III stroke surveys to $1,500 per survey and
deletions of the word "registry" in two sections. Dr. Morgan explained the ACS
standard requires facilities with Level II and Level III designations to have a medical
doctor anesthesiologist present every time a trauma patient goes to the operating
room. In Idaho, nurse anesthetists can operate independently and may never
have a medical doctor anesthesiologist present. A phrase "if requested by the
Certified Registered Nurse Anesthetist" was added in two sections to align the
TSEC standards with Idaho requirements for nurse anesthetists. The only other
changes are a few minor technical corrections. (Presentation is attached.)
Senator Jordan asked for a point of personal privilege to thank Dr. Morgan for his
service. As a former Boise City Councillor, she is aware two Boise City police
officers were recently injured in the line of duty and received remarkable care from
the trauma team.
Senator Martin asked for clarification about the number of regional committees.
Dr. Morgan replied the TSEC was designed for six regional committees, although
the idea of seven committees was discussed at the outset of the design process.
MOTION:

Senator Foreman moved to approve Docket No. 16-0201-1601. Senator Jordan
seconded the motion. The motion carried by voice vote.

DOCKET NO.
16-0102-1601

Emergency Medical Services (EMS) - Rule Definitions. Bruce Cheeseman
introduced himself to the Committee as the Section Manager for the Bureau of
Emergency Medical Services (Bureau). Mr. Cheeseman informed the Committee
this docket is a definitions chapter. It adds a reference to IDAPA § 16.01.06, as well
as definitions for air medical support, emergency medical services (EMS) response,
National Emergency Medical Services Information System (NEMSIS), seasonal,
and the Recognition of EMS Personnel Licensure Interstate Compact (REPLICA).
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Vice Chairman Souza inquired whether many people attended the public hearings.
Mr. Cheeseman answered there were not many. The Bureau conducts several
town halls throughout the State each year, and proposed rule changes were
presented at those meetings and at an additional telephone town hall meeting.
There was no opposition to any of the rules.
MOTION:

Senator Harris moved to approve Docket No. 16-0102-1601. Senator Lee
seconded the motion. The motion carried by voice vote.

DOCKET NO.
16-0103-1601

Emergency Medical Services (EMS) - Agency Licensing Requirements. Mr.
Cheeseman informed the Committee this docket removes all language pertaining
to records, data collection, and submission. This language will be placed in a
separate chapter.
Vice Chairman Souza asked for the date of the last update of these rules. Mr.
Cheeseman answered sections have been gradually removed and placed in their
own chapters. Senator Lee asked why the new replacement chapter did not come
in before the docket to remove the old sections. Mr. Cheeseman explained it was
the result of his having several dockets to present and the new section will be
presented later in the meeting.

MOTION:

Chairman Heider moved to approve Docket No. 16-0103-1601. Senator Harris
seconded the motion. The motion carried by voice vote.

DOCKET NO.
16-0103-1602

Emergency Medical Services (EMS) - Agency Licensing Requirements. Mr.
Cheeseman advised the rule adds hospitals to the declaration options for EMS
agencies. The rule change was proposed because one of the hospitals is no longer
providing EMS and turned those services over to the county. The hospital no longer
needs to be licensed as an EMS agency, but it still utilizes EMS personnel in their
emergency room. Licensed EMS personnel are required to have an affiliation with a
licensed EMS agency to maintain licensure. This situation created a hardship for
the licensed personnel as they would also have to work at another licensed EMS
agency to remain working as an EMS provider in the hospital. The rule change
added "hospital" as a declaration option to resolve that issue. "Seasonal" was also
added as a license duration to cover agencies that only operate on a seasonal
basis, such as wildland fire agencies or ski resorts.
Mr. Cheeseman explained the rules also simplify the air medical declarations.
Currently, there are Air Medical 1 and Air Medical 2 license types. The licenses are
outdated because a flight now requires a nurse and a paramedic in order to meet
Commission on Accreditation of Medical Transport Services standards. Air Medical
Support was added as a license type for air resources that provide immediate
emergency medical care but do not transport patients. For example, the Idaho
National Guard has a medevac unit that is utilized numerous times each year for
hoist operations to remove a sick or injured person from a remote area. The airmen
have EMS licensure but their personnel did not belong to a licensed EMS agency.
Adding air medical support as an option allows these airmen to provide short term
care while still complying with personnel licensure rules.
Senator Harris asked for a definition of "seasonal EMS" and what constitutes
"seasonal." Mr. Cheeseman replied several ski resorts are licensed EMS agencies
but are only open a few months and then no one is there to staff the facility. Vice
Chairman Souza inquired whether the ski resorts would be liable if there was an
accident and they were not open and staffed. Mr. Cheeseman responded that
would be the case, and this rule would ensure that doesn't happen.
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TESTIMONY:

Mike McGrane introduced himself to the Committee on behalf of the Idaho Nurses
Association and Nurse Leaders of Idaho. The Nurses Association has reservations
about Section 204.07 of the rule docket. Currently, EMS providers, emergency
medical technicians (EMTs), and paramedics must be affiliated with a licensed EMS
agency or ambulance service. There are already rules to allow for the practice
of paramedics and EMTs in a hospital under the supervision of a physician who
has to develop a medical supervision plan that dictates the role of the EMT or
paramedic. Nurses advocate for this approach because it builds a relationship with
the hospital that receives patients from the ambulance service, but it also provides
EMTs and paramedics with an opportunity to advance and keep current on their
skills. However, this change would eliminate the requirement for affiliation with an
ambulance service. The nurses are concerned because EMS has always been in
the pre-hospital environment, and this change would allow EMTs and paramedics
to practice within the hospital environment. It eliminates the necessity to foster
relationships or build competency they get from that practice.
Vice Chairman Souza asked whether the concern is that the paramedics would
be working within the hospital rather than in the lead-up to bringing them to the
hospital, and if their scope of practice as paramedics would be different than if
they were affiliated with an ambulance service. Mr. McGrane replied he does
not believe the scope of practice would be any different. The rule would allow
the hospitals to hire paramedics and EMTs to work in the emergency department
without an affiliation with an ambulance service. Vice Chairman Souza inquired
whether the nurses who work in the emergency room might feel their jobs were not
as secure because of the alternative health care providers. Mr. McGrane affirmed
it is a concern having alternatives to nurses in the emergency department or other
locations in the hospital. The licensing standards for hospitals outline who can
practice in a hospital so the rule wouldn't eliminate the necessity for nurses, but it
could potentially reduce the need for nurses in some departments.
Chairman Heider asked if there is any evidence EMTs are taking the place of
nurses in any Idaho hospitals. Mr. McGrane responded there is none. A number
of hospitals use paramedics in their emergency departments but the paramedics
are all affiliated with ambulance services. Because this is a new proposal, there
has not been an opportunity for hospitals to hire paramedics independent of
ambulance services. Vice Chairman Souza asked whether there is something
that changes the quality of practice of the EMT or paramedic or is it simply that
the ambulance service would require them to only give care up until the doors
of the emergency room. Mr. McGrane answered the practice of EMS has been
traditionally in the pre-hospital environment, responding to emergencies at the
scene of an accident and bringing those patients to the hospital and rendering care
during that pre-hospital time frame. The concept of EMTs and paramedics working
in the hospital was to augment their knowledge, skill, and performance so they
could provide better care in the pre-hospital setting. Some nurses have a concern
that allowing EMTs and paramedics to be independently hired could eliminate
some nursing positions.
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DISCUSSION:

Chairman Heider inquired of Mr. Cheeseman if he had the same concern about
ambulance personnel replacing nurses in the emergency room. Mr. Cheeseman
responded the Bureau did not have that concern. The rule allowing paramedics
and EMTs to work in a hospital emergency room has been in place for eight or
nine years. The rules are very clear if a provider works within the confines of a
hospital, the provider will have the same medical direction than he would out on
the street by himself. Vice Chairman Souza mentioned there was no negotiated
rulemaking, and asked whether there were many respondents at the public hearing.
Mr. Cheeseman replied the hearing was held by webinar, and no one signed in
to attend. Vice Chairman Souza asked if Mr. Cheeseman heard from any of the
nurses associations or groups regarding their concerns. Mr. Cheeseman said the
Bureau has not heard these concerns.

MOTION:

Chairman Heider moved to approve Docket No. 16-0103-102. Senator Lee
seconded the motion. The motion passed by voice vote, with Senator Martin and
Senator Jordan requesting that they be recorded as voting nay.
Chairman Heider commented Mr. McGrane brings a valid point but since there
were no complaints when the rules were made, the rule should be approved now
and he will follow up later with the Nurses Association. Senator Lee said the rule
could be revisited next year if there is an attempt to circumvent or displace people.
Vice Chairman Souza stated she is comfortable with Mr. Cheeseman's clarification
that the ability of EMTs and paramedics to work within the hospital setting has been
in rule for eight years.

DOCKET NO.
16-0107-1601

Emergency Medical Services (EMS) - Personnel Licensing Requirements. Mr.
Cheeseman presented the Recognition of EMS Personnel Licensure Interstate
Compact Agreement (REPLICA). In 2016, the Legislature passed S 1281 to enact
REPLICA, enabling the State of Idaho to enter into the compact agreement with
other states that have also enacted REPLICA legislation, including Colorado,
Texas, Kansas, Tennessee, Utah, and Virginia. REPLICA will be activated when
ten states have passed the enabling legislation and entered into the compact. The
Bureau believes REPLICA will be activated in 2017.
Mr. Cheeseman advised REPLICA addresses EMS personnel crossing state lines.
This would allow personnel to function under their home state license without
violating licensure rules in another REPLICA state. When a licensed provider
crosses from one REPLICA state to another REPLICA state, that provider will enjoy
the same protection afforded in their home state.
Mr. Cheeseman explained hat REPLICA does not address reciprocity when a
licensed provider from a REPLICA state actually moves to Idaho and seeks
licensure. Under current law, when a licensed provider from another state wishes
to gain Idaho licensure, he must provide proof of licensure, pass a recent national
registry exam, and complete a background check. The rule change will allow a
licensed provider coming from another REPLICA state to have direct reciprocity
with Idaho if the provider holds a current license in the other state. The licensed
provider will have 90 days to apply for and obtain an Idaho license, allowing the
provider to start working in Idaho immediately. The licensed provider will be given
an expiration date that coincides with their original state's license expiration. When
the provider applies for an Idaho license, the initial expiration date will be the
March or September following the expiration of the original state's license. Idaho
licensure will not be required for personnel who maintain primary affiliation in
another REPLICA state.
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Senator Martin inquired whether this would address a situation where a patient
in Payette, Idaho might be transferred to a hospital or clinic in Ontario, Oregon.
Mr. Cheeseman replied that is correct, but the rule is broader than that because
it allows for a provider to move here and do a direct license exchange. Senator
Harris asked if the rules are the same as the rules in other REPLICA states.
Mr. Cheeseman responded the REPLICA legislation only addresses a provider
entering the state with a patient. The Bureau rule goes farther and provides
reciprocity for someone seeking an Idaho license to make the licensing process
easier. Senator Harris asked how many more states have to join before REPLICA
is effective. Mr. Cheeseman said three more states are required to join, and
currently six states are actively seeking enabling legislation this session. Vice
Chairman Souza asked if the qualifications for licensure under REPLICA are
identical or close to identical between the states where medical personnel might
cross state lines. Mr. Cheeseman answered yes.
Chairman Heider asked how long people who move into the State of Idaho have
until they must obtain an Idaho license. Mr. Cheeseman stated the provider can
start working immediately under REPLICA and would have 90 days to apply for
an Idaho license but would not have to take an exam. Someone licensed in a
REPLICA state would have already undergone a background check and obtained
a license, and that would satisfy Idaho's requirements for licensure. Chairman
Heider further inquired whether the provider ever had to obtain or renew an Idaho
license. Mr. Cheeseman answered if the provider obtains an Idaho license, the
license must be renewed every two or three years, depending on the license type.
MOTION:

Senator Martin moved to approve Docket No. 16-0107-1601. Senator Harris
seconded the motion. The motion carried by voice vote.

DOCKET NO.
16-0106-1601

Emergency Medical Services (EMS) - Data Collection and Submission
Requirements. John Cramer introduced himself as a Program Manager at the
Bureau. This docket adds a new chapter relating to data collection and submission.
The rules were last updated in 1997 and there have been many profound changes
since that time with regard to EMS service delivery and electronic information
collection and documentation. The Bureau has been in the process of negotiated
rulemaking since the spring of 2014, culminating in a public hearing in September
2016. The current data collection rules were promulgated in a simpler time when
the depth of knowledge was limited to 81 defined data points which provide only the
most basic operational understanding of EMS responses and care: dates and times
of incidents; call and location type; patient gender and age; basic treatment; and
call disposition. It was formerly captured on paper using Scantron bubble sheets.
Data collection was unreliable because the bubble sheets would often be filled out
three or four months after the fact, and the scanner would reject the bubble sheets.
Mr. Cramer advised the Bureau began voluntary electronic data collection in 2007,
using the current NEMSIS data standards and data dictionary. The initial pilot
was well received and the Bureau was able to secure grant funds to help the rural
and frontier agencies obtain computer equipment and software. The Bureau also
provided software to assist with transmitting data in other ways than besides over
the Internet.
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Mr. Cramer explained the Bureau began the negotiated rulemaking process in
2014. As part of this process, the Bureau identified 179 data points suitable for
collection by the State. Thirty-seven of those data points are considered mandatory
and are reported in every case. The remaining 142 are conditional. For example, in
the case of a cardiac arrest where the heart stops, it could mean an additional 15 to
24 data points that are specific to that condition. With the exception of those data
points that are confidential, most of the data is used by the Idaho Transportation
Department Office of Highway Safety and the Idaho Time Sensitive Emergency
Data Registry, to capture the severity of an accident and the locations that generate
the most serious types of injuries.
Mr. Cramer reported the new chapter was created as a stand-alone chapter
due to the complexity and specificity of the topic and to conform to the current
national data standards defined by NEMSIS in its current data dictionary. The
Bureau is now also able to share the data with hospitals through their electronic
health records systems. The adoption of this new chapter and the associated
national data standards will result in improvements to the quality and quantity of
information gathered as it relates to the out-of-hospital care provided by Idaho EMS
providers and ultimately in the care provided to those patients. The changes will not
result in any fiscal impact to the State.
Chairman Heider asked where the data is stored and who has access to it. Mr.
Cramer answered the data is stored out of state at a very secure data site that is
compliant with the Health Insurance Portability and Accountability Act. Mr. Cramer
has access to all raw data. The EMS providers, agency administrators, and medical
directors have access to the respective agency's information. Otherwise, the data
is considered confidential like any other medical record.
MOTION:

Senator Anthon moved to approve Docket No. 16-0106-1601. Senator Harris
seconded the motion. The motion carried by voice vote.

PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:55 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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2017 LEGISLATIVE UPDATE
ON IDAHO TIME SENSITIVE
EMERGENCY SYSTEM
BILL MORGAN, MD, FACS
TRAUMA MEDICAL DIRECTOR-SAINT ALPHONSUS REGIONAL MEDICAL CENTER-BOISE
CHAIR OF THE IDAHO AMERICAN COLLEGE OF SURGEONS COMMITTEE ON TRAUMA
CHAIR, IDAHO TIME SENSITIVE EMERGENCY COUNCIL

HISTORY OF THE IDAHO TSE


HQPC INITIATIVE IN NOVEMBER 2011-TRAUMA CENTERS AND THE STATE EMS BUREAU WERE
TO WORK TOGETHER TO DESIGN A TRAUMA SYSTEM FOR IDAHO



HQPC IN NOVEMBER 2012-ADDED STROKE AND STEMI TO THEIR INITIATIVE



HCR 010-JOINT CONTINUING RESOLUTION IN JANUARY 2013 TO ESTABLISH A
“WORKGROUP” TO DESIGN THE SYSTEM, FUNDING AND IMPLEMENTATION



45 MEMBER WORKGROUP MET MONTHLY FOR 7 MONTHS TO COMPLETE LEGISLATION
DESIGN



LEGISLATION PRESENTED IN 2014 TO IDAHO LEGISLATURE AND SIGNED INTO LAW IN
MARCH 2014



11 MEMBER GOVERNOR-APPOINTED COUNCIL BEGAN DESIGNING THE SYSTEM’S BYLAWS,
RULES, AND REGULATIONS IN JULY 2014 AND SET UP THE 6 REGIONAL COMMITTEES



6 REGIONAL CHAIRS WERE THEN EMPANELED ON THE TSE COUNCIL BY FEBRUARY 2015 TO
COMPLETE THE 17 MEMBER COUNCIL AS PRESCRIBED BY THE LEGISLATION

HISTORY OF THE IDAHO TSE


STANDARDS MANUAL FOR STATE DESIGNATION OF TRAUMA, STROKE AND
STEMI CENTERS WAS COMPLETED BY LATE 2015 AND PRESENTED TO THE
HOUSE AND SENATE HEALTH AND WELFARE COMMITTEES IN JANUARY 2016



BEGAN DESIGNATION OF TRAUMA, STROKE AND STEMI CENTERS IN 2016



40 HOSPITALS/FREE STANDING ER’S/CLINCS IN THE STATE OF IDAHO THAT
COULD QUALIFY FOR A DESIGNATION



POTENTIALLY, EACH FACILITY COULD RECEIVE 3 DESIGNATIONS-TRAUMA,
STROKE, AND STEMI FOR A TOTAL OF 120 DESIGNATIONS IN THE STATE



INITIAL DESIGNATIONS WERE GIVEN TO ALREADY-DESIGNATED, AMERICAN
COLLEGE OF SURGEONS (ACS) LEVEL II TRAUMA CENTERS


SAINT ALPHONSUS REGIONAL MEDICAL CENTER-BOISE



EASTERN IDAHO REGIONAL MEDICAL CENTER-IDAHO FALLS

HISTORY OF THE IDAHO TSE


SUBSEQUENTLY, AFTER THE SUBMISSION OF 22 APPLICATIONS FROM IDAHO
FACILITIES TO THE TSE COUNCIL REQUESTING DESIGNATION FOR TRAUMA,
STROKE, AND STEMI



THE FOLLOWING HOSPITALS HAVE RECEIVED THESE DESIGNATIONS BY THE
STATE TSE COUNCIL

HISTORY OF THE IDAHO TSE
NAME

TRAUMA

STROKE

STEMI

SAINT ALPHONSUS
REGIONAL MEDICAL
CENTER

LEVEL II

LEVEL II

LEVEL I

EASTERN IDAHO
REGIONAL MEDICAL
CENTER

LEVEL II

LEVEL II

LEVEL I

ST LUKE’S MEDICAL
CENTER-BOISE

LEVEL II

LEVEL I

ST LUKE’S MEDICAL
CENTER-MERIDIAN

LEVEL II

LEVEL I

LOST RIVERS MEDICAL
CENTER-ARCO

LEVEL IV

CLEARWATER VALLEY
HOSPITAL-OROFINO

LEVEL IV

TETON VALLEY HOSPITALDRIGGS

LEVEL IV

KOOTENAI HEALTHCOEUR D’ALENE

LEVEL II

CURRENT STATE OF THE TSE


THE FOLLOWING APPLICATIONS HAVE BEEN SUBMITTED AND ARE CURRENTLY PENDING SITE SURVEYS


LEVEL IV TRAUMA






LEVEL II STEMI


ST LUKE’S FRUITLAND



ST LUKE’S NAMPA



TETON VALLEY-DRIGGS

LEVEL I STROKE




SAINT ALPHONSUS REGIONAL MEDICAL CENTER-BOISE

LEVEL III STROKE




STEELE MEMORIAL HOSPITAL-SALMON, IDAHO

TETON VALLEY HOSPITAL-DRIGGS

THESE SITE SURVEYS COMPLETED ON JANUARY 12-13, 2017


BOUNDARY COMMUNITY HOSPITAL-BONNERS FERRY, IDAHO-LEVEL IV TRAUMA



BONNER GENERAL HOSPITAL-SANDPOINT, IDAHO-LEVEL IV TRAUMA

CONCLUSION


OF THE 120 DESIGNATIONS AVAILABLE IF ALL HOSPITALS AND CLINCS SUBMITTED
FOR AND, RECEIVED ALL 3 DESIGNATIONS IN IDAHO



CURRENTLY 8 FACILITIES HAVE RECEIVED DESIGNATIONS-2 OF THESE HAVE
RECEIVED ALL THREE DESIGNATIONS



2 HAVE BEEN SURVEYED AS LEVEL IV TRAUMA CENTERS AND ARE PENDING
APPROVAL BY THE TSE COUNCIL



6 FACILITES ARE PENDING SURVEYS WITH COMPLETED APPLICATIONS



REGIONAL TSE COMMITTEES ARE BEGINNING TO EFFECT CHANGE IN THEIR
RESPECTIVE REGIONS BY ENGAGING THEIR RESPECTIVE MEMBER FACILITIES TO


PROMOTE BETTER COMMUNICATION



IMPROVE PATIENT CARE



SHORTEN TRANSPORT TIMES TO HIGHER LEVELS OF CARE
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PASSED THE
GAVEL:
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review.

DOCKET NO.
16-0303-1601

Child Support Services. Cade Hulbert, Child Support Program Manager with
the Department of Health and Welfare (Department), presented this docket. He
explained several enforcement actions the Department employs when collecting
child support. There are approximately 160,000 open child support cases in Idaho
and the Child Support Program currently serves around 400,000 parents and
children. The Idaho Child Support Services (ICSS) collected over $215 million in
child support last year. The mission of ICSS is to ensure that children receive the
necessary financial and medical support from both parents. When a noncustodial
parent falls behind on their child support, ICSS seeks to get this parent back in
compliance.
Mr. Hulbert said one of the many tools ICSS uses to encourage payment is to
report child support arrearages to Consumer Credit Reporting Agencies (CCRA).
The current rule requires the program to report noncustodial parents to CCRA when
the overdue support or arrearages are in excess of $500. Often by the time ICSS
receives a finalized child support order from the courts, the noncustodial parent is
already in arrears as the legal process can take up to 90 days or more. Some
noncustodial parents were sent to CCRA before the noncustodial parent even had
a chance to pay the support amount.
Mr. Hulbert informed the Committee that the Department has received numerous
consumer complaints about this rule over the past few years as noncustodial
parents receive information from the CCRA about outstanding debts. ICSS believes
in giving noncustodial parents an opportunity to pay the support amount first before
taking enforcement actions.
Mr. Hulbert explained the proposed rule modifies the amount of arrearages
reported to CCRA to $2,000 and three months with no payment. ICSS increased
the dollar amount from $500 to $2,000 because monthly support amounts can be
greater than $500, especially when there is more than one child involved in the
case. This $2,000 amount is also consistent with other enforcement tools that the
Department utilizes. ICSS added the three month condition to ensure adequate
time for the order to be set up in their system and communicated with the customer
after the court order is received.

Mr. Hulbert reported the Department conducted negotiated rulemaking on the
docket this past July, but received no comments from the public. ICSS wants to
reassure custodial parents are taking every action possible to collect child support
while helping noncustodial parents understand the benefits of making consistent
payments. There are no anticipated fiscal impacts to the State as the rule is
cost-neutral.
Senator Martin asked Mr. Hulbert to elaborate on the word "shall" and "will"
regarding the Department's notification of the noncustodial parent when there are
arrears in the payment. Mr. Hulbert explained the Department will notify the
noncustodial parent verbally and in writing. Senator Anthon clarified the word
"shall" changed to "will" in the rule to make it more readable.
Senator Anthon asked about the remedies taken by the Department so
noncustodial parents' credit report is not damaged, especially when the child
custody order has not come into effect and reporting has already taken place to
the CCRA given that there are 30 days to rectify with the CCRA. Mr. Hulbert
stated the noncustodial parent are already given a written and verbal notification,
and when the case is sent to CCRA, the Department handles the corrections on
a case by case basis.
Senator Heider asked the reason for a three-month waiting period for the families
until the child support payment is made. Mr. Hulbert explained the Department
takes other enforcement actions before the end of the three-month period. For
instance, the Department automatically sends an income withholding order to
receive payments from the noncustodial parent's employer, suspends drivers
licenses, intercepts state and federal tax refunds, and a few other enforcement
remedies.
Vice Chairman Souza emphasized that $2,000 seems right since the rule has
not been updated since July 1998. She also shares Senator Heider's concern
about a three-month waiting period to receive child support payment arrearages,
and child support payments seem to be more substantial now than in 1998. Mr.
Hulbert explained child support payments have risen as child support cases have
increased and because of the economy.
Senator Anthon spoke in support of the docket and addressed Senator Heider's
comments regarding the three-month waiting period when a child support payment
is not made. He stated the Department should give the noncustodial parent an
opportunity to pay the arrearages before the case is reported to the CCRA because
the credit reporting aspect gets very complicated and has a long-term effect when
reported inaccurately.
MOTION:

There being no more questions, Senator Anthon moved to approve Docket No.
16-0303-1601. Senator Agenbroad seconded the motion. The motion carried
by voice vote.

DOCKET NO.
16-0304-1601

Food Stamp Program in Idaho. Kristin Matthews, Food Stamp Program
Manager, presented the docket. She explained the Idaho Food Stamp Program,
also known as the Supplemental Nutrition Assistance Program (SNAP) provides
food assistance to Idaho's neediest families. Food stamps are 100 percent funded
by the U.S. Department of Agriculture (USDA) and the state processes and
approves food stamps under specific state program requirements.
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Ms. Matthews explained the docket contains two proposed changes to the Food
Stamp Rules which update program regulations and Department processing
standards. The first change updates language applicable to the Able Bodied
Adults Without Dependents (ABAWD) time limit. ABAWDs are required to either be
working or participating in work search activities to receive benefits. If an ABAWD
fails to comply with the specific state program requirements, they are restricted
from receiving benefits for a three year time period. Based on a recent policy
clarification, the Department currently is out of sync with this federally-mandated
three-year time period. The only change to this rule is striking the time period that
began in December 1996, so it is not in conflict with the counter the Department
currently uses to determine compliance with work activities for ABAWDs. No other
changes to work requirements for the SNAP program have been made. The
second change strikes language requiring the food stamp eligibility notifications to
include Idaho Administration Procedures Act (IDAPA) rule citations when informing
customers of eligibility decisions. Comments received from legal aid, customers,
and federal partners support the proposed rule to allow the Department to make
determinations as to when IDAPA rules are needed on the notice. Including rule
citations on all notices often leads to confusion making the notices read more like
a legal document which can be hard for many people to understand. The Idaho
Food Stamp Program continues to provide citations, both State and federal, when
requested by participants, attorneys, and other interested parties. There is no fiscal
impact to the State as a result of this rule change.
Senator Lee asked why the remedy is to strike the language and not revise the
time period of this rule. Ms. Matthews explained in order to stay in compliance
with the federal regulations, the Department needs to strike the language. The
Department started tracking again in January 2016, and the three year period will
run from January 2016 through December 2018. As the rule is currently written with
the three year counter period starting December 1996, the counter period would
end in December 2016, so the Department would only have one year to comply
with the new rule by leaving that language in the rule.
Senator Lee was concerned leaving a citation to the rules in the notice and the
Departments efforts to make sure people and/or their advocates understand these
notifications. Ms. Matthews explained if a family was calculated to be over income
and cited, they were not given any explanation regarding how their determination
was calculated. However, the IDAPA rule now explains to people and/or their
advocates the different types of incomes considered for eligibility determination.
The Department has now realized by putting more information on the notice, IDAPA
rule citation interferes in a fair hearing situation. Especially when there are multiple
citations, the notice only trigger the first IDAPA citation that go towards the eligibility
determination and often lose hearings.
Chairman Souza asked if the support people, attorney, or case worker for the
family who receives the notice can contact the Department for further information
about the specific IDAPA rules that apply. Ms. Matthews confirmed that is correct.
Senator Lee stated the Department should make sure when the eligibility
determinations are made, the notices and citations should be very transparent
particularly that the Department added IDAPA rules.
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Chairman Heider asked for a brief synopsis of the changed rule from one-day
delivery to ten-day delivery of food stamps and food pick up. Ms. Matthews
explained that prior to implementation, the Department spent a year communicating
with external partners, including retailers for smooth functioning of delivery of food
stamps and food pick up. The Department arranged to handle a large volume of
phone calls during the change from customers inquiring what their issuance date
was. The Department has an increased call volume for the first ten days of every
month from customers inquiring when benefits are issued. The feedback from
the food banks and retailers were good.
Senator Martin asked about the costs associated with the change from one-day
delivery to ten-day delivery of food stamps and food pick up. Ms. Matthews
explained the Department had budgeted for those one time costs. Currently, the
Department's budget continues to cover any costs associated with increased call
volumes.
MOTION:

There being no more questions, Senator Foreman moved to approve Docket No.
16-0304-1601. Senator Martin seconded the motion. The motion carried by voice
vote. Senator Lee and Senator Jordan requested to be recorded as voting nay.

DOCKET NO.
16-0305-1601

Eligibility for Aid to the Aged, Blind, and Disabled (AABD).Camille Schiller,
Program Manager, Health Coverage Assistance presented this docket. Ms.
Schiller explained this docket addresses three changes to be made to the Medicaid
for the Aged, Blind and Disabled (AABD) program. First adding depreciation as an
allowable expense to be used in the calculation of self-employment income, which
will align the program with other Health Coverage Assistance program as well
as federal requirement.
Ms. Schiller explained the second change to clarify eligibility to receive nursing
home Medicaid services. The previous rule stated that participants could only
be eligible for nursing home services if the participant met the criteria of AABD
Medicaid, including a disability determination by the Social Security Standards.
Guidance received from the Center for Medicaid and Medicare Services confirmed
that individuals meeting nursing home level of care, the appropriate income, and
resource limits for the program, were eligible to receive this coverage. A level of
care determination was made by a physician at the nursing home to determine if
the participant met the criteria needed for services provided by the facility. This
determination does not always mean that the participant has met the disability
criteria as established by the Social Security Administration. The AABD does not
anticipate a fiscal impact as their practice has been in alignment with federal
guidance. This rule only changes the language in IDAPA rule to meet federal
regulation.
Ms. Schiller stated the final change is based upon a recent interpretation of federal
requirements in regard to how annuities are considered when determining asset
transfer penalties for eligibility for AABD Medicaid programs. Annuities that are
irrevocable are generally counted as an asset transfer penalty unless they meet
certain criteria. The guidance does not allow an interest test to be applied when
determining if the annuity can be counted as an asset transfer without penalty. This
interest test has been used in the past when interest rates were higher, as the
interest test ensured the "soundness" of annuity. Interest rates are now significantly
lower and therefore it is no longer a reasonable test. The AABD program requests
to strike the requirement of the interest test.
Ms. Schiller commented negotiated rulemaking was not conducted for these
changes as they were simple in nature and conferred a benefit to the recipients.
There were no comments received for any of the changes during the public
comment period.
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Senator Martin referred to page 58 of the pending rule review book regarding
residency. He asked why the rule says the AABD program determines the
participants are disabled for the duration of the residency. Ms. Schiller explained
when participants are in the nursing facility and the physician has determined they
should stay there, the participants should be considered disabled for this program.
Senator Anthon asked if AABD program participants' residency determined by the
physician was good for five years. Ms. Schiller confirmed that was correct.
MOTION:

There being no further questions, Senator Harris moved to approve Docket No.
16-0305-1601. Senator Lee seconded the motion. The motion carried by voice
vote.

DOCKET NO.
16-0319-1601

Rules Governing Certified Family Homes. Steve Millward, Manager, Certified
Family Home Program, Division of Licensing and Certification presented this docket
regarding proposed changes to rules governing Certified Family Homes (CFHs) in
Idaho. He explained the purpose of a CFH is to provide a home-like, family-styled
residential living environment to allow vulnerable adults who are unable to live alone
to remain in their own communities, delaying the need to live in a more expensive
institutional setting. A CFH provides a home to individuals who are elderly, have
mental illness, developmental disabilities, physical disabilities, and whose mental,
emotional, and physical condition can be met by the home care provider. CFHs
have between one to four residents in the provider's own home, with the average
home caring for a single resident. Care by a relative in a home setting accounts
for 76 percent of CFHs. Currently, there are approximately 2,400 CFHs located
across the State.
Mr. Millward stated negotiated rulemaking sessions were held with stakeholders
across the State in May 2016. The first change the CFH Program seeks to make
this year regards legislation from two years ago, when the CFH citation program
worked with the Veteran's Administration (VA) to exempt VA medical foster homes
from additional State CFH certification if the medical foster home cared only for
veterans who did not receive Medicaid benefits. VA medical foster homes are
similar to CFHs, but the requirements established by the VA are much stricter than
the requirements for CFHs. That legislation passed, so the new rule change aligns
administrative rules with the change in statute exempting strictly VA medical foster
homes from additional certification as CFHs.
Mr. Millward said the remaining changes in this docket relate to resident rights and
notice of termination of the admission agreement. As rules were reviewed earlier
in the year for potential changes, the CFH Program team discovered the rules
relating to termination of the admission agreement between a CFH provider and
the residents were inconsistent with Idaho landlord tenant law. The CFH Program
proposed to replace the minimum 15 days notice requirement now in effect for
termination of the admission agreement with a minimum 30 days notice, unless the
termination was for any of the reasons outlined in IDAPA 16.03.19.260.02.b-e. This
change aims to align CFH rules with Idaho landlord tenant law, while simultaneously
affording vulnerable adults with potentially complex medical and/or behavioral
conditions the additional time they need to find a suitable living arrangement.
Senator Lee asked how many homes of both veterans and non veterans does this
rule currently apply. Mr. Millward replied the numbers are relatively low.
Vice Chairman Souza asked if the number of CFHs in Idaho is 7,500. Mr.
Millward replied there are 2,400 CFHs in Idaho and 76 percent of those care for
their own family members.

MOTION:

Senator Lee moved to approve Docket No. 16-0319-1601. Senator Jordan
seconded the motion. The motion carried by voice vote.
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DOCKET NO.
16-0507-1601

Investigation of Enforcement of Fraud, Abuse, and Misconduct (IFFAM).
Steve Bellomy, Bureau Chief, Audits and Investigations for the Department of
Health and Welfare presented this docket. The Audit and Investigation Team's
(Team) role is not about measuring compliance, but targeting questionable billings
and recovering improper payments. The Team audits are not representative of the
average provider. The providers are selected because someone reported to the
Team or because the Team noticed an unusual activity in claims data suggesting
improper billing. Last year, the Team completed 557 audits, and identified $4.1
million in overpayments. The Team assessed penalties in 23 percent of those
audits. After an audit, the Team can a wide range of actions including, no action,
a letter of instruction, recoupment of overpayments and penalties, termination
of provider agreement, exclusion from the Medicaid program, and referral to the
Attorney General's Office for criminal investigation.
Mr. Bellomy informed the Committee the Team operates under a very broad range
of rules in IDAPA 16.05.07. These rules govern how the Team conducts audits,
actions taken by the team, and administrative appeals. These pending rules amend
Section 235 and added Sections 236 and 237, which were very narrow portions of
the rules that focus on civil monetary penalties.
Mr. Bellomy commented this docket does not address all existing rules that give
the Team authority to recover overpayments, suspend, terminate, or exclude
providers. The three specific rules in Section 205 have been in effect since 1999,
and give the Team authority to recover payments made for claims when services
were not provided or were provided contrary to the program rules or provider
agreement. Section 230 has also been in effect since 1999, stating the Department
may impose a penalty if a provider fails repeatedly to comply with Medicaid rules
or submits improper claims. Section 235 provides the reason for these penalties
is intended to be remedial, at a minimum recovering costs of investigation and
administrative review and placing the costs associated with non-compliance on the
offending provider. The Team's purpose of S 1295 (2016) is accurately captured in
these amended rules.
Mr. Bellomy explained the primary reason for the statute and rule change is to allow
the Department to be more fair when assessing penalties. The new statute and
proposed rule reduced the minimum penalty from 25 percent of each claim line item
to 10 percent when violations were minor. Another important reason for changing
the rule was to provide a fair structure to the penalties. The old rule identified one
minimum rate of 25 percent did not explain how or why the team assessed a penalty
greater than 25 percent. The proposed rules provides an increasing penalty rate for
increasingly severe or frequent violations. Finally, the Team needed a fairer way of
assessing penalties when employers failed to follow background check rules. In
many settings, like residential care, several employees care for one client, so it is
difficult to attribute a portion of one claim line for one non-compliant employee. The
proposed rule applies a penalty based on each non-compliant employee.
Mr. Bellomy stated the Team worked diligently to engage providers in this rule
amendment. Before the Team drafted rules, they created a chart showing how
the penalties could be organized in the new rules. The chart and survey was
emailed directly to many providers and the links to the materials were posted on
the Medicaid Newsletter and website. The survey showed general agreement with
the penalty chart. Some of those opposed to the penalties believed the team were
being too lenient. In the survey, the Team asked providers to give a feedback about
the chart and the changes recommended.
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Mr. Bellomy reported the Team held public negotiated rulemaking meetings in
Coeur d'Alene, Boise, and Pocatello, and only two people attended each meeting.
The team was later invited by the Association of Community Providers to discuss
the penalty chart and drafted temporary and proposed rules which were published
in July 2016. The Team held public hearings after the rules were published again in
the same cities as before, but no one attended. However, the Team received three
comment letters from two associations and one hospital. The Team worked with
the three commenters individually to make the rules clearer and then republished
the pending rules in January. The Team's process was open and collaborative and
in the last three weeks, seven school districts submitted comments expressing
desire to be exempt from penalties. This request is inconsistent with the Statute
and Medicaid rules. In Section 235, the rule was amended to reduce the minimum
penalty rate from 25 percent to 10 percent. The Team created a chart (see
Attachment 1) which shows organized penalties in a progression from minor
violations to severe violations down the left and from minimum to enhanced
penalties across the top. Specific examples were added for each category of
violation in subsections 01 and 02. Finally, Section 237 described how penalties
will be applied when a provider fails to obtain a background clearance for their
employees.
Vice Chairman Souza asked for further explanation about the school districts'
requests to be exempt. Mr. Bellomy explained by giving an example. He stated
one of the concerns the Team received was regarding compounding penalties.
For each individual claim line that is subject to a penalty, the team assigns the
appropriate penalty rate but does not compound the penalties.
Senator Lee asked whether the school districts were subject to penalties and
Medicaid reporting prior to this rule. Mr. Bellomy answered the school districts
have always been subject to penalties and Medicaid reporting.
Senator Martin asked how many penalties were collected from this program. Mr.
Bellomy replied schools have always been subject to paying penalties; however,
because the schools were having trouble maintaining the Medicaid claim records
for the audit, the Team agreed to withhold assessing penalties until July of last year.
The Team has just begun the audit process and so the dollar amount in the last
six months is the relevant period the Team can share with regards to the amount
recovered in the overpayment and the penalties.
Ms. Lori Stiles introduced herself to the Committee on behalf of the Medicaid
Program Integrity Unit (Unit). She explained that in the last six months, the Unit has
completed 11 audits. In two cases, the Unit assessed civil monitoring penalties.
The Unit recovered seven overpayments: one for approximately $5,400 and the
other for $48.77.
Senator Martin asked to confirm if $5,400 was the exact amount assessed and if
that amount was for one or all the districts. Ms. Stiles confirmed it was $5,435.90
and the amount collected was for one school district. The Unit had 11 of 15
individual cases from one school district that were reviewed and did not have the
eligibility determination.
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Senator Martin asked besides that particular district if other districts during this
period were fined. Ms. Stiles replied not during the six month period. Senator
Martin asked if the Unit has been imposing these fees previously and what the cost
is to the districts. Ms. Stiles explained while the Unit may have recovered an
overpayment, the Unit still has to look in to the conduct to determine if the school
district should be subject to a civil penalty assessment. Senator Martin asked if the
Unit anticipates collecting a large amount of money from the school districts and
if there is a learning curve for the schools to comply with the Department's rules.
Ms. Stiles replied until the Unit completes the audits, the Unit cannot determine if
violations are repeated or substantial to warrant fines.
Vice Chairman Souza asked now that the six-month waiting period has expired to
perform these audits in the school districts, how the Unit addresses any concerns
with school administration to maintain the claims correctly in the future and what
kind of feedback the Unit receives from the school districts. Ms. Stiles replied if
the Unit finds the schools are incorrectly billing, the Unit educates the schools
before the audit is completed and ensures billing is carried out appropriately. The
Unit also visits the school to meet and address the concerns. When there is an
impasse, the Unit offers an option to the schools to reach out with any concerns
or comments to Ms. Stiles or Mr. Bellomy, who ensure the analyst's decisions
and findings were appropriate.
Vice Chairman Souza asked if there was any process to explain the concerns to
the school district that was fined $5,400, and the reason the penalty became severe.
Ms. Stiles explained in this particular case the Unit determined substantial rule
violations when 11 of the 15 billings were not eligible to receive payments. The Unit
did not get the required assessments to determine if those students were eligible for
Medicaid services. Vice Chairman Souza asked if the school district administration
or personnel understood the process and documentation of the claims audit. Ms.
Stiles replied the analyst who audited the school is very well respected among
the school districts and works very closely with the school districts to ensure the
schools have an understanding of penalties and refunding overpayments.
Mr. Bellomy continued explaining his presentation on Section 235 of the rules to
reduce the minimum penalty rate from 25 percent to 10 percent and a new section
to help understand how the Unit organized these penalties in a progressive manner.
Finally, Section 237 described how the penalties will be applied when providers fail
to obtain background clearances for employees.
Senator Lee asked whether the complete payment is withheld in addition to the
penalties, and the withheld funds are returned to federal and/or state funds. Mr.
Bellomy explained penalties are in addition to recouping overpayments. Accepting
return of overpayments is typically done only for minor rule violations. Senator Lee
asked the consequences if this rule is not approved. Mr. Bellomy replied if this
rule is not approved then the former standard will apply, which is a flat 25 percent
minimum penalty rate.
Vice Chairman Souza asked if there is a process to appeal a fine or a penalty. Mr.
Bellomy explained there are times when the Unit agrees that something is not
clear and that is when the Unit decides not to assess a penalty and simply recoup
an overpayment. At the end of the process, the appeal process is to request an
administrative appeal, director's appeal, and district court.
MOTION:

Senator Martin moved to approve Docket No. 16-0507-1601. Senator Heider
seconded the motion. The motion carried by voice vote
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PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:58 p.m.

___________________________

___________________________

Senator Heider

Jeanne Jackson-Heim

Chair

Committee Secretary

___________________________
Arti Clark
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare
Committee (Committee) to order at 3:00 p.m.

GUBERNATORIAL Consideration of Gubernatorial Appointment of Wendy Jaquet to the Board
APPOINTMENT:
of the Idaho Department of Health and Welfare (Board). Chairman Heider
introduced Wendy Jaquet and asked her to tell the Committee about herself and
why she would like to be reappointed to the Board. Ms. Jaquet informed the
Committee she was elected to the Legislature in 1994 and served on Governor
Batt's Medicaid Reform Committee. At that time, Ms. Jaquet was executive
director of the Sun Valley Chamber of Commerce. She served in the Legislature
until 2012 and enjoyed her time on the House Health and Welfare Committee.
After she became Minority Leader, she served on JFAC for four years where
she handled the Department of Health and Welfare budget. Ms. Jaquet said
she currently teaches two 100-level courses and one 500-level course at Boise
State University. She is also a Ph.D. candidate but is unsure whether she will
complete that degree. Ms. Jaquet stated she splits her time between Boise and
Ketchum. She enjoys serving on the Board because so much of what the Board
does involves things she worked on at the Legislature.
Senator Harris asked what Ms. Jaquet feels has been her best accomplishment
on the Board. Ms. Jaquet replied one of the Board's roles is to approve rules,
and for a long time, she was involved with the Emergency Medical Services
Bureau's old rules. After many meetings, it didn't seem like the rules would ever
be updated. Ms. Jaquet stated she is pleased that issues with the rules are now
straightened out. She feels good about the work done, and the four counties she
represents now have rules that will work for their rural communities.
Chairman Heider mentioned he has attended the Board meetings and Ms.
Jaquet is a valuable member. Her experience in the Legislature brings a
important quality to the Board.
MOTION:

Senator Jordan moved to send the Gubernatorial reappointment of Wendy
Jaquet to the Board of Health and Welfare to the floor with recommendation that
she be confirmed by the Senate. Senator Martin seconded the motion. The
motion carried by voice vote. Senator Stennett offered to carry the appointment
on the floor of the Senate.

S 1005

Relating to Child Protection. Miren Unsworth, introduced herself to the
Committee as the Deputy Administrator in the Department of Health and
Welfare's Division of Family and Community Services. Ms. Unsworth explained
the issue of sex trafficking of minors is an issue of increasing concern at both
the state and federal level. While there is no official estimate on the number
of human trafficking victims in the United States, in 2015, an estimated one
out of five endangered runaways reported to the National Center for Missing
and Exploited Children were likely child sex trafficking victims. Since 2007,
the National Human Trafficking Hotline has received 366 referrals from Idaho
regarding both adult and minor victims.
Ms. Unsworth informed the Committee the Idaho Child Protective Act does
not currently include a definition of human trafficking. The Justice for Victims
of Sex Trafficking Act of 2015 (JVSTA) amends the Child Abuse Prevention
and Treatment Act (CAPTA) state grant program requirements and specifically
requires states to consider any child who is identified by a state as a victim
of sex trafficking or severe forms of trafficking as a victim of "child abuse and
neglect" and "sexual abuse." The law utilizes the definitions of sex trafficking or
severe forms of trafficking as defined in the Trafficking Victims Protection Act of
2000 (TVPA). The TVPA defines "sex trafficking" as the recruitment, harboring,
transportation, provision, obtaining, patronizing, or soliciting of a person for
the purpose of a commercial sex act. The law further defines "severe forms of
trafficking in persons" as sex trafficking in which a commercial sex act is induced
by force, fraud, or coercion, or in which the person induced to perform such
act has not attained 18 years of age.
Ms. Unsworth advised "human trafficking" is currently defined in Idaho Code
§ 18-8602 as: 1.) sex trafficking in which a commercial sex act is induced by
force, fraud or coercion, or in which the person induced to perform such act
has not attained eighteen (18) years of age; or 2.) the recruitment, harboring,
transportation, provision, or obtaining of a person for labor or services, through
the use of force, fraud or coercion for the purpose of subjection to involuntary
servitude, peonage, debt bondage, or slavery. The proposed legislation will
include this definition of human trafficking in the definitions of abused and sexual
conduct in the Idaho Child Protective Act. The current definition of human
trafficking meets the definitions under the TVPA and the requirements of the
JVSTA.
Ms. Unsworth mentioned the Division of Child and Family Services has worked
with the Administrative Office of the Courts on this proposed legislation and
has shared the legislation with the Governor's Task Force on Children at Risk;
representatives from the Idaho Children's Trust Fund; the Idaho Coalition
Against Sexual and Domestic Violence; the Idaho Department of Juvenile
Corrections; and attorneys for each of the Idaho tribes.
Senator Lee stated she appreciates conformity and highlighting this issue in
Idaho Code and asked if failure to pass this legislation would result in subjecting
children to further abuse, or if current Idaho law has left children vulnerable to
horrific situations. Ms. Unsworth answered the current definitions in the Child
Protective Act would allow the Department to act on an instance of sex trafficking
and ensure protection of the child. The law change provides clarity and highlights
the importance of addressing the issue in Idaho communities. Three children
have entered foster care since 2014 who were previous victims of sex trafficking.

MOTION:

Senator Martin moved to send S 1005 to the floor with a do pass
recommendation. Senator Foreman seconded the motion. The motion carried
by voice vote. Senator Lee offered to sponsor the bill.
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S 1009

Relating to Crop Residue Burning. Tiffany Floyd introduced herself as the
Air Quality Division Administrator with the Idaho Department of Environmental
Quality (DEQ). Ms. Floyd also introduced Mary Anderson, Air Quality Program
Manager, and Carl Brown, Rules Coordinator.
Ms. Floyd informed the Committee of the two goals of the Crop Residue Burning
(CRB) program: 1.) protect public health by ensuring that crop residue burning
does not cause national ambient air quality standards to be exceeded; and 2.)
provide flexibility to farmers to burn crop residue as an agricultural practice
when it will not jeopardize public health. Ms. Floyd explained a 2007 lawsuit
resulted in a ban on crop residue burning. Governor Otter convened a group
consisting of farmers, environmental groups, and regulators to find a solution.
The group reached an agreement, and in 2008 the Legislature enacted those
details into Idaho Code. Before approving a burn in the CRB program, DEQ
is required to evaluate a number of criteria, including: proximity to hospitals,
schools and nursing homes; other burning activity; weather conditions; and
pollutant concentrations. Pollutant concentrations cannot exceed 75 percent of
any National Ambient Air Quality Standards (NAAQS). This creates a threshold
to ensure DEQ is not approving burns that may cause a violation of NAAQS.
Ms. Floyd stated the proposed legislation changes the 75 percent threshold to
90 percent for ozone. EPA reduced the ozone standard and typical ozone levels
can limit crop residue burning even when burning is not predicted to cause a
violation of any air quality standard. The 2008 ozone standard was 75 parts per
billion (ppb). Seventy-five percent of 75 is 56, and that becomes the threshold
number. At or above 56 ppb, DEQ is not allowed to approve crop residue burns.
The 2015 ozone standard is 70 ppb. Seventy-five percent of 70 equals 52, and
that is the new threshold to approve burns (See Attachment 1). Reducing the
threshold from 56 ppb to 52 ppb results in a decreased number of burn days
for farmers by nearly double or triple in some areas of the State. Ms. Floyd
mentioned ozone concentrations at Craters of the Moon in rural Southern Idaho,
a clean pristine area, can show levels ranging from 30 to 70 ppb.
Ms. Floyd stated it can appear to be counterintuitive that increasing or providing
more burn days would better protect public health. By changing the 75 percent
to 90 percent using the 2015 ozone standard of 70 ppb, the threshold becomes
63 ppb because 90 percent of 70 equals 63. This provides for greater flexibility
in allowing burning to occur when all burn criteria are met. Under the current
program, there are days when smoke would disperse well, and the NAAQS
would not be exceeded, yet DEQ is prohibited from allowing burning due to
ozone levels. Instead, DEQ utilizes days when adequate smoke lift, proper
mixing, appropriate air movement and direction, etc. are not as favorable, yet all
burn criteria are met. DEQ believes burning on those days could have more of a
negative impact on public health than increasing the number of burn days. The
proposed change not only strengthens health protections but provides for better
opportunities to burn when smoke dispersion is better. Spreading the burns over
more days may lead to fewer burns in a day.
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Ms. Floyd advised in an effort to address this matter, DEQ engaged in
negotiated rulemaking. Based on those discussions, DEQ is proposing to
increase the 75 percent threshold for ozone to 90 percent. In the eight years of
implementing this program, DEQ has learned a lot and is confident about having
enough buffer to ensure the ozone standard will not be exceeded due to a crop
reside burn. Some participants believe if the ozone threshold is relaxed, it is
only fair to strengthen the particulate matter threshold by the same percent to
60, but this position is not scientifically supported. Instead, the science supports
that crop residue burning doesn't add significantly to ozone levels. Therefore,
DEQ did not change the 75 percent threshold for particulate matter. The current
program is working well for particulate matter and meeting the goals of the
program.
Ms. Floyd said if this legislation is passed, it will require Environmental
Protection Agency (EPA) approval before it can be implemented. Because of
timing issues related to enacting new legislation, adopting new rules, and getting
EPA approval, DEQ recommends a temporary measure effective until February
28, 2018, the date of expected EPA approval. The temporary measure will
maintain the 56 ppb threshold through 2017 and into early 2018 as outlined in
Section 1 of the proposed legislation. The new standard would become effective
on and after February 28, 2018 when the temporary measure is replaced with
Section 3, which contains the 90 percent language. DEQ is confident that using
the threshold of 56 ppb ensures the new ozone standard of 70 ppb will not be
exceeded. This change will not have any direct fiscal impact on the state or alter
resources used by DEQ to implement the CRB program, nor will the current crop
residue burn fee structure be changed. In summary, DEQ is proposing to change
the 75 percent threshold to 90 percent for ozone only to address EPA's lowering
of the standard as well as meet the needs of the agricultural community.
Senator Foreman asked what percentage of burn days would be lost if the 90
percent rule is not implemented. Ms. Floyd answered DEQ has evaluated that
question by considering the additional average number of days available for
burning. If the change to 90 percent is approved, the average number of days
available for possible burn days throughout the year would be 57 days in South
Idaho and 31 days in North Idaho. Senator Foreman inquired what the impact
would be on the growers if the change does not pass. Ms. Floyd replied there
would be a negative impact because the 75 percent threshold would be used
resulting in fewer burn days. Senator Foreman further inquired whether it is
correct that the growers could lose between one-third and two-thirds of burn
days. Ms. Floyd responded that would be correct.
Senator Agenbroad asked if tribal lands are included under this restriction. Ms.
Floyd answered that tribal lands are regulated through the federal government
but not through the Idaho program. DEQ works closely with the tribes during
burning season to monitor activity, but the tribes follow a separate program
which includes a maximum 75 percent of the particulate matter standard.
Senator Lee commented she has received a number of public comments on
this issue and many of them come from constituents not in a rural area. Senator
Lee asked when crops are burned in Idaho and what is the current burn period.
Ms. Floyd said the typical burn season is March through September, but
depending on weather patterns, it can extend beyond that time. Chairman
Heider asked how long Idaho farmers have been burning crop residue, and
whether it is a traditional activity on many fields. Ms. Floyd answered it
has been an agricultural practice which was overseen prior to 2007 by the
Department of Agriculture.
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Senator Jordan asked about the Crop Residue Burning Advisory Committee
(CRBAC) and its recommendations. Ms. Floyd said the rules provide for a crop
residue advisory group consisting of environmental groups, health organizations,
growers and farmers, DEQ, and EPA to provide direction, recommendations,
or changes. Beginning in 2011, the CRBAC considered additional information
about ozone and the fact the ozone standard was likely to change which could
be problematic for the farmers. The CRBAC agreed to focus on the 75 percent
of any NAAQS at negotiated rulemaking and discussed the concept of equal
offset in particulate matter if the ozone standard was loosened. Senator Jordan
asked if the CRBAC recommended an offset and commented the legislation
does not include it. Ms. Floyd answered the CRBAC discussed the offset and
the health risks associated with it. In negotiated rulemaking, DEQ presented an
option of 90 percent of ozone with an offsetting 65 percent particulate matter.
Questions arose about whether that reduction in particulate matter could be
supported, and DEQ did not have supporting science or enough information to
change the particulate matter number.
Chairman Heider asked what department is referenced in the provision that a
burn may not take place without pre-approval from the Department, and whether
the provision is being followed. Ms. Floyd responded if growers submit requests
to burn, DEQ evaluates the requests based on the established criteria, and
DEQ gives approval or non-approval for the burn. Chairman Heider asked if all
farmers are required to get a permit and prior approval for burning, and if the
requirement includes ditch banks. Ms. Floyd answered all farmers are required
to get prior approval for burning crop residue, which is defined as any vegetative
material remaining in the field after harvest or vegetative material produced on
designated conservation reserve program lands. The requirement does not
include ditch burning.
Senator Foreman asked if there is any scientific tie or link between ozone and
particulate matter to justify changing one standard in response to a change in
the other. Ms. Floyd replied there is not. It would take a number of studies
and research to determine that, and none is currently available. Senator
Agenbroad asked if DEQ can set no standards more strict than EPA, how DEQ
can reconcile setting any standard below 75 ppb. Ms. Floyd answered DEQ
cannot set anything new or more stringent. Instead, DEQ's proposed level was
designed to ensure the 70 ppb standard is not violated. Senator Jordan asked
if the new standard is strictly for the State of Idaho or if it applies to the tribal
lands as well. Ms. Floyd stated the change would be specific to the State. The
tribal areas would continue to evaluate and utilize the program they have.
TESTIMONY:

Jonathan Oppenheimer and Austin Hopkins introduced themselves on
behalf of the Idaho Conversation League (ICL), an association that works to
protect air, water, and land, to oppose S 1009. Mr. Oppenheimer provided the
Committee with a written statement (See Attachment 2) from Dr. Patrick Weis, a
pulmonologist who conducted research specifically on the effects of ozone on
lung function and who serves as the Pulmonary Director of St. Luke's Pulmonary
Clinics. The ICL has been involved on this issue for over 10 years, specifically
with regard to the rulemaking and the bill. Mr. Hopkins stated he has attended
the rulemaking sessions, and ICL's major concern is that the proposed action
would weaken protections for public health in Idaho. Changing the standard
from 75 percent to 90 percent is a change from 56 ppb to 63 ppb. Not only is
that a higher number, but it goes against EPA trends. ICL thinks DEQ should
keep the current standards to remain protective of public health. It is particularly
concerning for impacted populations such as youth, elderly, and those in nursing
homes and hospitals. Those suffering from chronic obstructive pulmonary
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disease (COPD) and asthma are much more affected by these decisions than
normal healthy adults.
Mr. Hopkins informed the Committee the change is contrary to the opinion
of Idaho State Toxicologist Dr. Craig Dietrich, who presented at some of the
rulemaking about the public health impacts of ozone and particulate matter. Dr.
Dietrich's findings illustrate a compounding effect if burning occurs on days
with elevated ozone. When EPA requested public comment on changing the
NAAQS for ozone from 75 ppb, they offered a range of 60 ppb to 70 ppb.
A number of leading health associations, including the American Medical
Association, American Lung Association, American Academy of Pediatrics,
American Thoracic Society, and American Heart Association, all urged EPA to
lower the maximum to a 60 ppb level. The Idaho standard would exceed what
leading health professionals recommend.
Mr. Hopkins further commented DEQ has yet to prove this proposal will not
exceed the NAAQS as required under the Clean Air Act. Finally, it undermines
the consensus building and collaborative efforts of negotiated rulemaking. A
number of public health advocates tried to offer a variety of compromises,
understanding the ozone threshold might need to be relaxed or given increased
flexbility. All proposals were ultimately ignored, even though science was
provided to support the proposals.
Senator Martin mentioned DEQ's statement that the air around Craters of the
Moon measures 30 to 70 ppb of ozone and inquired why it varies and why
the level there is up to 70 if there is no burning going on there. Mr. Hopkins
responded he is not an expert in atmospheric science, but there are a number
of pollutants that form ozone. Ozone is a secondary pollutant and is formed
through the interaction of sunlight and pollutants in the atmosphere, most
notably nitrogen oxides and volatile organic compounds. Ozone travels through
the air laterally. While Craters of the Moon is a pristine area, ozone from
populated areas could travel there.
Mr. Oppenheimer stated ICL has significant concerns with the bill and urges it
be held in Committee.
TESTIMONY:

Karen Miller introduced herself as a medical doctor at St. Luke's Idaho
Pulmonary Associates. She is the Adult Director of the St. Luke's Cystic Fibrosis
Center of Idaho. Ms. Miller informed the Committee she mainly works in the
outpatient setting and her clients have COPD, asthma, and cystic fibrosis as
well as interstitial lung disease and others. Patients with COPD are not always
responsible for their own disease. Up to 25 percent of Idahoans have COPD for
reasons other than smoking. Dr. Miller said she is an advocate for her patients
and opposes S 1009. When pollution levels are high, there is a great increase in
visits to the pulmonary clinic that overflow into primary care physician offices as
well as urgent care clinics. Patients go to the emergency room and get admitted
for COPD, asthma, and cystic fibrosis exacerbations. There is clear evidence
in the clinic that visits increase when particulate matter and ozone are high.
Increasing the allowable ozone would increase these office and hospital visits
and cost the State of Idaho money in taking care of patients who require urgent
and emergent care for their temporary exacerbations.
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Senator Martin asked if there is a time of year when there is typically an
increase with this problem. Dr. Miller replied she has been working at St.
Luke's for eight years and as Director for five years, and there are increased
visits in July, August, and early September when the air quality is lowest. There
is also an increase in January and a little bit of February when the inversion is
bad because the particulate matter is trapped here. Senator Harris inquired if
Dr. Miller has seen an increase year to year and not just seasonal. Dr. Miller
responded there was quite an increase in office visits from the forest fires over
the past there years. Some patients come from eastern Oregon, northern
Arizona, and eastern Idaho. Patients remark they can't leave their house
because of the air quality or get sick if they go outside. Chairman Heider asked
if Dr. Miller knew the ppb in Boise from a forest fire in Owyhee County. Dr.
Miller answered she did not. Senator Jordan asked if Dr. Miller's patients
came from a wide geographical area and not just Ada County. Dr. Miller replied
she has a large catchment area for cystic fibrosis patients, and her pulmonary
patients also come from a large area.
TESTIMONY:

Justin McLeod introduced himself as a Kentucky bluegrass seed producer from
Nez Perce, Idaho. He is President of the Nez Perce Prairie Grass Growers
Association (NPPGGA). In addition to growing grass, he raises wheat, hay,
barley, and legumes and his farm has grown bluegrass for over 50 years. The
NPPGGA and the Kentucky bluegrass seed growers support S 1009. The
NPPGGA was represented at all four negotiated rulemakings. The NPPGGA
board of directors met after the May 18th meeting in Boise and discussed the
draft proposal, and the board of directors agreed it was vital to continue to
support a strong CRB program that addresses the concerns of environmental
advocacy groups and also allows farmers to participate in approved agricultural
practices to raise their crops. The proposed standard of 90 percent of EPA's
revised ozone standard of 70 ppb is adequate in 2018. While the national
standard is being tightened, Idaho has consistently fallen well below the ceiling
due to a successful agreement and a program that has taken on responsibility
of weighing both health concerns and the necessities of agriculture. The grass
growing community has taken great pride there have been no adverse health
effects while the agreement has been in place. Mr. McLeod commented he has
a family and a business and he is proud of the farms in his community. The
current program is successful, and tightened standards would greatly impact
what farmers are able to do.
Senator Foreman asked if there is a way to successfully conduct his business
without burning or reduced burning. Mr. McLeod said as a bluegrass grower,
he could not. Many ways have been tried to raise Kentucky bluegrass. The
Inland Northwest produces 60 to 80 percent of all bluegrass in the world. It
takes burning to regenerate the plant. Fortunately, there are great health effects
from grass at golf courses, parks, and homes, and bluegrass greatly decreases
erosion. Senator Foreman asked what it would do to Mr. McLeod's operation
if he lost one-third to two-thirds of his burn days. Mr. McLeod replied if there
was no burning those 31 days, there is a great likelihood in his area that the
bluegrass could not be burnt. The worst case scenario is he would not have a
crop the next year. In a best case scenario, the crop would be 60 to 70 percent.
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Senator Harris inquired how many bluegrass farmers there are now compared
to 20 years ago. Mr. McLeod answered there are probably 70 percent of what
there used to be. Senator Harris asked whether crop acreage is going up
or going down. Mr. McLeod said it depends greatly on factors such as the
housing market, the number of parks and golf courses constructed, and weather
in the East. He believes there are about 25,000 acres of certified grass seed.
Senator Harris asked if that acreage is less than 20 years ago. Mr. McLeod
answered it varies drastically.
Senator Jordan asked if there was discussion during negotiated rulemaking of
developing a new formula that would maintain the current number of potential
burn days without increasing them. Current law allows 56 burn days a year,
and with the new 70 ppb standard, there would be 52 burn days, a loss of four
days. Mr. McLeod explained those four days in his area mean a lot. They could
get a lot of rain, or there might be a forest fire on a burn day. Decreasing the
number of burn days makes it more unhealthy. Farmers have the opportunity
to pick a day to burn, even if DEQ says it's a good day to burn. For example,
there might be a wind blowing over a town and the farm might be in that wind,
so the farmer would choose not to burn that day to avoid impacting a school or
home. Decreasing burn days impacts a farmer's ability to be accountable to
his neighbors. It may seem like only four days, but percentage wise it is a big
difference. The stakeholders tried diligently to come to consensus but could not.
TESTIMONY:

Eric Olson introduced himself to the Committee as a farmer from Bonners Ferry
to testify in support of S 1009. He grows wheat, legumes, and canola, and
he used to grow bluegrass until it became economically unviable. Mr. Olson
is a member of the Grain Producers Association and serves on DEQ's Crop
Residue Advisory Committee. He has been involved with this issue for the last
several years and all last summer. Mr. Olson said he participated in negotiated
rulemaking meetings and heard from experts and stakeholders on all sides of
the issue. DEQ did not have the justification to make changes to any other
pollutant because the only pollutant with a change at the federal level that would
affect crop residue burning in Idaho is ozone. All parties have agreed the CRB
program has worked well with the exception of ozone. Idaho has background
ozone that is here due to no fault of Idaho's farmers, present at high enough
levels that it has prevented DEQ from approving burn days. The increase will
keep DEQ from having its hands tied to approve burn days.
Mr. Olson explained there is a difference between particulate matter and ozone.
Burn practices have no impact on ozone. Farmers do not create or destroy it
when they burn a field. However, farmers can control particulate matter and that
is the pollutant with the biggest impact on population centers. When there is a
marginal day and ozone levels are lower, usually the humidity levels are so high
that particulate matters are off the charts. In that case, farmers don't want to
burn because it will have an impact on a school, hospital, or town, including
a town 15 miles north of the border in Canada that must also be considered.
During negotiations, the growers offered a compromise of reducing the standard
for particulate matter from 75 to 70 percent for particulate matter but there was
no further negotiation.
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TESTIMONY:

Roger Batt introduced himself on behalf on the Idaho/Eastern Oregon Seed
Association to speak in favor of S 1009. The association represents the seed
companies and affiliated businesses in Idaho in the seed trade. Association
members contract with their grass seed producers and other producers in the
State to maintain a viable and productive seed industry and market to 120
countries. The organization has been involved in field burning since before
2008, and this legislation has been a great compromise on behalf of all parties.
Growers need the viability of fire as a tool for the bluegrass and seed production
in the State of Idaho. On July 20, 2017, during negotiated rulemaking, EPA said
it would be willing to accommodate a 90 percent standard as long as it protected
human health. No science has been brought forth that has indicated it wouldn't
protect human health. Since the 2008 burn program was established, there have
been no deaths or incidents attributed solely to field burning in Idaho.

TESTIMONY:

Greg Branson introduced himself as a farmer from Nez Perce, Idaho who
supports S 1009. He primarily grows wheat and Kentucky bluegrass, and he also
grows garbanzo beans, hot Indian mustard, lentils, peas, and canola. Bluegrass
seed production is a vital crop to Lewis County because 70 to 80 percent of the
world's Kentucky bluegrass is grown in the Inland Northwest. Bluegrass seed
production allows him to employ more local people during the season and the
local people rely on the jobs. Bluegrass seed production is a low impact crop
that, once established, takes very little field work to maintain, keeping tractors
out of the field. It is an environmentally friendly crop because it requires much
less pesticide use than other competing crops. The wildlife love it, and it creates
beautiful scenery, especially in the spring. In order for bluegrass to be a viable
and potentially profitable crop, farmers must be able to burn the residue after
harvest is complete. Without the ability to burn, the industry would not survive in
Idaho. The process has worked very well for the farmers and the communities.
Senator Harris asked how many gallons of fuel it would take to get rid of the
bluegrass stubble if it couldn't be burned. Mr. Branson said the bluegrass
would have to be windrowed in some manner. If a combine couldn't do it, it
would require a swather to make another pass over the field. Then a baler and a
tractor would be needed to bale it up. After that, the loader tractor would have
to pick up and stack the bales. There is no market for the bales so trucks and
trailers would have to be hired to move it, and he is not sure where it could
be taken. Even with no residue, the field still wouldn't yield nearly as well the
following year. When the grass burns, fire gets down in the crown and shocks
the crown of the plant to produce as much seed as possible.
Senator Agenbroad asked about the process for a farmer in the Nez Perce
area to burn on tribal land versus non-tribal land. Mr. Branson described the
process of bluegrass production. Throughout the year, he discs a 20-foot wide
burn strip around the field to keep the weeds off and keep it black. After he
harvests the crop, he visually inspects the burn strip to make sure there aren't
any piles of stubble. Then he calls the tribe, and he provides a lot number that
includes the specific location of the field and number of acres. Mr. Branson said
he submits his permits with the tribe and DEQ, and his name goes on the list.
The sooner the field is ready and the sooner the permits get turned in, the higher
the spot on the list. He will get a call by 9:30 a.m. to let him know if and when he
can burn. Burn times generally run from 1:00 to 4:00 p.m. so it will burn fast and
get up in the atmosphere to leave the area. Next, he gets his equipment and
fire truck ready. Mr. Branson stated he calls extra crew and his neighbors to
come over and help. He is ready to burn at 1:00, but he makes the final call. If
the wind is blowing the wrong way, he will call off the burn. After he burns the
field, he keeps the fire crew around for 60 to 90 minutes to make sure the fire is
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out. Without the flexibility of extra burn days, he might choose to burn even if
conditions are not ideal because otherwise it might not get done.
Senator Agenbroad asked whether the environmental standards for burning on
tribal ground are more or less restrictive than for non-tribal land. Mr. Branson
responded the standards are nearly the same. The Nez Perce Reservation was
using its own burn program before the State implemented its program, and the
State used the Nez Perce program as the model for the State's program. The
primary difference is he works with the tribe to get burn approval, while others
contact the State to get approval.
TESTIMONY:

Russ Hendricks introduced himself on behalf of the more than 76,000 Idaho
families who are members of the Idaho Farm Bureau. The Idaho Farm Bureau
supports S 1009 and appreciates the time and effort DEQ has put into working
through this process. In Dr. Miller's testimony about her patients, she referenced
forest fires. Forest fires are not regulated in any way so many times there is
terrible air quality because of forest fire activity. Many of the calls and complaints
received by DEQ about burning come in when there is a wildfire happening,
not because of CRB. If the State of Idaho had more management of the forest
lands, they could be thinned and reduce that problem. Mr. Hendricks explained
the DEQ threshold is lower than the EPA standard so the EPA standard will not
be exceeded, which is protective of public health. The increase in burn days
will increase the availability of burn days but that does not mean there will be
burning on all the additional days. More days will be available to choose from
so the best days can be selected and have less impact on those around them.
To illustrate a "ppb," three seconds out of a century is one ppb. An extra seven
ppb equals 21 seconds out of a century. One inch in 16,000 miles is one ppb, or
seven inches in 16,000 is seven ppb. This is a strict standard to begin with, and
the change is a miniscule change, but it will help give additional flexibility.

TESTIMONY:

Benjamin Kelly introduced himself on behalf of the Food Producers of Idaho.
Mr. Kelly stated his members support this legislation.
Chairman Heider asked Tiffany Floyd to return to the podium to close the
presentation.
Ms. Floyd explained the difference between the tribal program and the State
program. The tribal program addresses particulate matter only and does not
consider ozone levels. DEQ interpreted the State Toxicologist's statements
at negotiated rulemaking that he did not oppose the program change and
supported protecting the NAAQS. EPA sets the NAAQS, and the ozone standard
is a "not to exceed" threshold. EPA has defined high ozone as 70 ppb and that is
the standard to be complied with. Prior to negotiated rulemaking, DEQ evaluated
five years of monitoring data, crop burning, and weather data, and there was
no major impact on ozone concentrations from CRB. Ms. Floyd commented
DEQ takes its obligations under the Clean Air Act very seriously. DEQ respects
and appreciates all views heard, and if DEQ thought public health would be
jeopardized in any way, DEQ would not be presenting the proposed change.

MOTION:

There being no more questions or testimony, Senator Harris moved to send
S 1009 to the floor with a do pass recommendation. Senator Agenbroad
seconded the motion.

DISCUSSION:

Senator Martin admitted he does not fully understand all the scientific
information, but his priority is primacy for the State of Idaho. Senator Martin
supports the bill and DEQ. If there was any evidence this was impacting
someone's health, he would be very concerned, but he trusts DEQ is looking at
the information and giving correct information.
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Senator Foreman commented the DEQ proposal keeps Idaho at or below
the EPA standard and that is reassuring. He added DEQ is concerned about
protecting public health and the environment, and he thinks this proposal is a
safe and intelligent solution to an issue where there are opinions on both sides.
It seems the fields must be burned, or the State could lose a very important
industry. The proposed legislation allows for burning while still meeting the
EPA standards.
Senator Jordan stated she will oppose the motion and said this is not a decision
about burning or not burning fields. There is obviously a scientific necessity for
it and it has operated for many years under the current standards. Senator
Jordan said she would have a better comfort level if two things were happening:
1.) if EPA reviewed and approved this change first and then legislation followed;
and 2.) if a formula change would accommodate the same number of days
currently available and not an increase in days. Senator Jordan commented
she understands they are only potential burn days but she has some concerns
about the advisory committee and some understandings that may or may not
have been reached in that group that seem to have fallen by the wayside in
the process.
Senator Lee advised there are only so many days that fields can be burned,
and in her area, there is pressure to burn on a day that otherwise would not be
the best day due to winds or dry conditions. Local growers are also subject to
restrictions within counties. Senator Lee has talked to growers in her district
who are the best stewards of the land, and this bill will give them the same
number of burn days but the burning will be spread over more days, allowing
them to be better neighbors and partners in the community. This issue can be
revisited if it doesn't work. This flexibility will improve community health.
The motion passed by voice vote. Senator Jordan requested she be recorded
as voting nay. Senator Harris offered to sponsor the bill.
ADJOURNED:

Chairman Heider announced the Committee will meet with the House Health
and Welfare Committee for a public hearing on health and welfare issues on
Friday, January 27 at 8:00 a.m. There being no further business at this time,
Chairman Heider adjourned the meeting at 4:34 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:00 p.m.

APPROVAL OF
MINUTES:

Senator Lee moved to approve the Minutes of January 16, 2017. Senator Harris
seconded the motion. The motion carried by voice vote.
Senator Martin moved to approve the Minutes of January 18, 2017. Senator
Jordan seconded the motion. The motion carried by voice vote.

DOCKET NO.
16-0308-1601

Rules Governing the Temporary Assistance for Families in Idaho (TAFI)
Program. Ericka Rupp, introduced herself as Program Manager for the Division
of Welfare in the Department of Health and Welfare (Department). The pending
rule docket changes two definitions under the Department's program rules for
Temporary Assistance for Families in Idaho (TAFI). The first change is the definition
of "caretaker relative." The rule clarifies relationships that qualify as caretaker
relatives when applying for assistance: grandparents, aunts, uncles, or cousins.
Second, the definition of "parent" is changed to include a stepmother or stepfather
as a parent when determining a household's eligibility status. These definition
changes are reflected in various parts of the rule and must be updated to ensure
accuracy across the entire chapter. The Department conducted negotiated
rulemaking and did not receive any feedback during the public comment period.
Senator Lee inquired whether this docket also changes the definitions of the two
terms in other parts of IDAPA. Ms. Rupp responded the docket only affects the
TAFI program.

MOTION:

Senator Foreman moved to approve Docket No. 16-0308-1601. Senator Lee
seconded the motion. The motion carried by voice vote.

DOCKET NO.
16-0612-1601

Rules Governing the Idaho Child Care Program (ICCP). Julie Hammon
introduced herself as the Deputy Administrator in the Department's Division of
Welfare. This pending rule became effective October 1, 2016 to coincide with the
effective date of reauthorization of the federal Child Care Development Fund. The
changes add health and safety requirements for child care providers, streamline
eligibility policies, and ensure parents and the general public have transparent
information about available child care choices. Current income limit and eligibility
requirements will remain the same. To be eligible, families must have a child under
the age of 13, meet current income guidelines, and participate in a qualifying
activity such as work or attending school. Keeping children in reliable child care
is critical to a family's stability in the workplace as well as the child's development
and educational success.

Ms. Hammon explained the rule docket contains three major eligibility changes for
families:
1.) The new rule establishes a 12-month certification period for eligibility. Once a
child is determined eligible under the federal poverty level limit, that child is eligible
for 12 months as long as the family remains below 85 percent of the State median
income.
2.) At the time of redetermination for eligibility, if the family's income has increased
but is still below 85 percent of the State median income, the rule allows the family a
three-month phase-out period to transition off assistance.
3.) A family with a temporary job loss or break in education or training can continue
to receive assistance for no more than three additional months to search for a job,
go back to work, or resume attendance in an education or training program. The
family is still required to pay co-pays and additional child care costs, but it ensures
stability by allowing the child to stay with the same provider during the break. It is
often difficult to get a child placed with a quality child care provider, and losing the
child's spot with the provider can be a barrier to returning to the workplace and
maintaining consistency for the child.
Ms. Hammon advised the rule also includes changes to health and safety
requirements for child care providers. Currently, all ICCP providers are required
to undergo an annual health and safety inspection and maintain current pediatric
cardiopulmonary resuscitation and first aid certification. The rule specifies the
annual health and safety inspections will be unannounced. Also, the rule adds a
pre-certification training requirement and requires annual professional development
to maintain certification. The IdahoSTARS program offers courses that meet the
training requirements at no cost to the provider, or providers can choose alternate
courses to meet their own professional development needs.
Ms. Hammon explained all providers are currently required to have a background
check at the time of certification. The new rule specifies providers must undergo
a background check every five years. Providers have always been required to
report child abuse and neglect. Now, providers must also report when a child has
been seriously injured or died as a result of participating in the child care program.
The Department must make substantiated complaints available to the public and
will aggregate and publish data about death and serious injuries in child care.
To simplify access to the data, the Department must develop an online web tool
for consumers to view this information.
Ms. Hammon pointed out new Section 750.10 regarding "offenses not in the best
interest of child care participants." The same provision has been in effect since
2009 as a ground for the Department to refuse to enter into a provider agreement.
This docket adds the provision as a reason for the Department to discontinue
a provider agreement.
Ms. Hammon informed the Committee there is a fiscal impact. The Department
presented a two-year funding plan to the Joint Finance and Appropriations
Committee (JFAC) in 2016 that addressed multiple changes to the ICCP program,
including the impact of the rule changes. The Administration for Children and
Families modified the State's child care allocations to help cover the cost of the
changes, and the increase in federal spending was addressed last year during the
JFAC hearings. The Department provided a public comment period for providers
and citizens in February 2016 and created a web page devoted to this docket to
inform providers and citizens of all upcoming changes. The Department conducted
negotiated rulemaking in six cities throughout Idaho in June 2016. Providers were
invited to attend to learn about the upcoming changes and provide insight to the
draft ICCP rules. More than 150 people attended, and 15 provided feedback, all in
support of the changes.
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Chairman Heider asked whether the 2016 JFAC appropriation was for one or two
years. Ms. Hammon responded it was a two-year appropriation and continues for
2017. The Department will also present to JFAC regarding additional funding for
changes to the program.
Senator Martin inquired what effect Section 104.06 pertaining to citizenship or
alien status will have. Ms. Hammon answered the Department looks at household
size to determine what income limit to apply. When someone in the household is
not lawfully in the U.S., that person is not included in the count for family size, but
the person's income is counted as part of the total income for the family. Senator
Martin asked how this would affect the family. Ms. Hammon replied it could result
in the family being over income. Chairman Heider asked for clarification on the
term "lawfully." Ms. Hammon answered anyone who is in the U.S. lawfully is
eligible for the program. It could be a lawful permanent resident or someone on a
student visa. An undocumented person who did not have the right to be present in
the U.S. would not be eligible.
Senator Lee asked whether the amount of the one-time registration fee in Section
500.02 is the previous fee that was simply placed in rule. Ms. Hammon answered
there was previously no set fee, and the Department was receiving one-time
registration fees in multiple dollar amounts. The Department determined a
reasonable one-time registration fee and added it to rule.
Senator Lee inquired where someone could find the local market rate and
triennial survey of provider payments referenced in Section 502a. Ms. Hammon
responded the Department contracts with IdahoSTARS to maintain that information.
IdahoSTARS contacts all registered child care providers every quarter to obtain
availability for spots and the amount each provider charges. Senator Lee asked
how a provider or consumer would know to get the information from IdahoSTARS.
Ms. Hammon replied the providers work directly with IdahoSTARS so they know
where to find the information.
Senator Agenbroad asked about the difference between "countable income"
and "income" used in various sections and whether the terminology should be
consistent throughout the rule. Ms. Hammon answered "countable income" is the
income used to determine eligibility. Section 072 provides a list of excluded income
that is not included in "countable income" for eligibility determination. Senator
Agenbroad asked for clarification if both countable income and income are used for
eligibility. Ms. Hammon explained the Department first looks at countable income
and that is what is used for income determination. Senator Agenbroad pointed
out Section 070.01 uses the term "income" and asked if it would be appropriate
to state "countable income" in that section. Ms. Hammon answered it would be
correct. It should say "countable" and will be changed. Senator Jordan stated
it might be correct as written and explained her understanding that the section
referencing "federal poverty guidelines" is not specific to a particular program, while
the program rules make decisions about what is counted income. Ms. Hammon
provided an example of a family of two for which the federal poverty limit is $1,736.
For the ICCP, all countable income is used to determine eligibility. If the family's
countable income was $1,700, and they had $100 of excluded income such as a
travel reimbursement, the family would be eligible for the program.
Senator Lee asked whether the $250 one-time registration fee was a State
decision or a federal requirement. Ms. Hammon answered the $250 fee was
a State decision and was not part of the federal reauthorization. Senator Lee
inquired which of the proposed changes were discretionary State decisions and
which changes were made to conform to federal law.
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Ms. Hammon identified the docket sections containing changes related to federal
re-authorization: 1.) all changes on page 129; 2.) page 131, Sections 011.11 and
070.02; 3.) page 132, Section 070.03; 4.) page 135, Section 078; 5.) page 137,
Sections 105.03.a, 105.03.b,, and 200.02.a; 6.) page 138, Sections 202 and
500.02; 7.) page 139, Section 502.01.a; 8.) page 140, Section 503; 9.) page 141,
Sections 600.04.b, 602.01, and 602.02; 10.) page 143, Sections 801, 802, and
802.04; 11.) all changes on page 144; 12.) page 145, Sections 803, 804, and
805; and 13.) all changes on page 146.
Ms. Hammon specified the docket sections containing State discretionary changes:
1.) all changes on page 130; 2.) page 131, Sections 070 and 070.01; 3.) page 132,
Section 072.06; 4.) page 133, Sections 072.17 and 073; 5.) page 135, Section
103.03.a; 6.) all changes on page 136; 7.) page 137, Sections 105.103, 200.02.a,
200.02.b, 200.03.b., and 200.03.c; 8.) page 138, Section 401.02; 9.) page 139,
all changes in Section 501; 10.) page 140, Section 807; 11.) all changes on page
142; and 12.) page 145, Section 807.
Senator Martin asked how many attended the public hearing. Ms. Hammon
responded 150 people attended and 15 provided comments, all in favor of the
new rules. Senator Martin asked if it is common to have such a high number of
attendees. Ms. Hammon replied it was more than usual. Ericka Rupp did a lot of
outreach to ensure all providers knew about the changes and obtain their feedback.
Senator Harris asked about the disaster and emergency planning section and who
provides these documented policies and procedures. Ms. Hammon answered
IdahoSTARS works with all providers and helps them with all aspects of their
business. IdahoSTARS provides coaching and mentoring to develop that plan
and has example plans for them to use.
MOTION:

Senator Jordan moved to approve Docket 16-1612-1601. Senator Foreman
seconded the motion. The motion carried by voice vote.

DOCKET NO.
16-0506-1602

Criminal History and Background Checks. Fernando Castro introduced
himself to the Committee as supervisor of the Criminal History Unit (CHU) in the
Department's Bureau of Audits and Investigations. The CHU completes nearly
25,000 background checks a year to help the Department protect vulnerable citizens
from harm by screening employees of providers and individuals who participate in
certain Department programs such as foster care, adoption, and certified family
homes (see Attachment 1). Each year about 300 applicants, representing fewer
than one percent of applicants, are denied or voluntarily withdraw from background
checks because of disqualifying elements. The reauthorization of the Child
Care and Development Block Grant of 2014 included some new standards for
background checks for child care workers that become effective September 30,
2017. This docket will bring the Department's rules into compliance with federal law.
Mr. Castro informed the Committee the rulemaking process started in February
2015 and concluded in September 2016. CHU identified changes to its processes
that would be necessary to meet the federal requirements and determined
appropriate rule language. Because the changes were significant, CHU engaged
internal and external stakeholders as early as possible. CHU held both negotiated
and proposed rulemaking public meetings in Spring and Fall 2016. For those who
could not meet in person, CHU disseminated a survey discussing the substance
of the changes. This docket is the result of reviewing comments to the rule and
the survey results.
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Mr. Castro said there are two major changes in the proposed rule affecting
background checks for child care staff: 1.) the addition of a separate enhanced
set of criteria for passing or failing the background check; and 2.) the ability for
the Department to collect from the applicants any additional third party fees that
would be paid by the Department to external agencies because of the enhanced
background check requirements.
Mr. Castro stated the rule requires an enhanced clearance process for childcare
providers and allows an enhanced clearance for others who have agreed to be
screened to the higher standard. The enhanced clearance: 1.) requires CHU to
disqualify an applicant for the conviction of any crime where a child is a victim; 2.)
updates the list of disqualifying crimes; and 3.) requires CHU to obtain additional
crime and child protection information from any place where the applicant has lived
in the past five years. This is necessary because some criminal offenses and child
protection actions are not reported to the Federal Bureau of Investigation, and
CHU must learn about unreported events to determine the fitness of the applicant.
Some agencies charge a fee for obtaining this additional information. To keep
the current cost of the background check as low as possible, the rule authorizes
the Department to collect the additional fees required to process the enhanced
clearance. CHU expects these costs to be minimal.
Mr. Castro explained with the two types of Department clearances, background
check portability will be limited. Applicants cleared to the enhanced standard will
still be able to use their background checks without restriction with other employers
if allowed by rule. However, applicants not cleared to the enhanced standard will
have clearance portability only with employers that do not require the enhanced
clearance.
Mr. Castro advised the docket includes additional updates and clarifications.
In addition to adding the disqualifying crimes required by the Child Care and
Development Block Grant, the rule changes ensure specific disqualifiers match
current Idaho Code. Department providers requested that procedures and
compliance expectations be clarified, and this docket accomplishes that goal.
During the rulemaking process, the Department was pleasantly surprised that
some providers voluntarily chose to adopt the enhanced clearance standard. All
categories of applicants that will undergo the enhanced clearance process are
listed in Section 126 of the docket, including some that are not childcare providers.
Senator Foreman asked about the dollar amount of third-party fees applicants
might be required to pay. Mr. Castro responded CHU surveyed all states that
charge fees, and nine states charge a fee to obtain information from the Child
Protection Registry. Idaho charges $20, and the other states' fees range from
$8 to $28.
Senator Lee asked why operating a certified family home without certification
rises to the same level as other disqualifying offenses. Mr. Castro answered the
disqualifier was included at the request of the Certified Family Home program
because people who were convicted of a violation in that program should not be
allowed to participate in other programs. The enhanced background clearance
allows people to go more easily from one place of employment to another.
MOTION:

Senator Lee moved to approve Docket No. 16-0506-1602. Senator Foreman
seconded the motion. The motion carried by voice vote.
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DOCKET NO.
16-0506-1601

Criminal History and Background Checks. Fernando Castro presented the
docket on behalf of the Bureau of Audits and Investigations. The 2016 Legislature
approved changes to other Department rules pertaining to requirements for
background checks for the Division of Public Health, Emergency Medical Services
Bureau, and the Division of Behavioral Health. This docket deletes or rearranges
references for conformity with those rules and to ensure CHU has authority to
conduct the background checks.

MOTION:

Senator Harris moved to approve Docket 16-0506-1601. Senator Jordan
seconded the motion. The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:52 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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HOUSE HEALTH & WELFARE COMMITTEE
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Friday, January 27, 2017

TIME:

8:00 A.M.

PLACE:

Lincoln Auditorium

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Lee, Anthon, Foreman, and
Jordan
Chairman Wood, Vice Chairman Packer, Representatives Hixon, Perry, Vander
Woude, Redman, Gibbs, Blanksma, Hanks, Kingsley, Zollinger, Chew, and Rubel

ABSENT/
EXCUSED:

Senators Martin, Harris, and Agenbroad

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the Joint Meeting of the Senate Health and Welfare
Committee and the House Health and Welfare Committee (Committee) to order
at 8:00 a.m.

TESTIMONY:

The following persons provided testimony regarding the Non-Emergency Medical
Transportation (NEMT) provider contract with Veyo:
• Darren Talley with White Tail Transportation, testified on behalf of NEMT
providers in support of restoring funding for the NEMT program to 2009 levels;
• Vanessa Johnson of Access Behavioral Health spoke about problems with Veyo
customer service and the need to improve staffing and funding for transportation;
• Jenna Dewitz from Pathways of Idaho testified about problems with
transportation service provided by Veyo;
• Josh Komenda, President of Veyo, testified in support of its NEMT contract and
reaffirmed his commitment to Idaho caregivers and patients to improve service;
• Beverly Hines , a licensed professional counselor, testified regarding Veyo
customer service problems and lost revenue she experienced as a result of
patients' missed appointments;
• Amber Irish, former transportation company owner, testified regarding problems
with the Veyo contract and the closing of her business since Veyo became the
broker;
• Kleeta Newby of KBM Transportation testified regarding customer service
problems with the Veyo contract and her loss of clientele since Veyo became
the broker.

The following persons provided testimony regarding Medicaid expansion:
• Joe Raiden testified in support of increasing Medicaid funding to close the "gap"
for working poor and maintain funding for mental health treatment;
• Lauren Necochea with Health Voices for Children testified in favor of expanding
Medicaid in order for Idaho to get its fair share of federal funding;
• Kara Kuntz, a family practice physician, spoke in favor of Medicaid expansion
and in support of unpaid caregivers;
• Jessica Chilcott testified in favor of Medicaid expansion and maintaining the
Affordable Care Act;
• Ada Casaza testified in support of the work of the interim work group and urged
a solution to close the gap in health insurance coverage;
• Linda Anderson testified in support of expanding Medicaid funding;
• Russ Duke, Director for Idaho Central District Health Department, spoke in
favor of closing the health insurance coverage gap;
• Kiran Spees testified in support of expanding Medicaid and described her
experience with another state's health care system;
• Melody Hayden testified in support of closing the health care coverage gap;
• Robert Gehrke, Chair of the Recovery Support Services Committee of the
Region 6 Behavioral Health Board, testified in support of Medicaid expansion
and increased funding for mental health and drug treatment for inmates after
release from custody;
• Cathy Deckys, a nursing professor at Boise State University, testified in support
of closing the health insurance gap.
Patrick and Jessica Rachels testified in support of passing a bill requiring doctors
to provide educational information on the effects of cytomegalovirus.
Mike Berlin spoke on behalf of Idaho Alzheimer's Planning Group relating to need
to improve care options for Alzheimer's patients with behavioral issues.
Michelle Sterling testified about her family's difficulties obtaining mental health
care treatment and assistance in Idaho for her son.
Laura Scuri, owner of Access Behavioral Health, spoke about the need to develop
a comprehensive plan for care and funding for behavioral health issues.
Doug Loertscher testified in support of increasing funding for services to treat
developmental disabilities and improving the assessment process to start services
for disabled persons sooner.
Dan Chadwick, on behalf of the Idaho Association of Counties, testified in support
of increasing available treatment facilities and peace officer training for adults with
behavior health issues.
Hannah Stern testified in support of universal health care and agencies such as
Planned Parenthood.
Nicole Sherwood of Developmental Concepts spoke in favor of providing
appropriate funding for treatment of developmental disabilities and the importance
of paying higher than entry-level wages for caregivers.
Jenny Willison spoke in support of repealing the faith healing exemption.
Jinny Peterson of Health Freedom Idaho spoke in support of her right to choose
treatment options for herself and her family.
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Valerie Charles of Health Freedom Idaho spoke in support of revising the
immunization exemption law to eliminate the use of the Department of Health &
Welfare form.
Andra Wilson testified in support of privatizing health care.
Jennifer Zielinski of Idaho Parents Unlimited testified in support of providing
additional resources to assist parents with children with behavioral health
disabilities.
Rev. Edwin Keener expressed his opinion that the State surplus should be used
to better fund education in Idaho and spoke in support of universal health care
and immigrants.
Brian Hoyt testified in support of repealing the faith healing exemption.
Alan Hansen testified in support of raising wages for caregivers of patients with
disabilities.
David DeHaas testified in favor of eliminating the Department of Health & Welfare
immunization exemption form.
Ahniah Selene-Summer testified in opposition to reducing Medicaid
reimbursements.
Mary Nyland testified in favor of expanding Medicaid for the working poor and
increasing reimbursement rates for treating developmental disabilities.
See Attachment 1 for a copy of all testimony provided to the Committee.
ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 10:56 a.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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Health and Welfare Testimonies

1. NEMT/Veyo/Liberty Healthcare
a. Browning, Teresa
b. Johnson, Vanessa
c. Loertscher, Doug
d. Newby, Kleeta
e. Osborn, Pat
f. Romeo, Frank
g. Talley, Darren
2. Provider Compensation
a. Benkula, Bill
b. Sherwood, Nicole
3. Healthcare Coverage
a. Allen, Emily
b. Chilcott, Jessica
c. Cross, Judy
d. Gehrke, Robert (Bob)
e. Gittins, Thomas
f. Gold, Deborah
g. Haley, Kathyrn
h. Kuntz, Kara
i. Necochea, Lauren
j. Parodi, Bonita
4. Faith Healing
a. Charles, Valerie
b. Glass, Marci
c. Health Freedom Idaho
d. Hoy, April
e. Peterson, Jinny
f. Sherman, Roger
g.
5. Misc. (CMV, Medical Startup, Optum)
a. Dulaney, Veronica
b. Kole, Maureen
c. Rachels, Jessica and Patrick
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Division of Family &
Community Services
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SENATE HEALTH & WELFARE COMMITTEE
DATE:

Monday, January 30, 2017

TIME:

3:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Foreman, and Jordan

ABSENT/
EXCUSED:

Senator Agenbroad

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then
be located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare
Committee (Committee) to order at 3:16 p.m.

GUBERNATORIAL
APPOINTMENT:

Appointment of Sue Walker to the Idaho Commission for the Blind &
Visually Impaired. Sue Walker introduced herself to the Committee and stated
she is seeking her first appointment. She has been the regional librarian for
the Idaho Talking Book Service (Service) for 15 years. The Service loans audio
and Braille books and magazines to Idahoans unable to read standard print due
to a physical disability. Many of the 3,200 users have a visual disability or are
legally blind. Ms. Walker commented while working with Service users, she
has learned much about the challenges they face in daily life and is impressed
with their persistence in overcoming them. She has worked collaboratively with
the Commission for the Blind & Visually Impaired (Commission) to identify and
serve eligible persons and has learned about the programs the Commission
offers to help the visually impaired meet their goals. When she learned of a
vacancy on the Commission, she saw it as an opportunity to serve the visually
impaired in a broader capacity. Her knowledge of the programs available
to this audience, her deep interest in serving them, and her ability to work
collaboratively with diverse persons will allow her to serve in the position
productively and support the Commission's mission.
Senator Martin asked for what region is Ms. Walker the regional librarian, and
what is her affiliation with the Service. Ms. Walker answered the Service is a
national organization, and there is a regional library set up in each state. She is
the regional librarian for the State of Idaho and works under the auspices of the
Idaho Commission for Libraries. Senator Martin further inquired if there is a
particular library Ms. Walker works from or does she work at multiple libraries.
Ms. Walker replied she works at the physical library housed within the Idaho
Commission for Libraries building. The Service serves the entire State of Idaho.
Vice Chairman Souza asked how technology has changed the experience for
visually impaired persons and what opportunities Ms. Walker sees coming in
the future. Ms. Walker responded technology has a made a world of difference
to help people access written materials that are now available digitally, and
even Braille is now available digitally. Technology helps people learn to live
independently and find employment, but she is primarily familiar with the
Service.
Chairman Heider advised Ms. Walker the Committee would vote on her
appointment the following day.

S 1004

Relating to the Board of Nursing. Sandra Evans, Executive Director of the
Idaho State Board of Nursing, introduced herself to the Committee to present S
1004 which would amend Idaho Code § 54-1403. This legislation: 1.) makes
non-substantive technical corrections; and 2.) increases compensation paid
to appointed members of the Board of Nursing for their public service while
serving. Ms. Evans explained statutory compensation paid to Board of Nursing
members is set forth in Idaho Code § 59-509 (see Attachment 1). Current
compensation for Board of Nursing members has remained static since 1998
at level (h) of the compensation schedule which is $50 per day. To adjust for
inflation and for consistency with compensation paid to members of other Idaho
professional licensing boards as well as other state boards of nursing, S 1004
provides for an upward adjustment to $75 per day as provided in subsection
(i) of the compensation schedule. S 1004 will have a negative fiscal impact on
the Board of Nursing's dedicated fund estimated at less than $5,000 per year.
The Board of Nursing's fund balance supports this loss of revenue without the
need to raise license fees in the foreseeable future. There is no fiscal impact
on the General Fund.
Senator Martin asked how long it has been since the compensation was
changed. Ms. Evans responded it was last changed in 1998.

MOTION:

Vice Chairman Souza moved to send S 1004 to the floor with a do pass
recommendation. Senator Jordan seconded the motion. The motion carried
by voice vote.

H 0006

Relating to Controlled Substances. Alex Adams, Executive Director of
the Idaho State Board of Pharmacy, introduced himself to present H 0006,
the Board of Pharmacy's annual update to the Controlled Substance Act.
The Board of Pharmacy regularly schedules, reschedules, and de-schedules
products in accordance with changes in federal law.
Mr. Adams informed the Committee the bill adds two new products that were
approved by the Federal Drug Administration (FDA) and scheduled by the Drug
Enforcement Administration (DEA): 1.) Eluxadoline, a product used for irritable
bowel syndrome, placed in Schedule 4; and 2.) Briviact, used for partial-onset
seizures, placed in Schedule 5. While updating the Controlled Substance
Act, the Board of Pharmacy identified three products that were scheduled
more stringently than federal law. H 0006 makes the following changes: 1.)
Butorphanol was moved to Schedule 4; 2.) Fospropofol was moved to the
depressant section in Schedule 4; and 3.) Propylhexedrine was removed from
the list of Idaho controlled substances. The bill adds two synthetic products to
the Idaho schedule. One, called U47700, is a synthetic opioid that is reported
to be more potent than morphine and has been linked to two deaths in the
State. Because it was not scheduled either federally or in Idaho, individuals
were buying it online and having it shipped to Idaho. The Board of Pharmacy
did a temporary rule last year to schedule it as a Schedule 1 substance, and
the temporary rule expires at the end of the session. The bill contains an
emergency clause to avoid a gap between expiration of the temporary rule and
the effective date of the legislation.
Mr. Adams explained the process the Board of Pharmacy uses to schedule,
de-schedule, and reschedule products outside a legislative session is to
promulgate a temporary rule. The bill codifies this process in statute.
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Senator Jordan asked if there is a mechanism in place to address new drugs
as they show up in communities. Mr. Adams responded the Board of Pharmacy
works very closely with the Office of Drug Policy and Forensic Labs. These
agencies are always identifying new products, and they apprise each other of
new drugs. That is how U47700 came to light in July 2016, and by early August
2016, the Board of Pharmacy adopted a temporary rule to place the drug in
Schedule 1. It was a quick and collaborative process. Since U47700 was placed
in Schedule 1, Mr. Adams is not aware of anyone shipping it into the State or
any additional deaths from the drug. This is one reason the Board of Pharmacy
wanted to codify how a drug could be scheduled outside a legislative session.
Senator Martin asked if the list of controlled substances is federally mandated.
Mr. Adams replied every state maintains its own schedule of controlled
substances. Where something falls in the schedule determines who can
prescribe the drug, how many refills are allowed, and how the drug is stored. By
having a drug on both the State and federal schedules, there is dual State and
federal jurisdiction to enforce the law. Senator Martin inquired if the Board of
Pharmacy agrees with the additions to the list. Mr. Adams answered the Board
of Pharmacy does agree. In general, the Board's approach is not to be more
stringent than federal law and tries to harmonize with federal law.
MOTION:

Senator Harris moved to send H 0006 to the floor with a do pass
recommendation. Senator Anthon seconded the motion. The motion carried
by voice vote.

PRESENTATION:

First Annual Foster Care Report for Fiscal Year 2016. Miren Unsworth,
Deputy Administrator for the Division of Family and Community Services in
the Department of Health and Welfare (Department), introduced herself to the
Committee to present its first annual Foster Care Report for FY 2016 (see
Attachment 2). The Child and Family Services Program (Program): 1.) receives
reports of abuse and neglect; 2.) assesses allegations of abuse and neglect; 3.)
provides ongoing case management services to children, either in their homes
or in out-of-home placement settings; and 4.) assures children have safety
and permanency in their homes. The Program has a centralized intake unit to
receive reports of child abuse and neglect. The intake unit is staffed 24 hours a
day, 7 days a week by licensed social workers. The reports are entered into a
data system and prioritized for response.
Ms. Unsworth informed the Committee once a referral is prioritized, regional
staff initiates a comprehensive safety assessment. Upon completion of that
assessment, the Department must determine whether maltreatment occurred
and whether a child is safe or unsafe. When a child is determined to be unsafe,
the case remains open for services. If the child is determined to be safe, the
case is closed with no additional intervention. When a safety threat exists,
a safety plan must be put in place to manage the child's safety. Efforts are
made to maintain the child in the home, or the safety plan may necessitate
removal of the child. During FY 2016, the Department received 22,346 referrals
for possible abuse, neglect, or abandonment. Of those referrals, 8,884 were
assigned for completion of a comprehensive safety assessment, and 1,321
children were placed into foster care.
Ms. Unsworth explained there are several ways a child can be removed from
his or her home in Idaho. First, law enforcement can determine a child is in
a dangerous situation and declare the child to be in imminent danger. Such
circumstances include when the home environment poses a significant health
or safety hazard to the child, the child has serious physical injury as a result of
maltreatment, or there is no caregiver in the home. This is the most common
way children enter foster care in Idaho.
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Ms. Unsworth said the Department can also petition the court for an order of
removal after determining it is unsafe for a child to remain in the home. An
example is when the caregiver is not providing adequate supervision due
to mental health or substance use issues or when the safety plan has not or
cannot adequately address the child's safety needs in the home.
Ms. Unsworth provided the third method is by Rule 16 expansion. In Idaho
juvenile offenses are governed by the Juvenile Corrections Act (JCA) and the
Idaho Juvenile Rules (IJR). Rule 16 of the IJR allows the court to expand a JCA
proceeding into a Child Protective Act (CPA) proceeding whenever the court
has reasonable cause to believe a juvenile living or found to be within the State
comes within the jurisdiction of the CPA. Neglect accounts for the majority of
cases involving the removal of children from their homes by the court system.
The court has responsibility to determine whether the removal of the child is
warranted and to make other key decisions throughout the proceeding.
Ms. Unsworth stated the total number of children served in the foster care
program during the past five fiscal years has remained steady at an average of
2,477 children per year. Once a child has been removed from the home, the
Department works closely with the family to resolve the safety issues and return
the child to the home. During FY 2016, 1,194 children exited foster care. Of
this number, 862 or 72 percent were reunified with their parents. Other reasons
for children leaving foster care include: adoption by a non-relative; adoption
by a relative; placement in another jurisdiction such as the custody of the
Department of Juvenile Corrections; aging out of foster care after turning 18;
guardianship with a non-relative; or guardianship with a relative.
Ms. Unsworth explained the Department's goal is to limit the distress
experienced by the child when he or she is removed from the home, and
placement in a relative's home is prioritized. When a child is placed in foster
care, the Department immediately begins searching for relatives and fictive
kin replacement options. "Fictive kin" means someone who doesn't meet the
statutory definition of a relative but who has a significant relationship with the
child, such as a close family friend. Another priority is to keep siblings together.
The Department must obtain information about relatives from the birth parents
and the child, immediately contact relatives, and assess those relatives to
determine if they are a viable placement option. This can be completed the
same day a child is placed in foster care or later in the case. If there are no
local relative or fictive kin placement options, a child is typically placed with
a non-relative foster parent unless the child has significant mental health or
behavioral health issues which may require group home or residential care.
Ms. Unsworth advised the Department tries to match the child with an
appropriate foster family with the skill, knowledge, and expertise to meet the
child's needs in the same community the child was living in. Due to the ongoing
decline in licensed foster homes, this can be challenging. The Department has
seen a decline of approximately 130 licensed foster homes over the past four
years. The decline is likely related to a number of factors, including an increase
in relative and fictive kin families who often close their foster care licenses
after permanency for the child is achieved; families closing their licenses after
adopting other children; changes in life circumstances; and families' frustrations
over interactions with the Department or the overall system.
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Ms. Unsworth further informed the Committee the Department's emphasis is
on placement stability and limiting the number of moves for children in foster
care. During the 2016 legislative session, changes were made to the CPA to
improve communication with foster parents. In FY 2017 the Department began
sending written notification to foster parents regarding placement changes. The
Program is focused on preventing unannounced moves unless there are safety
concerns. Changes were also made last year to institute judicial approval in
contested placement decisions. Of the 1,398 children who were in foster care
on June 30, 2016, approximately 42 percent were placed in non-relative foster
homes; 9 percent were placed in treatment foster homes, group homes, and
residential treatment centers or hospital and detention settings; 6.6 percent
were placed with fictive kin; 4.5 percent were placed in non-relative pre-adoptive
settings; and 12 percent were placed in their own homes with court oversight.
Ms. Unsworth mentioned the Department improved its information systems,
and next year the Department hopes to have more specific information
regarding the reasons for placement changes. Over 88 percent of children
have fewer than two placement changes, and 65 percent only experience one
placement setting.
Ms. Unsworth advised once a child is placed in foster care, social workers
monitor progress in achieving the family service plan and regularly assess the
safety, permanency, and wellbeing of the child. If a child is still in foster care at
12 months after the date of removal, the court conducts a permanency hearing,
and the Department presents its recommendations to the court. Options include
reunification, legal guardianship with a relative or non-relative, adoption by a
relative or non-relative, or another permanent planned living arrangement for
youth 16 years and older, commonly referred to as long-term foster care. This
means the child will likely remain in foster care until aging out upon his or her
18th birthday.
Ms. Unsworth reported the Department has made a number of modifications
to existing practice standards, and its focus has been on improving internal
and external communication. Next month, the Department will undergo a
comprehensive federal child and family services review. Idaho has been
through two prior reviews and has successfully completed its program
improvement plans during each of the reviews. The Program will begin working
with its partners and stakeholders to develop a program improvement plan to
address areas for improvement identified in the review.
Ms. Unsworth said the Program's goals for improvement are included in
the Department's Strategic Plan and the Program-specific Child and Family
Services (CFS) Plan. The Strategic Plan sets a prioritized timeline for meeting
measurable objectives and attained goals to better serve the people of Idaho.
Within that plan is a specific initiative to transform child welfare systems to
improve outcomes for children. The CFS Plan is a five-year plan which is
submitted to the Department's federal partner, and it also sets forth vision and
goals to strengthen Idaho's overall child welfare system. The work of the interim
foster care study committee, pending Office of Performance Evaluation study,
and federal review process will inform Program improvement efforts. The
Department is excited about its initiative to transform child welfare systems and
have a dedicated multidisciplinary committee to help guide that initiative.
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Ms. Unsworth explained the Department's goals are to: 1.) develop a robust,
sustainable, and effective foster care program; 2.) retain a highly-skilled work
force and ensure that work force has the resources and support necessary to
meet the needs of the families served; 3.) ensure children are only placed
in foster care when they are unsafe and a sufficient safety plan cannot be
managed in the home; 4.) return children home as soon as a sufficient safety
plan can be maintained in the home; 5.) have a functional and sustainable
continuous quality improvement system; 6.) give the Department party status
in child protective act cases; 7.) have legal representation in all CPA cases;
and 7.) modernize the Department's information system to better support the
delivery of services.
Senator Martin inquired why the total number of children served in foster care
has remained relatively constant even though the number of referrals has
increased. Ms. Unsworth answered the Department has refined its safety
assessment practices to ensure children are coming into care only when
absolutely necessary and a safety plan cannot be managed in the home. The
Department is providing more in-home services than in the past to maintain
children in their homes. The number of safety assessments has increased,
but the number of removals has remained level and has even gone done
over the last ten years. The Department is paying close attention to the data
because there is a spike this fiscal year due to opioid use, and an upward trend
is expected. Senator Martin asked for numbers over the last ten years and
for 2017 so far. Ms. Unsworth replied the Department served about 3,500
children in FY 2006. Through targeted efforts, the numbers have gone down
since then. Ms. Unsworth stated she did not have the FY 2017 numbers but
could provide them to the Committee.
Senator Lee asked what led the Department to bring a proposal to increase
foster parent payments, and inquired whether the Department believes it will
attract more foster families. Ms. Unsworth answered she knows of no foster
family providing care to make money. Idaho is far behind other states in
reimbursement rates, and the cost of care is increasing. Ms. Unsworth said
she did not expect to see an increased number of foster families as a result, nor
did she think it would affect retention rates very much.
Vice Chairman Souza inquired if the Department has a plan to help foster
families feel more appreciated and valued in non-monetary ways. Ms.
Unsworth responded the most important component is relational. When there
is a crisis, sometimes the Department starts treating foster families like they
are employees. The Department wants to identify ways to provide concrete
support to the foster families, such as additional training and a program of
resource "para-mentors" who are foster parents who mentor current foster
parents. The Department is also considering a pilot program to create a foster
care liaison to provide customer service to foster parents, rather than relying
on the social workers.
Senator Lee inquired if the Department has any information on the effect of
last year's legislation requiring a judge to ask about psychotropic drugs at each
of the hearings, given that Idaho is ahead in having children in foster care on
psychotropic drugs. Ms. Unsworth stated it is too soon to know the effect,
and the Department has no data. The standardized court reports have been
modified to ensure that information is included, and the judges are making
inquiry about those medications. A team is working with Division of Medicaid
and the Drug Utilization Review Board to track and monitor the data and is also
conducting some case review of high profile users to see what can be done
to address the issue.
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Chairman Heider asked if most foster families have their own children, and if
so what are their ages. Ms. Unsworth replied most foster families are parents
and with children still in the home, but some have never parented and some
are empty nesters.
Chairman Heider asked what happens to foster children who turn 18 and leave
the foster family environment and whether there is anyone to watch out for
them. Ms. Unsworth responded the Department has some support for those
young people. Any 18-year-old going out into the world needs a lot of support,
and some foster children have experienced significant trauma so it can be
more difficult for them. The Department has an independent living program,
and children can receive case management services to the age of 21. There
is some financial support available to help with job readiness and limited help
with room and board. In addition, there are education and training vouchers
available up to $5,000 a year for post-secondary education up to the age of 23.
Some colleges and universities have a guardian scholars program. Boise State
University has a unique program with a social worker on campus who meets
with these young people every week to be a point of contact on campus and
connect them with other young people on campus who aged out of foster care.
ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:05 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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Background
The 2016 Annual Foster Care Report published by the Idaho Department of Health and Welfare
Child and Family Services (CFS) program is intended to provide the Idaho Legislature with
information regarding the state’s foster care system, as well as the current functioning of the
system.
This report is provided by the Child and Family Services program pursuant to Idaho Code, Title
16, Chapter 16, Section 1646, which states:
The state department of health and welfare shall submit an annual report regarding the
foster care program to the germane standing committees of the legislature no later than
ten (10) days following the start of each regular session. On or before February 15 of
each year, the state department of health and welfare shall appear before the germane
standing committees to present the report. Such report shall include, but need not be
limited to, the number of children that are in the department's legal custody pursuant to
this chapter, the number of such children who have been placed in foster care, how many
times such children have been moved to different foster care homes and the reasons for
such moves, best practices in foster care, goals to improve the foster care system in Idaho
to ensure best practices are adhered to, a description of progress made with regard to the
previous year's goals to improve the foster care system and any other information relating
to foster care that the legislature requests. If a member of the legislature requests
additional information between the time the report is received by the legislature and the
time the department appears to present the report, then the department shall supplement
its report to include such additional information.

Overview of the Child and Family Services Program
Child and Family Services’ primary commitment and responsibility is the safety, well-being, and
permanency of children who are victims of child abuse, neglect, or abandonment. As an agency,
we believe that the best approach to support and protect children is to strengthen families so they
can safely parent their children and meet the child’s needs for permanency and well-being.
Efforts are specifically directed at ensuring families participate in identifying and implementing
appropriate solutions to identified concerns, and at addressing family needs, using their ethnic
and linguistic background, and unique values and strengths. Some children in out-of-home
placements are not able to return home safely, so concurrent planning from the time of removal
promotes timely permanence for children and youth. Concurrent planning involves a plan to
reunify, as well as an alternate plan should reunification not be possible.
This family-centered approach is reflected in our daily work with families and is supported by
federal law, state law, and public policies that place a high priority on family unity, involvement,
and privacy.
Child and Family Services program responsibilities fall into four broad areas:
 Receiving reports of abuse or neglect
 Assessing allegations of abuse and neglect
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Providing ongoing case management services to children; either in their own homes or in
out of home placements
Assuring that children have safety and permanency in their own homes or other
permanent homes

Receiving Reports of Abuse or Neglect
The Child and Family Services program has a Centralized Intake Unit in Boise to which all
reports of child abuse or neglect throughout the state are directed. Each report is assessed to
determine whether the allegations fall under the statutory definitions of abuse, abandonment, or
neglect. Once that determination is made, the report is prioritized for a response. Referrals
involving a life-threatening and/or emergency situation require an immediate response. Other
reports receive a priority which requires a response within either 24 or 72 hours. On all reports
requiring an immediate response, CFS coordinates the response with local law enforcement. The
ability to take and respond to child abuse and neglect reports operates 24/7 across the state.
Table 1 (below) contains a breakdown of the referrals received, assessments assigned, and
number of children placed in foster care as a result of a removal, and are organized by state fiscal
year for the last five years. The table shows 2012-2016 trends in the number of maltreatment
reports assessed each year in the state. For the last five years, the number of assessments
completed by CFS has increased, as has the number of referrals received each year.

Table 1: Referrals, Assessments, and Children Placed in Foster Care by SFY

During state fiscal year 2016, CFS received a total of 22,346 referrals regarding concerns of
abuse, neglect, or abandonment. Of these, 8,884 were assigned for a safety assessment, and
1,321 children were placed into foster care.
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Table 2: Referrals by Maltreatment Types

Referrals by Type and SFY
Referral Type
Information &
Referral
Neglect
Physical Abuse
Sexual Abuse
Other

SFY 2012

Total

SFY 2013

SFY 2014

SFY 2015

SFY 2016

12474
4031
1859
441
416

12368
4757
1995
611
126

12750
5393
2084
518
10

13069
6333
2209
431
21

13413
6255
2080
545
53

19,221

19,857

20,755

22,063

22,346

Table 2 illustrates neglect accounts for the majority of referrals to CFS that meet priority
guidelines, and is the most frequent reason children are removed from their homes. Information
and Referral is the designation given to referrals containing concerns regarding the welfare of a
child that are screened out because they do not meet the definition of abuse, neglect, or
abandonment. These referrals may be referred to other entities or agencies.
Cases of neglect may include inadequate supervision, or situations in which the physical
environment poses health or safety hazards that directly affect the health and safety of a child,
and often involve a parent’s unmet mental health or substance use issues.

Table 3: Sources of Maltreatment Referrals
Referrals by Source and SFY
2012
Referral Source
School Personnel
Parent/Substitute
Relative
Private Agency
Law Enforcement
Friend/Neighbor
Hospital
Child Protection
Medical
Anonymous
Other
Total

#

2013
%

#

2014
%

#

2015
%

#

2016
%

#

%

3278

17.1%

3133

15.8%

3205

15.4%

3484

15.8%

3726

16.7%

2769

14.4%

2807

14.1%

2921

14.1%

3182

14.4%

2839

12.7%

1777

9.2%

1964

9.9%

2157

10.4%

2180

9.9%

2477

11.1%

1708

8.9%

2291

11.5%

2429

11.7%

2506

11.4%

2337

10.5%

2167

11.3%

1945

9.8%

2114

10.2%

2321

10.5%

2294

10.3%

1488

7.7%

1811

9.1%

1789

8.6%

1669

7.6%

1670

7.5%

911

4.7%

1066

5.4%

1126

5.4%

1155

5.2%

1322

5.9%

564

2.9%

886

4.5%

927

4.5%

981

4.4%

946

4.2%

646

3.4%

548

2.8%

695

3.3%

695

3.2%

860

3.8%

1020

5.3%

1003

5.1%

979

4.7%

1108

5.0%

859

3.8%

2893

15.1%

2403

12.1%

2413

11.6%

2781

12.6%

3016

13.5%

19221

19857

20755

22062

22346

Table 3 identifies the sources of all maltreatment reports received by the Centralized Intake Unit
during the past five state fiscal years. School personnel and parents are the primary reporting
sources for maltreatment reports.
Idaho Code, Title 16, Chapter 16, Section 1605(1) provides direction regarding mandatory
reporting in the state of Idaho for physicians, hospital staff, coroners, schools, daycares, and any
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other persons having reason to believe a child has been subjected to maltreatment must report to
law enforcement or the department. An exception is made for "duly ordained minister of
religion.” Failure to report as required in this section of Idaho Code is a misdemeanor.

Assessing Child Safety
A Comprehensive Safety Assessment is completed for all child protection referrals that meet
Child and Family Services Priority Response Guidelines for assessment. The primary purpose of
the assessment is to assure the child’s safety and determine whether the child and family are in
need of services to address identified safety threats. The Comprehensive Safety Assessment
includes a robust information collection process, and includes a face to face contact and
interview with the child. Information is also collected by the social worker through interviews
with the parents/caregivers and relevant collateral contacts such as extended family members,
law enforcement, school staff, medical professionals, and service providers. The assessment
includes application of standardized criteria, along with social worker’s critical analysis of the
information and conclusion regarding the child’s safety.
Upon completion of a Comprehensive Safety Assessment, the agency must determine whether
maltreatment has occurred and whether the child is safe or unsafe. Whenever a child is
determined to be unsafe the case remains open for services. If the child is determined to be safe
the case is closed with no additional intervention.
Whenever possible, efforts are made to safely maintain children in their homes. However when
a safety threat exists, a safety plan must be put into place to manage the child’s safety. Actions
in a safety plan must address the safety threat to the child and are specific to the family’s
circumstances. Safety actions might include respite care, supervision and monitoring, resource
acquisition, and homemaker services. If the child is assessed to be in immediate danger, law
enforcement is charged with the decision for removal. When a child is removed, Child and
Family Services makes placement arrangements for the child.

Removal from the Home
Efforts are made to minimize the trauma of removing a child from the home by an immediate
search for any relatives who could serve as a placement resource for the child or children. The
Idaho Child Protective Act requires that the Department first considers, consistent with the best
interests and special needs of the child, placement with a fit and willing relative. If a suitable
relative cannot be found, the child is placed in a fictive kin (individuals with a significant
relationship with the child) or a non-relative foster care placement.
There are only a few methods in which a child can be removed from his/her home in Idaho. The
first is when law enforcement makes the determination a child is in a dangerous situation and
therefore they declare the child to be in imminent danger. Circumstances which justify a
declaration of imminent danger may include: when the home environment poses a significant
health and safety hazard to the child; when the child has serious physical injuries as the result of
maltreatment; or when there is no caregiver in the home to care for the child.
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The second way for a child to be removed from his/her home is through a petition to the court
from the department indicating it is unsafe for the child to remain in their home. A judge
determines whether or not to enter an Order of Removal. An example of when the department
may submit a petition to a judge is when caregivers are not providing adequate supervision to a
child due to the caregiver’s mental health or substance use issues, and a safety plan cannot
adequately address the child’s safety needs while in the home.
Another method of removal is through a Rule 16 Expansion Order. In Idaho, juvenile offenses
are governed by the Juvenile Corrections Act and the Idaho Juvenile Rules. Rule 16 of the Idaho
Juvenile Rules allows for the court to expand a Juvenile Corrections Act proceeding into a Child
Protective Act proceeding when the court has reasonable cause to believe that the juvenile living
within the state comes within the jurisdiction of the Child Protective Act.
Cases involving the removal of children from their home enter the court system. The Idaho
Child Protective Act gives the court responsibility for determining whether the removal of the
child is warranted and for making other key decisions as those cases move through the court
process. The first court hearing is the shelter care hearing, and must be held within 48 hours of
the child’s removal, excluding weekends and holidays. At the shelter care hearing, the court
determines if the child should be returned to their home or placed in the temporary custody of the
department pending an adjudicatory hearing. Adjudicatory hearings are required to be held
within thirty (30) days of the child’s entering foster care. At the hearing, the judge makes a
determination as to whether the evidence indicates abuse, neglect, abandonment, or an unstable
home environment has occurred, and determines whether the child should remain in foster care
or return home.
If a child is under the age of twelve (12) years, the court will appoint a guardian ad litem for the
child. For children twelve (12) years and older, the court appoints counsel to represent the
child(ren), and in certain circumstances, may also appoint a guardian ad litem for the child(ren).
As shown in Table 1, there were 1,321 children in 2016 that entered foster care as a result of
maltreatment or an unstable home environment. Table 4 below indicates the number of children
in foster care on the last day of each state fiscal year for the last five years. The point-in-time
number of children in foster care in Idaho has ranged from 1,289 to 1,395.
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Table 4: Children in Foster Care by SFY

Children in Foster Care on June 30
1,600
1,400
1,200
1,000
800
600

1,289

1,324

1,293

1,291

2012

2013

2014

2015

1,395

400
200
0
2016

Table 5 includes a breakdown of the removal reasons for children who entered foster care during
the last five state fiscal years.

Table 5: Removal Reasons by SFY

Removal Reason Breakdown by SFY
2012

2013

#

Neglect

956

78.2%

921

81.6%

960

81.3%

Physical Abuse

145

11.9%

101

9.0%

102

Sexual Abuse

46

3.8%

41

3.6%

Abandonment

28

2.3%

37

Homeless

28

2.3%

Voluntary Placement

19

1.6%

1222

#

#

%

#

%

947

80.2%
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The data shown in Table 6 illustrates the total number of children served through the foster care
program during the last five state fiscal years. The number of children served in foster care over
the past five years has remained steady at an average of 2,477 children per year.

Table 6: Children Served in Foster Care by SFY

Total Children Served in Foster Care
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During the state fiscal year 2016, 1,194 children exited foster care. Of these children, 862 (72%)
were reunified with their parents/caregiver. As shown in Table 7, “Other Jurisdiction” could
include children placed in the custody of the Department of Juvenile Corrections or another
agency/jurisdiction, or tribe transfer.

Table 7: Children Exiting Foster Care in SFY 2016
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Placements in Foster Care
Managing the removal and determining the placement of the child is a responsibility that is taken
very seriously. The department’s goal is to limit the distress and damage a child experiences,
and reduce the potential to permanently impact the child. Placement in relative homes is
prioritized. When a child enters foster care, CFS immediately begins to search for relative/
fictive kin placement options capable of keeping siblings together. Child and Family Services
workers obtain relative information from the birth parents and child, immediately contacting and
assessing the relatives to determine if they are a viable placement option. This process can be
completed the same day a child is placed in foster care or can occur later in the case.
The Child and Family Services program strives to place siblings together. The sibling bond is
important and is separate from the bond between parents and their children. When children are
placed in foster care they experience many losses. They often are able to understand why they
cannot be with their parents, but do not understand why they cannot be with their siblings. Adult
adoptees and foster care alumni both describe the loss of sibling contact as the most devastating
loss they experienced.
The most common reason siblings are not placed together when they first enter foster care is due
to a lack of foster homes that can accommodate all of the siblings. When this happens, CFS
looks for opportunities to reunite the siblings in one home, while maintaining contact through
sibling visits. Child and Family Services’ practice related to sibling placement is evaluated on an
ongoing basis through internal Case Record Reviews and federal Child and Family Services
Reviews. In order to meet sibling placement expectations, CFS must demonstrate concerted
efforts have been made to place siblings together, or if they are not placed together, they have
regular contact. Compelling reasons for sibling separation in placements must be documented.
If there are no local relative/fictive kin placement options, a child is typically placed with a nonrelative foster parent, unless the child has significant mental health, behavioral and/or
developmental needs requiring group home or residential care. Ideally, CFS matches the child
with an appropriate foster family that has the skill, knowledge, and expertise in meeting needs
similar to the child’s and is in the same community in an effort to maintain the child’s
connections. Due to a decline in foster homes and limited placement resources, this can be
challenging.
The child’s best interests are the primary consideration in all placements. Child and Family
Services developed a definition based on a review of laws and policies in states where the term
was already defined. Factors identified as important to consider in placement determinations by
experts in attachment, permanency, and adoption were also considered.
Child and Family Services defines “best interest” as eight factors which, when combined,
identify the current and potential individual needs of a child. The factors are the child’s:
1)
2)
3)
4)

Emotional/behavioral needs.
Medical/physical needs.
Educational/developmental needs.
Cultural/religious needs.
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5)
6)
7)
8)

Trauma history and past experiences.
Relationships with parents, relatives, siblings, and current caretakers.
Interests and community connections.
Family placement preferences.

Child and Family Services workers are mindful of the importance of maintaining relative and
sibling connections, and the impact of placement changes on a child’s attachment and overall
development when making placement recommendations and policy decisions. Therefore, no
single best interest factor is considered more or less important than the others. The weight
placed on any one factor is highly dependent on the identified needs of a particular child or
sibling group.

Placement Changes in Foster Care
Child and Family Services practice emphasizes placement stability and limiting the number of
moves for children in foster care. When children experience placement changes, they can
develop distress, loss, and an absence of belonging, all of which can result in feelings of distrust
and a fear of forming healthy relationships and attachments with others. A planned placement
change is the foreseen placement of a child with a relative, fictive kin, non-relative foster parent,
or group home or residential care. The social worker and provider(s) have made advanced
arrangements for the placement of a child, which includes transitional planning. Reasons for
planned placement changes include:
 Placement with siblings
 Placement with a relative/fictive kin
 Placement with a non-relative foster family
 Child’s treatment needs
 Permanency placement
o Pre-adoptive placement
o Guardianship
Planned moves include a transition plan to assist the child with the move. The child’s current
relationship with the new caregiver, the child’s emotional and developmental needs, the
proximity of the new placement to the birth family, and the willingness and ability of the two
families to engage in the transition can impact the transition plan. Planned transitions typically
include visitation with the new placement including overnight visits. The new caregiver may
also be asked to participate in treatment with the child. Time frames for transition vary based on
each child’s age, needs, and case circumstances.
An unplanned placement change is an unexpected disruption in the child’s placement. The
following are examples of unplanned placement changes:
 Foster family’s request
 A safety issue in the foster home (allegations of abuse or neglect)
 Child’s treatment needs requiring a higher level of care
 Hospitalizations
 Detention
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To reduce foster parent requests for placement changes, CFS makes efforts to provide supportive
services or other resources to assist foster families to care for children and avoid placement
disruptions. In some instances, foster families may be unable to meet a child’s needs due to
significant behavioral issues and request that the child be moved.
During the 2016 legislative session changes were made to the Child Protective Act regarding
notification of placement changes. In SFY17, CFS began sending written notification to foster
parents regarding placement changes. Child and Family Services is committed to preventing
unannounced moves, unless there are safety concerns and to ensuring clear communications and
expectations with foster parents regarding placement changes.
Table 8 (below) contains information regarding the 1,398 children who were in foster care on
June 30, 2016 and where they were placed. The majority of those children were in non-relative
foster care placements.

Table 8: Child Placements on June 30, 2016

The number of placements for children who were served in foster care during SFY16 is depicted
in Table 9 below. As highlighted in the data, over 88% of children had fewer than two (2)
placement changes. Of these children more than 65% had only one (1) placement setting
therefore experiencing no placement changes while in foster care.
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Table 9: Number of Placement Changes for Children in SFY16

Table 10 provides information regarding placement change reasons for children served in foster
care during the 2016 state fiscal year. As identified in the table, more than 50% of the reasons
for placement changes where documented as “placement change.” In an effort to better identify
reasons children experience moves, changes were made to the database system to improve
tracking in SFY17.

Table 10: SFY16 Placement Changes Reasons
Placement End Reasons
Placement Change
Placed With Relative
Foster Parent Request
Move to Relative Placement
Level Change
Child's Behavior
Pre-Adoptive Placement
Change in Foster Family's Circumstance
Licensing Issue
Runaway
Allegations of Abuse in Foster Home
Placed in DJC Shared Custody
Sibling Move
Child's Parent Request
Case Transfer
Total

#
739
142
134
81
51
34
28
27
21
18
17
9
4
2
1
1308

%
56.5%
10.9%
10.2%
6.2%
3.9%
2.6%
2.1%
2.1%
1.6%
1.4%
1.3%
0.7%
0.3%
0.2%
0.1%
100%
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Provision of Ongoing Case Management Services
Once a child has been placed in foster care, social workers monitor the family’s progress in
achieving the objectives spelled out in the service plan, and regularly assess the safety,
permanency, and well-being of the child. Case management responsibilities include:









Making monthly contact with children, parents, and foster families.
Communicating with service providers to ensure family members are receiving services.
Transporting or making transportation arrangements for children and their families.
Arranging and supervising visits between children and parents, and between children and
their siblings.
Working on the alternative plan, which includes ongoing contacts with relatives, and
home studies of relatives residing in-state and out-of-state.
Conducting specialized recruitment to locate an adoptive family for children unable to
remain with the foster parents.
Preparing required court reports and testifying in court hearings.
Documenting casework activities into CFS’s child welfare information system (iCARE).

Periodic Court Hearings
Federal and state law require a court hearing to review the case progress must be held no later
than six months from the date of removal. Hearings may be held more frequently at the
discretion of the court.
At 12 months from the date of removal, a permanency hearing must be held. At that time, CFS
presents its recommendation for permanency. The permanency options include:
 Reunification
 Legal guardianship with a relative or non-relative
 Adoption by a relative or non-relative
 Another planned permanent living arrangement (this is only a permanency option for
youth age sixteen (16) years and older)
For every child who has been in out-of-home care for at least 15 of the child’s last 22 months,
the state is obligated by state and federal law to file a petition to terminate parental rights. If
compelling reasons exist for not terminating the parents’ rights, those reasons must be approved
by the court; otherwise the court will order the filing of a petition for termination of parental
rights. Parents may choose to voluntarily terminate their parental rights, or their rights may be
removed through an involuntary court process.

Permanency Decision Making
The Child and Family Services program is responsible for placing a child in foster care in a safe
environment until such time reunification can occur. As shown in table 7 most children in foster
care are eventually reunified with their families. Efforts are also made from the time of removal
to make sure the child is living in an environment which has the potential for permanency in the
event they cannot be reunified. The permanency potential of the child’s placement is evaluated
at each court hearing and by placement selection committees within CFS. Permanency
placement recommendations, by CFS standard, are not made by a single individual. They are
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made by placement selection committees, with the court being ultimately responsible for
finalizing all adoptions and guardianships. The placement selection process is a model which
incorporates various steps, depending on the specific case circumstances.
The process involves an assessment of the child’s needs and consideration of best interest
factors, including: emotional/behavioral needs; medical/physical needs;
educational/developmental needs; cultural and religious needs; trauma history and past
experiences; relationships with parents, relatives, siblings, and current caregivers; the child’s
interests and community connections; and child and family placement preference. The goal is to
make a recommendation that is in the child’s best interests.
Determinations relating to where and with whom children are placed are subject to judicial
review by the court, and when contested by any party, judicial approval. The court also finalizes
all adoptions and guardianships.

Best Practices in Child Welfare
The Child and Family Services program is dedicated to employing best practices in child welfare
service delivery and policy development. Child and Family Services routinely uses research and
guidance on best practices, promising practices, and evidenced-based practices during leadership
meetings to inform and guide statewide policy and practice related decisions. In SFY 2016,
there were nine (9) Program Manager meetings, ten (10) Child Welfare Subcommittee meetings,
and six (6) Supervisor Workgroup meetings. These statewide leadership team meetings resulted
in several revisions and additions to Idaho child welfare policy and practice over the last year.
Revisions to the Standard for Comprehensive Safety, Ongoing, and Reassessment were made
regarding assessing the safety of children who are the subject of a report of child abuse or
neglect and who reside in or visit homes outside of Idaho during the safety assessment process.
Revisions to the Concurrent Planning Standard and Permanent Placement Selection are in the
process of being completed. These revisions will incorporate changes made during the 2016
Idaho legislative session including placement priorities for children in foster care and youth
involvement in permanency planning.
Revisions to the Infant Toddler Standard were made regarding updates to the referral process for
children ages birth to three for Infant Toddler Program services, as well as the process for
appointing a surrogate parent.
Revisions to the Well-Being Standard are in the process of being completed. These revisions
will incorporate the implementation of the Every Student Succeeds Act, as well as consistency
with federal expectations of timeframes around well-being requirements.
Revisions to the written materials provided to parents who have a child placed into foster care
are in the process of being updated. Specifically, information regarding parental rights and
responsibilities and a basic overview of what a parent can expect when working with CFS will be
included in these materials. These materials will be consistent statewide and a process for
ongoing revision will be put in place.
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Quarterly statewide all-staff video conferences, known as “fireside chats,” were implemented to
facilitate ongoing communication and ensure feedback loops regarding important issues related
to CFS practice planning and implementation, and questions are delivered at all levels of the
program.
A Child Welfare Executive Steering Committee was developed to help ensure the completion of
the department’s strategic plan initiative to transform the child welfare system to improve
outcomes for children. Committee members include: department and division leadership;
representatives from the Governor’s Office, the Attorney General’s Office, and the judiciary;
legislators; a foster parent; a CASA Director; a Keeping Children Safe Panel member; and the
Executive Director of the Idaho Children’s Trust Fund.
A survey of adoptive parents receiving Idaho adoption assistance benefits was completed. The
results are being compiled and will be used to identify program and policy needs for ensuring
quality customer service and support to families willing to provide permanency for children in
foster care.
Court report templates were revised to include legislative changes made during the last
legislative session, as well as assure consistency with the comprehensive safety assessment and
reassessment of safety.
The Child and Family Services program has been conducting internal case record reviews since
2004 to evaluate practices in the program. This rigorous internal case record review process
assesses statewide performance in the areas of safety, permanency, and well-being. Over SFY
2016, 136 cases statewide were reviewed using the On-Site Review Instrument. In addition to
the internal review, CFS also started a federal Child and Family Services Review, which looks at
these same areas with federal oversight and measures.
The output of the federal Child and Family Services Review will highlight areas needing
improvement within the Idaho child welfare system. Beginning in the second half of SFY 2017,
CFS will develop a Program Improvement Plan aimed at identifying themes, trends, strengths,
and will target areas for improvement. The plan will include goals, interventions, key activities,
baselines, timeframes, performance measures, and reporting periods. The plan will be developed
in collaboration with internal and external partners, including social workers, supervisors,
managers, courts, tribes, law enforcement, guardians ad litem, youth, parents, foster parents,
contractors, and community service providers.

Plan for Improvement
Improvement efforts for the Child and Family Services program are captured in two plans: the
Strategic Plan for the Idaho Department of Health and Welfare and the program-specific Child
and Family Services Plan. These plans are aligned to meet the need for improvement by both the
department and the child welfare system.
The Strategic Plan lays the foundation for the department to address state and community issues
with a vision that is coordinated with internal and external partners. The plan sets a prioritized
timeline for meeting measurable objectives to attain goals that better serve the people of Idaho.
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The Child and Family Services Plan (CFSP) is a five-year plan which sets forth the vision and
the goals to be accomplished to strengthen Idaho’s overall child welfare system. The plan’s
goals and objectives rest within the framework of the Child and Family Services Review
outcomes and systemic factors established by the Adoption and Safe Families Act of 1997. The
CFSP covers the full array of child welfare services from prevention and protection through
permanency and well-being. As required by federal regulations (45 CFR 1357.16), CFS engages
agencies, organizations, and individuals in the ongoing CFSP-related consultation and
coordination process (e.g. Court Improvement Program, tribes, youth, families, foster parents,
law enforcement, educators, and community behavioral health providers).
Data used to establish and measure progress on the CFSP goals include qualitative and
quantitative findings from:
 Federal case record reviews
 State-conducted case record reviews
 Independent Living case record reviews and National Youth in Transition (NYTD)
results
 Indian Child Welfare Act case record reviews
 Feedback from internal and external stakeholders
Federal, state-conducted, Independent Living, and Indian Child Welfare Act case record reviews
consist of in-depth reviews of case documentation and court documents, in addition to caserelated interviews with children, parents, foster parents, social workers and supervisors for the
purpose of evaluating safety, permanency and well-being outcomes for children and families, as
well as state compliance with federal guidelines.
Additional quantitative data used to monitor performance include a state profile provided by the
Children’s Bureau of the U.S. Department of Health and Human Services. The November 2015
profile indicates Idaho’s child welfare system met all of the federal performance indicators for
permanency, re-entry into foster care, placement stability, maltreatment in foster care, and
recurrence of maltreatment.
In the past year, CFS has made a number of policy and practice improvements. The goals and
progress made in each area are highlighted below.
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Goal 1
Idaho will develop a robust, sustainable, and effective foster care program.
Progress on Goal 1
 Revised foster parent application and licensing forms.
 Enhanced collaboration with Eastern Washington University to collect and use data to
drive foster parent recruitment strategies.
 Expanded the Resource Peer Mentor Program to provide additional mentoring and
coaching to foster families.
 Provided foster parents additional training in the following topics: human trafficking,
grief & loss, and caring for children who have experienced trauma, normalcy for children
in foster care, and trust-based relational intervention strategies.
 Revised the Child Welfare Foster Care Academy for all new workers.
 Provided Foster Parent Recruitment and Retention statewide training.
 Improvements were made to foster parent recruitment messaging.

Goal 2
The child welfare program will retain a highly skilled workforce that has the
training, resources, and support to address the safety, permanency and wellbeing of the families served.
Progress on Goal 2
 Continued partnership with Idaho State University (ISU) to provide training to child
welfare social workers, supervisors, leadership, and community stakeholders.
 Continued evaluation of workforce development efforts through pre- and post-training
evaluations, staff discussions, surveys, and ISU performance reports.
 Established the Workforce Recruitment and Retention panel with several universities and
colleges in Idaho to promote higher education in social work, improve child welfare
recruitment, and promote the availability of college-level courses relating to child welfare
and child trauma.
 Developed a new curriculum for new supervisors which covers topics such as StrengthBased Supervision, Family Centered Practice, as well as the department required
Supervisor Training and Resource Program.
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Goal 3
Children will only be placed in foster care when they are unsafe and a
sufficient safety plan cannot be managed in the home; children will return
home after a removal as soon as a sufficient safety plan can be maintained in
the home.
Progress on Goal 3
 Drafted statewide guidelines to support child welfare social workers to apply the
Comprehensive Safety Assessment with fidelity and consistency throughout the state.
 Developed a quality assurance tool for conducting reviews on the fidelity of the
application of the Comprehensive Safety Assessment. Use of the tool is expected to
begin during the first calendar quarter of 2017.
 The program is currently collecting information on safety-related services needed to
support families who are able to keep their children safe in their home with the support of
family preservation services.

Goal 4
The child welfare program will have a functional, sustainable, and inclusive
feedback loop for our Continuous Quality Improvement system that values
stakeholder and family engagement.
Progress on Goal 4
 In November 2015, CFS hosted a statewide stakeholder meeting in Boise at which CFS
staff presented information and data regarding new and updated practice standards,
proposed legislative changes, implementation of practice initiatives, as well as an update
on progress on established goals from the previous stakeholder meeting held in October
2014. Participants had an opportunity to work in groups to provide feedback regarding
their assessment of strengths, challenges, and opportunities for the stakeholder group to
work with CFS to make progress toward the strategic plan goals. A notable suggestion
from this group was the need for local stakeholder meetings as opposed to the larger
statewide meeting approach. As a result, the agency will focus on developing
representative stakeholder groups in each of the three hub-based areas of the state to
inform the statewide functioning of the child welfare system.
 In June 2015, CFS launched a statewide expansion on the use of Family Group Decision
Making (FGDM) meetings which are designed to increase family participation in case
planning. Family Group Decision Making meetings were implemented to address the
protection and care needs of children by involving both family members and
professionals in the service plan development process. Through the FGDM process, the
family group is positioned to lead decision making, and CFS staff support family group
plans which address the concerns of the department. Family Group Decision Making
meetings recently began being prioritized for case planning purposes for children ages 06, and are additionally utilized for safety and permanency planning purposes. The 0-6
age range is being targeted because 40% of the department’s substantiated cases are for
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children ages 0-5, and internal data reflects that the 4-6 age group shows a longer
reunification time.

Goal 5
The Department will be given party status in Child Protective Act (CPA) cases
and the Department will have legal representation in all CPA cases.
Progress on Goal 5
 At this time the Department continues to collaborate with legislators regarding the need
to amend the Child Protective Act to make the Department a party to all CPA actions.

Goal 6
The program will modernize the child welfare information system - this effort
will serve to improve the program’s technology platform and related software
applications to support the delivery of child welfare services in the most cost
effective and time sensitive manner.
Progress on Goal 6
 The Data Quality Improvement Initiative (DQI), established in April 2015, continued its
work in SFY 2016 by providing training and reports to child welfare managers and
supervisors, promoting the importance of reliable data in making program decisions.
From July 2015 to June 2016, all seven regions showed improvement in the timeliness of
data entry into the child welfare information system (iCARE). Further improvements in
timeliness of data entry are anticipated and further refinements of DQI tools are
underway.
 In January 2016 a portal was opened to allow the Criminal History Unit (CHU) direct
access to data elements within the iCARE database. This tool has been used by CHU for
15,000 searches allowing rapid access to time sensitive data to assist in conducting
background checks.
 In January 2016 automated financial reports were brought online to allow regional staff
to easily and accurately monitor expenditures for budget tracking.
 Currently in development is a portal to allow automated referrals of secure information to
law enforcement jurisdictions throughout the state.
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Appendix A: Summary of Required Court Hearings
Hearing

Purpose

Time Requirement

Shelter Care
Hearing

To determine if the removal of a child from
his/her home is warranted. The court must find
that it is contrary to the welfare of the child to
remain in his/her home. The court must also
determine that reasonable efforts have been
made to prevent removal unless there are
aggravating circumstances, such as the parent
abandoning the child, committing murder, or
committing felony assault against a child.

Within 48 hours of removal.

Adjudicatory
Hearing

Following investigation of referrals, to
determine whether the evidence indicates
abuse or neglect has occurred and to determine
whether the child should remain in foster care.

Within 30 days of the
petition requesting removal.

Plan Review

To review the service plan developed by the
Department. The court can approve, reject, or
modify the plan.

Within 60 days of removal
or 30 days of the court order
taking custody of the child,
whichever comes first.

Review
Hearings

To review child protection cases while the child
remains in the Department's legal custody.

Held at six (6) month
intervals.

Permanency
Hearing

To review the permanency plan developed by
the Department, which contains its final
recommendation regarding reunification and
permanent placement of the child.

Twelve (12) months after
removal or the court accepts
jurisdiction for a case,
whichever comes first.

Guardianship
Hearing

To appoint a guardian for the child if the child’s
permanency plan is guardianship.

Thirteen (13) months after
removal, unless an
extension is approved by the
court.

Termination
Hearing

To determine if termination of parental rights is
in the child's best interests. The court must find
that reasonable efforts to achieve reunification
have been made, but these efforts have failed.

To be initiated when a child
has been in out-of-home
care more than 15 of the last
22 months.

Adoption
Finalization

To approve the adoption of a child. The child
Within 24 months of
remains in Department custody and review
removal.
hearings continue until the adoption is finalized.

*The hearings listed above are those which are required to be held by state and federal law. Additional hearings are often held at
the discretion of the court to assess case status and progress.
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Appendix B: Child Welfare Process Flow Chart

Phase 1:
Intake

Report of Abuse or
Neglect Received

Within Definition
of Abuse, Neglect,
or Abandonment?

No

Screened Out—Documented
as Information and Referral

Yes
Supervisory Review—
Response Priority Assigned

Phase 2:
Safety
Assessment

Comprehensive Safety
Assessment Performed

Safety
Safetythreat
threat
Identified?
Identified?

No

Case Closed After
Supervisory Review

No

Case opened without
court intervention

Yes
Safety Plan Developed

Case opened with
court intervention

Yes

Child
Removed
From Home By
Law Enforcement
Or Court
Order?*

Shelter Care Hearing

Case Closed
When Courts
Send Child
Home
without
Services

Courts Send
Child Home
with
Supervision
and Support
Services

Court Orders
Child
Remain in
Out-ofHome
Placement

Cases with Court
Involvement

In-home Cases
Comprehensive
Assessment Performed

* The majority of children enter foster care via a declaration of imminent danger by law enforcement. Less frequently, the
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Department may file a petition with the court requesting removal. In this circumstance, a judge makes a determination
an order for removal.
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Phase 3: Case Management
Cases with Court Involvement

In-home Cases

Adjudicatory Hearing

Service Plan Developed

Service Plan and Concurrent
Plan Developed

DHW Monitors
Family Progress

Court Reviews and
Approves Plans
No
Safety Issue
Resolved?

DHW Monitors
Family Progress

Seek
Court
Intervention

Yes
Court Reviews Progress
Every 6 Months and Holds
Permanency Hearing After
12 Months

Case Closed When Family
Completes Service Plan and
Safety Issue Resolved

Case Closed

Family Does Not Complete
Service Plan and Safety
Threats Remain

Phase 4:
Termination/Permanency

Court Terminates
Parental Rights

DHW Develops
Permanent Placement
(Adoption/Guardianship)

Court Holds Adoption or
Guardianship Hearing

Case Closed When Child Has
Permanent Home (Post
Adoptive Services Provided)

Court Finds Compelling
Reasons Not to Terminate
Parental Rights

Child Remains in Foster Care
or Placed in Guardianship and
May Receive Independent
Living Service

Case Closed When Child
Has “Aged Out”
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MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Tuesday, January 31, 2017

TIME:

3:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:

None

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare
Committee (Committee) to order at 3:00 p.m.

GUBERNATORIAL Consideration of Gubernatorial Appointment of Sue Walker to the Idaho
APPOINTMENT:
Commission for the Blind and Visually Impaired. Senator Martin moved to
send the Gubernatorial appointment of Sue Walker to the Idaho Commission
for the Blind and Visually Impaired to the floor with recommendation that she
be confirmed by the Senate. Senator Lee seconded the motion. The motion
carried by voice vote.
APPROVAL OF
MINUTES:

Senator Anthon moved to approve the Minutes of the January 23, 2017
Committee meeting. Senator Harris seconded the motion. The motion carried
by voice vote.

PASSED THE
GAVEL:

Chairman Heider passed the gavel to Vice Chairman Souza to conduct the
rules review.

DOCKET NO.
24-1001-1601

Rules of the State Board of Optometry. Mitch Toryanski introduced himself to
the Committee as Legal Counsel to the Idaho Bureau of Occupational Licenses
(Bureau), representing the Board of Optometry. Mr. Toryanski explained H 333
(2016) aligned the Board of Optometry's renewal and reinstatement statute with
the Bureau's new renewal and reinstatement statute at Idaho Code § 67-2614.
This year the Board of Optometry rules must be amended to align with the new
statute. The rule decreases the reinstatement fee from $150 to $35, consistent
with the statute. Based on past reinstatement numbers, the Board of Optometry
estimates nine optometrists will likely fail to renew their licenses and be required
to pay the reinstatement fee. The fee decrease will result in a negative impact
of $1,035 to the Board of Optometry's dedicated fund, and there is no impact
to the General Fund.
Mr. Toryanski informed the Committee the docket also increases the number
of continuing education hours optometrists can earn online from six to nine
annually.
Mr. Toryanski advised the changes in this pending fee rule were approved
by the Board of Optometry in an open meeting that was noticed to the public.
A postcard was sent to 461 licensed optometrists, and no comments were
received.

Vice Chairman Souza asked the amount of the reinstatement fee if someone
fails to renew in a timely manner. Mr. Toryanski replied today it would cost
$150. If the docket is approved, the cost would be $35. The reinstatement fee
is set in the Bureau's statute.
MOTION:

Senator Foreman moved to approve Docket No. 24-1001-1601. Senator
Harris seconded the motion. The motion carried by voice vote.

DOCKET NO.
24-0301-1601

Rules of the State Board of Chiropractic Physicians. Mr. Toryanski
introduced himself to the Committee on behalf of the State Board of Chiropractic
Physicians (BCP) and also introduced Dr. Mary Jo White, Chair of the BCP, from
Post Falls. Mr. Toryanski explained the 2013 balance in the BCP account
was $136,539. Today the balance is negative $84,825. The steep decline
over those four years was caused by increased complaints, investigations,
prosecutions, and a negotiated rulemaking hearing held last year. The BCP
requests a fee increase estimated to increase revenue by $36,150 per year.
No special assessment is made when the balance goes in the red; instead,
the BCP proposes a fee increase and hopes to recover lost ground over three
or four years.
Mr. Toryanski stated the docket also contains changes to speed up and
streamline the peer review process. It establishes that the recommendation
of the Peer Reviewer Panel is not subject to appeal, and if peer reviewers
determine a chiropractor has violated any laws or rules, the original request for
peer review will be referred to the BCP for investigation so the Peer Reviewer
Panel's findings do not taint the process if disciplinary action is required. A
patient, chiropractor, or third party can ask for peer review, which does not
establish a precedent nor is it controlling authority. It is merely an opinion by
learned chiropractors that perhaps can resolve a conflict or dispute without
having to go to litigation.
Mr. Toryanski advised the changes were approved by the BCP in a meeting
noticed to the public. A postcard was mailed to 722 licensed chiropractors, and
no comments were received.
Senator Harris asked if the problems that caused the fund deficit have been
fixed. Mr. Toryanski said the fee increase will fix the problem. There were some
very expensive cases. One local case involved a chiropractor who vigorously
disputed every charge the BCP made at every level. When the proceeding
concluded, the hearing officer found for the BCP, and the chiropractor appealed
the decision to the district court. Before the case was heard on the merits, the
chiropractor passed away. In disciplinary actions, if the professional prevails, he
can get attorney's costs and fees from the BCP. When the BCP prevails, it can
recover its costs and fees. With the death of the chiropractor, the BCP settled for
a small amount of the approximately $130,000 that it took to prosecute the case.

MOTION:

Chairman Heider moved to approve Docket No. 24-0301-1601. Senator
Foreman seconded the motion. The motion carried by voice vote.
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DOCKET NO.
24-1201-1601

Rules of the Idaho State Board of Psychologist Examiners. Mr. Toryanski
introduced himself on behalf of the Board of Psychologist Examiners (BPE).
Mr. Toryanski also introduced Dr. Helen Holly, Psychologist and BPE
Member. Mr. Toryanski advised the rule docket: 1.) specifies licensees
may receive continuing education credit from classes taught on-line from the
same organizations from which they can get credit for in-person attendance;
2.) establishes that service extenders can provide service only after their
supervisory plan is approved by the Board; 3.) creates a new category of
service extender for those who provide psychometrician services only; and 4.)
establishes rules to complement the Idaho Telehealth Access Act based on
questions received after the Idaho Telehealth Access Act was passed.
Mr. Toryanski explained Section 601 is a new section pertaining to
Telepsychology. The rule defines "emergency," "information technology,"
"telehealth provider," and "telepsychology services" and provides general
guidance to psychologists providing services through electronic means. The rule
also provides procedures for getting informed consent from patients, security
and confidentiality, conducting assessments, and practicing telepsychology
across state lines.
Mr. Toryanski informed the Committee the pending rule was approved by the
BPE in an open meeting that was noticed to the public. Postcards were mailed
to 347 licensees informing them of the change and inviting their comments. The
BPE received one comment during the comment period from a psychologist who
wanted to know if he was practicing telepsychology if he simply stored clinical
information on the hard drive of the computer in his office. The BPE assured
him that he was not. After the comment period, the BPE was contacted by an
insurance company that was very supportive of the telepsychology rules but had
concerns about the Board's interpretation of one of the definitions and one of the
security requirements. The BPE agreed to monitor these two issues to determine
if any refinement of the rules is needed. The BPE was also contacted by the
local American Association of Retired Persons (AARP) representative regarding
the need to obtain written, informed consent upon a psychologist's subsequent
contact with a telepsychology patient. The BPE agreed with AARP's comment
and assured AARP it would not interpret the rule to require psychologists to get
a written informed consent every time a service is provided. The BPE will work
with AARP over the next year to see if the rule needs more clarity.
Senator Martin stated he heard a judge has ruled parts of the Telehealth
Access Act unconstitutional. Mr. Toryanski answered he is not aware of
any legal action having to do with the Telehealth Access Act. Outside of the
constitutionality issue, a number of boards have looked at the law because they
also provide services by electronic means. The Telehealth Access Act is so
succinct and clear, many boards have decided it is unnecessary to promulgate
rules to implement it.
Chairman Heider inquired how long telepsychology has been used, and if
psychologists and patients feel it is as effective as meeting with the patient in
person. Mr. Toryanski responded psychologists have likely been providing
telepsychology services since the phone was invented. Mr. Toryanski stated
Dr. Holly would be a good resource for more information. Dr. Helen Holly
introduced herself as a clinical psychologist at Saint Alphonsus Pain and Spine
Clinic and a new member to the BPE. The experience of telepsychology is
important in Idaho because of the rural nature of the State. This service will
allow more services to people who are now unable to access them. It has
already been used in the military setting for many years, such as with people on
ships who are deployed. Navy psychologists are stationed on aircraft carriers,
so smaller ships will often conduct telepsychology between the aircraft carrier
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and the smaller vessel through a Skype-type mechanism. It seems everyone
almost prefers electronic to in-person communication. The level of disclosure is
often higher because there is a sense of safety for the patient when in his or her
own surroundings and not a foreign environment.
MOTION:

Senator Martin moved to approve Docket No. 24-1201-1601. Senator
Foreman seconded the motion. The motion carried by voice vote.

DOCKET NO.
24-2301-1601

Rules of the Speech and Hearing Services Licensure Board. Mr. Toryanski
introduced himself to the Committee on behalf of the Speech and Hearing
Services Licensure (SHSL) Board and also introduced Dr. Gail Chaney, a
licensed audiologist and SHSL Board member. Mr. Toryanski explained the
SHSL Board regulates the practice of audiology, speech-language pathology,
and hearing aid dealing and fitting services. This docket: 1.) lowers the original
license fee by 30 percent and license renewal fee by 20 percent; 2.) establishes
rules to define the role of audiology support personnel; and 3.) establishes
qualifications for the audiologists and hearing aid dealers and fitters who
supervise provisional permit holders.
Mr. Toryanski informed the Committee the SHSL Board's balance has been
steadily increasing over the past six years and is now three times its annual
budget of $85,000 per year. Boards are typically advised to maintain a balance
of 100 to 150 percent of their annual budgets. The SHSL Board feels its fund
balance is high and wants to collect less from its licensees. The SHSL Board
proposes to lower the original license fee from $100 to $70 and the license
renewal fee from $125 to $100.
Mr. Toryanski stated the second change involves rules for audiology support
personnel as provided for in the Speech and Hearing Services Act at Idaho
Code § 54-2907. Support personnel are helpers trained under the direction
of audiologists who perform designated tasks under the supervision of an
audiologist. This docket sets forth a supervisor's responsibilities, the tasks
support personnel can perform, and training guidance.
Mr. Toryanski advised the SHSL Board felt it was important to establish some
minimum qualifications for audiologists and hearing aid dealer and fitters who
supervise hearing aid provisional permit holders. A provisional permit holder is
a person who holds a permit to practice hearing aid dealing and fitting under
supervision. A supervisor must be approved in advance by the SHSL Board and
hold either a hearing aid dealing and fitting license or an audiology license that
is current and in good standing. The licensee cannot have had any disciplinary
action in the two years immediately before becoming a supervisor. If the
supervisor is a hearing aid dealer and fitter, the license holder must hold either a
current board certificate in hearing instrument sciences for the National Board
for Certification in Hearing Sciences or have actively practiced for three years
immediately preceding appointment as a supervisor. If the supervisor is an
audiologist, the licensee must have actively practiced as a licensed professional
for one year before becoming a supervisor.
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Mr. Toryanski explained the changes in this pending fee rule were approved
by the SHSL Board in an open meeting that was noticed to the public. A
postcard describing the changes and requesting comments was sent to all
1,116 licensees. Three responses were received expressing concern that the
audiology support personnel section would affect the newborn hearing screening
performed by a number of hospitals. The SHSL Board contacted the Idaho
Hospital Association and met with a Health and Welfare Program Coordinator
for newborn hearing screening along with a number of interested parties who
perform this service. Consensus was reached that the proposed rules would
not affect the newborn hearing screening. The SHSL Board agreed to examine
some language in the coming year to make this clearer. The SHSL Board knows
of no opposition to the docket.
MOTION:

Senator Harris moved to approve Docket No. 24-2301-1601. Senator
Agenbroad seconded the motion. The motion carried by voice vote.

PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:34 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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Senator Harris
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Christine Pisani, Vice
Chair
Community Care
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Alex Adams
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If you have written testimony, please provide a copy of it along with the
name of the person or organization responsible to the committee secretary
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COMMITTEE MEMBERS
Chairman Heider

COMMITTEE SECRETARY

Vice Chairman Souza

Sen Anthon
Sen Agenbroad

Sen Martin

Sen Foreman

Sen Lee

Sen Jordan

Sen Harris

Jeanne Jackson-Heim
Room: WW35
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MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Wednesday, February 01, 2017

TIME:

3:00 p.m.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:

None

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:20 p.m.

APPROVAL OF
MINUTES:

Senator Harris moved to approve the minutes of the January 19, 2017 meeting.
Vice Chairman Souza seconded the motion. The motion carried by voice vote.

PRESENTATION: Community Care Advisory Council Annual Report. Christine Pisani, Executive
Director of the Idaho Council on Developmental Disabilities, introduced herself to
the Committee, appearing as Vice Chair of the Community Care Advisory Council
(Council) to present the Council's annual report (see Attachment 1). Ms. Pisani
explained the Council was created by statute in 2005 and is a forum for stakeholders
in residential care/assisted living facilities and certified family homes. The Council
meets quarterly and its purpose is to: 1.) make policy recommendations regarding
the coordination of licensing and enforcement standards in residential care/assisted
living facilities and certified family homes, as well as provision of services; 2.)
advise the agency during development and revision of rules; 3.) review and
comment upon any proposed rules pertaining to residential care/assisted living
facilities or certified family homes; and 4.) submit an annual report to the Legislature
stating opinions and recommendations that would further the State's capability in
addressing residential care/assisted living facility and certified family home issues.
Ms. Pisani informed the Committee the Council is comprised of assisted living
and certified family home providers; advocates for elderly individuals and people
with developmental disabilities and mental health issues; and residents or family
members of assisted living facilities and certified family homes. The Director of the
Department of Health and Welfare (Department) or his designee also serves on the
Council, and at this time the designee is Tamara Prisock. Last year, the Council
elected to add a non-voting member, a resident/family member of a residential
assisted living facility, to provide valuable insight.
Ms. Pisani stated pages 6 through 9 of the annual report contain survey information
and trends regarding assisted living facilities and certified family homes. The
Department has done extensive work on its website to provide useful information
to the public regarding assisted living facilities, including survey results and
information about complaints.

Ms. Pisani advised the Council has identified several issues over the past year.
The first involves funding. Providers continue to express concern that negotiations
with the Department's Division of Medicaid regarding outdated rates for Medicaid
reimbursement have not resulted in an increase in rates. Reimbursement rates
for services provided in certified family homes are almost 15 years old. Personal
care service rates in residential/assisted living facilities are lower than what they
were in 2009. As time has gone by, numerous supports for clients have been
curtailed or eliminated, and new burdens on providers have evolved. The Council
recommends a fresh look at the current operating environment to ensure funding
is adequate to safely care for residents according to established regulations and
recent interpretations of those regulations.
Ms. Pisani explained the second issue is the assessment of residents in assisted
living facilities. In 2014, the Council began work on ways to improve the assessment
of residents admitted to assisted living facilities or certified family homes to ensure
there is a good match between the resident and the services provided. When
residents have needs beyond the facility's ability to provide required care, some
residents are involuntarily discharged and admitted to another residential setting
that may be more appropriate for their needs. Moving is stressful and disruptive
for the resident. In cases in which a facility chooses to maintain a resident but
cannot provide the required care, the facility is in violation of the requirements of its
statewide certification. Many assisted living facilities and certified family homes use
the Uniform Assessment Instrument, a tool used by the Department's Division of
Medicaid to determine Medicaid reimbursement. The Council has requested the
Department explore other options for assessment tools. Changes in how residents
are assessed will likely require updates to Idaho law and rules.
Ms. Pisani stated the third growing issue in Idaho is the difficulty of finding
appropriate residential placement for individuals who exhibit difficult behaviors.
Assisted living facilities and certified family homes are required not to admit or keep
individuals who attempt to harm themselves or others. Most of the individuals are on
Medicaid, and providers feel they do not receive sufficient Medicaid reimbursement
to implement supervision and services needed to effectively manage difficult
behaviors. There is also a lack of training to provide the needed support. This
situation requires a provider to either run the risk of losing its license if the resident
harms himself or others, or to discharge the resident, even when the resident has
nowhere else to go. Last year, the Council recommended the Department work
with stakeholders to find a solution to this problem. The Department responded by
making the issue a high priority and launching an initiative to examine the problem
and explore solutions.
Ms. Pisani advised the last two issues involve implementation of residential
care/assisted living rule changes that were negotiated in 2014 and implemented in
2015. To date, the only concerns expressed to the Department and the Council
have come from a few small assisted living facilities which have become organized
to become the Idaho Small Providers Association. One of the rules that has caused
financial stress to small providers is having the staff up and awake and available 24
hours a day, 7 days a week. The Department's Division of Medicaid has met with
providers to ensure they are billing accurately to maximize Medicaid reimbursement
and alleviate some of the financial strain regarding that rule change. The Council
has also identified the need to update the rules pertaining certified family home and
will be working this year to provide recommendations to the Department.
Ms. Pisani commented the Council is collaborative and solutions oriented. Tamara
Prisock provides excellent support to the Council with accurate details of the
programs and a sense of urgency in addressing any concerns the Council brings to
her attention.

SENATE HEALTH & WELFARE COMMITTEE
Wednesday, February 01, 2017—Minutes—Page 2

Vice Chairman Souza mentioned the table of core deficiencies on page 5 of the
report that shows the abuse category has jumped up and asked how the Council
deals with that type of increasing problem. Ms. Pisani responded the table
reflects individual incidents that are not necessarily brought to the Council. They
are incidents reported to the Department and the Department conducts its own
investigation. Tamara Prisock likely has additional information.
Senator Jordan expressed concern that the reimbursement rates have not been
raised for almost 15 years and asked for data that shows the commensurate
increase in cost of service provision over that same period of time. Ms. Pisani
advised Ms. Prisock would have that data and would be pleased to provide it.
Senator Jordan asked for the definition of a small service provider. Ms. Pisani
asked to defer that question to Tamara Prisock.
Senator Lee has heard from a number of providers in her district who struggle with
the dilemma of individuals with challenging behaviors and asked what measures
are being taken to address this issue. Ms. Pisani replied that Ross Edmunds,
Administrator of Behavioral Health with the Department, plans to present some
legislation and an appropriation request for a "heart home" model, which is the
ability to support people with challenging behaviors with a different reimbursement
rate. The State has no response to the current level of need in this area and no
place for individuals to be served. The "heart home" model will not resolve the
entire issue but will be a good first step to implement.
H 0002

Relating to Pharmacists. Alex Adams, Executive Director of the Idaho State
Board of Pharmacy (BOP), introduced himself to the Committee to present the bill.
H 0002 amends the BOP qualifications for licensure by reciprocity, meaning how
pharmacists who are licensed in other states can transfer their licenses to practice
in Idaho. A strict interpretation of today's statute would mean an individual who had
a minor infraction in another state would never be eligible to transfer the license into
the State of Idaho. The bill updates language to conform with the intent of the model
act of the National Association of Boards of Pharmacy (NABP). NABP processes
license transfer requests across all 50 states and the District of Columbia, and the
BOP worked closely with NABP to update language to ensure what is proposed
conforms to the model act. Specifically, the bill clarifies that pharmacists are not
eligible to transfer a license into Idaho if the license is currently revoked, suspended,
or restricted in a manner that prevents him or her from practicing pharmacy in the
home state. Minor infractions can be taken up on a case-by-case basis.
Senator Martin asked if the law change would allow the BOP to look at any
violations a pharmacist had in the past. Mr. Adams responded NABP has a way to
flag individuals with past discipline when processing the license reciprocity request.
The BOP delegates certain authority to BOP staff to process applications. If there
are criminal issues or previous suspensions or revocations, those applications are
held until a BOP meeting. The BOP hears the merits of the specific case, and the
individual can present to the BOP. The BOP can judge based on the severity of the
violation whether the individual should be permitted to practice in the State of Idaho.
Senator Jordan asked if there are appeal opportunities contained in the rules or
elsewhere for someone who is denied a license. Mr. Adams answered the BOP
follows the State's Administrative Procedures Act, which specifies the process for
both hearings and appeals and rights of the individual. The BOP is also advised by
a Deputy Attorney General in all areas.

MOTION:

Vice Chairman Souza moved to send H 0002 to the floor with a do pass
recommendation. Senator Jordan seconded the motion. The motion carried by
voice vote. Senator Jordan offered to sponsor the bill.
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H 0003

Relating to Pharmacists. Mr. Adams stated H 0003 would allow pharmacists to
prescribe and administer tuberculosis (TB) skin tests in pharmacy settings. This
has become a common and routine practice in pharmacies in other states. Most
commonly, TB skin tests are often required as a condition of employment or for
college students. In a TB skin test, a health professional performs an intradermal
injection, and the patient has to return within three days for the test to be interpreted.
Having this service available in a pharmacy provides substantial convenience to the
consumer. Several studies have been published. One demonstrated a 93 percent
completion rate for the test across 600 patients, while the comeback rate for other
healthcare settings was only 40 to 50 percent.
Mr. Adams explained the bill contains safeguards requiring pharmacists to:
1.) complete special training on appropriate technique, with free training options
available; 2.) follow clinical guidelines for testing; 3.) document the results of tests
provided; and 4.) coordinate a timely referral to the patient's primary care provider
or a local clinic in the rare instances when a patient tests positive for TB. In the
study of other states where the test was performed in pharmacies, the referral rate
to the primary care provider was only two to three percent.
Chairman Heider asked if this test is the TB tine test, or is it an actual inoculation.
Mr. Adams answered this test is an actual injection under the skin. He is not
familiar with previous testing procedures. Vice Chairman Souza asked if the
pharmacy would be required to report test results to the primary care physician. Mr.
Adams stated only a positive result must be reported to the local health district or
the Department in accordance with Idaho reportable diseases rules.

MOTION:

Senator Lee moved to send H 0003 to the floor with a do pass recommendation.
Senator Harris seconded the motion. The motion carried by voice vote.

H 0004

Relating to Pharmacists. Mr. Adams stated the goal of H 0004 is to make it
as easy to quit smoking as possible. The Federal Drug Administration (FDA)
has approved seven smoking cessation medications. Three of them are already
available over the counter: patches; gum; and lozenges. Four are prescription only:
nasal spray; inhalers; Chantix; and Zyban. When someone makes the decision to
quit smoking, often it is a spontaneous decision. If the person has to wait weeks
to get into the primary care provider, the will to quit might bend or break in the
meantime. Having these products conveniently accessible at the pharmacy might
help consumers make that quick decision.
Mr. Adams informed the Committee H 0004 would allow a pharmacist to prescribe
any of the seven tobacco-cessation medications. Some of the prescription products
are more effective than over-the-counter products. In clinical trials, Chantix has the
highest effectiveness rate. Also, some of the prescription products can be used
in combination with the over-the-counter products. There might be some clinical
use cases where a person would need a nasal spray or inhaler. Pharmacists would
be required to obtain advanced training, document the services provided, and
notify the patient's primary care provider. This would create harmony with other
State programs like the Idaho Quitline.
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Mr. Adams stated there are often questions about the safety of smoking-cessation
products. The BOP noted the focus of negative comments on this proposal was
almost entirely on the risks without considering the benefits. The FDA reviewed the
evidence of the largest clinical trial ever conducted on these products and issued a
report in December 2016 stating the benefits of the products outweigh the risks.
According to the FDA, the most common side effects of Chantix are short-term
nausea and short-term constipation. By contrast, smoking can cause death. The
FDA said the most common side effects of Zyban are short-term dry mouth and
short-term insomnia. By contrast, smoking can cause lung cancer. One of the
rare risks of Chantix was suicidal ideation. However, the FDA recently removed
the "black box" warning from Chantix related to neuropsychiatric events. It is the
first time in U.S. history that the FDA has ever removed a "black box" warning from
a drug. Pharmacists have been allowed to prescribe smoking cessation products
in New Mexico, California, and nine Canadian provinces for 50 cumulative years.
The BOP contacted its counterparts in those jurisdictions and asked how many
complaints were received alleging harm. There were zero complaints, zero civil
lawsuits. The BOP also asked the largest liability insurer in the U.S. regarding
pharmacist insurance rates in New Mexico pre- and post-implementation of the
policy. The answer was there was no change because it did not increase risk and
was found to be safe and effective in other jurisdictions.
Mr. Adams advised the BOP found 11 peer-reviewed studies showing good results
from the use of community pharmacists for tobacco-cessation programs. Overall,
pharmacy-based interventions were found to be more cost effective than other
health care settings. The largest of these studies was in New Mexico with 1,437
patients. Pharmacists achieved quitting rates similar to other health professionals.
In late 2016, the results of a randomized control trial in Alberta, Canada showed
pharmacists achieved a 20 percent greater relative reduction in smoking compared
to the control group of usual physician care. Medicaid within the last few weeks
has provided advice on how to facilitate easier access to medically necessary and
time sensitive drugs, including tobacco-cessation productions, and specifically
highlighted the New Mexico and California examples.
Senator Martin asked if the bill would allow pharmacists to prescribe only the
seven products mentioned or would the bill allow prescribing of any new products
that might be identified in the future. Mr. Adams answered the bill provides a
pharmacist may prescribe any smoking cessation product approved by the FDA.
Pharmacists would be able to prescribe those mentioned today as well as any
approved by the FDA in the future. Naming the specific drugs in the legislation
would require a law change each time a new drug is approved.
Senator Martin asked whether it is a good step to move from the current model
of obtaining a prescription from the doctor and going to the pharmacy to have
the prescription filled. Mr. Adams responded the statute currently includes a
list of products that can be prescribed by a pharmacist such as dietary, fluoride
supplements, immunizations, opioid antagonists, and epinephrine auto-injectors.
The root of every one of those products is public health need where access to the
products can help achieve public health goals. For example, one in four Americans
has gone to a pharmacy in the last 12 months to obtain an immunization. Data from
TriCare and Harvard Medical School show this is the most cost-effective venue to
get an immunization. Other states are far ahead of Idaho in this regard and allow
other products such as flu medications, contraceptives, strep throat medications,
and travel medications to be prescribed by a pharmacist.
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Senator Jordan inquired whether the pharmacist has a choice whether or not
to prescribe the medications. Mr. Adams answered yes. No pharmacist is
compelled to prescribe the products and must obtain additional training to provide
the service. It is unlikely all pharmacists will offer the service. Senator Jordan
asked if this is the same type of training as with the TB test where it is available
online and relatively inexpensive. Mr. Adams replied the TB test training is only a
29-minute video but for this service, the pharmacists would be required to choose a
training accredited by the American College of Physicians. There are several free
programs, and there is a curriculum used in other states called "Rx for Change,"
from the University of California - San Francisco, including a variety of programs
focusing on the pharmacological treatment of nicotine dependence. There is a time
cost associated with the training but no direct cost outlay.
Vice Chairman Souza asked if pharmacists in other states have to take advanced
training to prescribe contraceptives and the other products mentioned. Mr. Adams
said it depends on the state. He thinks every state requires some kind of training
but he is not aware of the specifics. Some states conditioned the approval to
administer flu medication on the pharmacist administering an FDA-approved
Clinical Laboratory Improvement Amendment (CLIA) waived test that will determine
the individual actually has flu prior to prescribing. There was also concern that if
pharmacists prescribe the medications, it could increase antimicrobial resistance.
However, studies found the service actually decreased prescribing of antimicrobials
40 to 60 percent. Vice Chairman Souza asked if the BOP is planning to bring
forward a list of products for pharmacists to prescribe, or will they be presented one
at a time. Mr. Adams answered these are tough things to work out and he would
hope not to have to come back every year with a new product.
TESTIMONY:

Pam Eaton introduced herself as President and CEO of the Idaho Retailers
Association, which includes the Idaho Retail Pharmacy Council and the Idaho State
Pharmacy Association, in support of H 0004. Ms. Eaton informed the Committee
Mr. Adams already covered many of the points she wanted to make. She has heard
questions about what happens if there are adverse effects, and the doctor would
know about it where the pharmacist might not. Side effects to these medications
are minor, and if one occurs, it will occur outside the physician's office or pharmacy.
No one knows there is an adverse effect unless the patient calls. The pharmacist
would review the adverse effects with the patient, just like a physician would, and
direct the patient to pick up the phone and call if something happens.
Ms. Eaton addressed another concern that a patient might feel more reluctant to
talk to the pharmacist about health risks. In her experience, many patients feel
more comfortable talking to the pharmacist because the physician might be more
judgmental. Ms. Eaton advised that pharmacists are repeatedly voted at the top
for trustworthiness. Most people, especially if they have health issues, have a
better relationship with their pharmacists than they do with their physicians, usually
because they see their pharmacists more often. For these products, it truly doesn't
matter where people get their prescriptions.
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TESTIMONY:

Billy Gallagher introduced himself to the Committee as a second-year family
medicine resident to speak in opposition to H 0004. Dr. Gallagher said his job is to
see patients every day and make sure the "what ifs" of bad outcomes are accounted
for. He prescribes tobacco cessation medications on a regular basis, but not
always for smoking cessation. For example, Wellbutrin is also an anti-depressant.
It is true Chantix had the "black box" warning removed, but Wellbutrin still has
one. Both Chantix and Wellbutrin have recommendations for laboratory monitoring
before starting the medication. Chantix has side effects affecting nearly every
organ system, including promoting heart arrhythmias. Wellbutrin can lower the
threshold for seizures and is Class D in pregnancy, cautioned in the elderly and
for patients with liver disease. It can cause glaucoma, which if left untreated could
cause blindness.
Dr. Gallagher commented that pharmacists cannot order lab work. A doctor will
have the patient's full medical record. Other monitoring for blood pressure and the
patient's past medical history is also indicated to make sure there is no history of
depression or other mental health diseases, due to the warning that the drug can
increase the risk of suicidal behavior or thoughts. Sometimes patients skip around
to pharmacists based on where they are at that moment, but usually there is only
one primary care doctor. The patient physician relationship is one of the strongest
and the 20 to 30 minute appointments sitting face to face with patients is better
than having a conversation in a busy Walgreen's. The medicines have serious
implications, and he is not sure sufficient monitoring can take place at a pharmacy.
It can work if a pharmacist is just down the hall from the doctor. The Idaho Medical
Association chose not to support this bill based on their experience.
Chairman Heider asked Dr. Gallagher if he opposed all pharmacist prescribing
privileges or just this particular type of drug. Dr. Gallagher answered he did not
oppose all pharmacist prescribing privileges. A lot of what they do is helpful and
provides access to busy people who cannot make it to a doctor's office during the
day. The smoking-cessation medications have significant implications, and the list
will keep growing. Next will be lipid lowering medicines, anti-depressants, and high
blood pressure medications. These are best delivered from the doctor where the
patient will call when there is a problem.
Senator Jordan inquired if Dr. Gallagher was familiar with the New Mexico
program and if he has seen other adverse impacts from this type of program that
might not have risen to the level of a complaint. Dr. Gallagher replied he is not
familiar with the New Mexico program and would like to look into it further.
Senator Foreman asked about Dr. Gallagher's experience prescribing these drugs
and what side effects he has seen to cause him concern. Dr. Gallagher responded
there are pros and cons to taking drugs, and the black box warnings are cause for
concern. He has prescribed medicines in a similar class that can cause a person to
be very anxious and provide them with a lot of internal energy and anguish. This is
stronger in people with a history of anxiety or depression or bi-polar disorder and
can drive people to the emergency room or damage their relationships and ability
to function at work. When he prescribes a new medication, he asks the patient to
return in two weeks so he can check in and make sure the drug is overall improving
their function. This is very similar to the approach for tobacco-cessation products.
When he has seen bad side effects, he is quick to take them off the medication.
Senator Foreman stated it is convenient to go to the pharmacy and it is cheaper,
and from the consumer point of view, it sounds good. Senator Foreman asked how
one would explain to the consumer that the risk outweighs the convenience. Dr.
Gallagher answered he would counter that monitoring of blood pressure, kidney
and liver function, pregnancy status, and so forth is important. Perhaps a patient
has smoked for 40 years and has untreated illnesses and giving a prescription
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could exacerbate those problems and provoke a heart attack or stroke. He would
want to make sure someone is thoroughly screened before prescribing.
TESTIMONY:

Andrea Winterswyk introduced herself to the Committee as an Idaho pharmacist
to speak in support of H 0004. Pharmacy school is four years long and a very
intensive program. Pharmacists learn about diseases as well as medications. Dr.
Winterswyk teaches a three-hour lab for pharmacy students on smoking cessation
and focuses on behavior modification. Pharmacists are the medication experts and
have a doctorate in pharmatherapy. With a condition like tobacco dependence that
has such serious implications, having the proper resources to be able to quit is
crucial. Increased access to drugs is a benefit, and all pharmacists are trained to
prescribe these products. The risk of the medication and the liability are carried
on the person who prescribes it no matter who that is. Pharmacists provide close
follow-up and patients are more likely to succeed in quitting smoking.
Dr. Winterswyk said she has personal experience with patients identifying
pre-existing conditions. Patients tell her right away if they are pregnant and
are very willing to discuss their psychiatric maladies because they don't want to
harm themselves. The clinical trial mentioned by Mr. Adams found no significant
difference in neuropsychiatric adverse effects between Chantix, Zyban, nicotine
replacement, and placebo. The trial included patients with pre-existing illnesses so
it is a realistic picture and even within that cohort, there was no statistical difference.
Dr. Winterswyk stated pharmacists screen patients for tobacco use and provide
behavioral modification, and pharmatherapy is the most beneficial service they can
provide today. Pharmacists are more than capable of providing this service and
monitoring the patient, as they are more accessible and would not do anything
the doctor wouldn't do.
Senator Foreman asked whether pharmacists will be able to provide the same
one-on-one consultation at a busy drug store as in the doctor's office. Dr.
Winterswyk replied any health care setting is very busy. One of the most beautiful
things about a pharmacy is it has a private consultation room and the pharmacist
can administer a health questionnaire. It is totally feasible and is done with
immunizations even with the busy workload in a retail setting. A pharmacist can
prescribe 400 immunizations every few days and still find time to sit a minute or two
to make sure the person is okay and answer questions. It is not only feasible, it
is enjoyable. Pharmacists are trained to have connection with the patient and not
just put pills in a bottle.
Mr. Adams advised the Committee he did not hear any evidence of harm in the 12
years New Mexico has approved this program, nor in California, nor in Canada.
The same arguments were made in 2011 against allowing pharmacists to prescribe
immunizations. The studies have not been refuted and show good results.

MOTION:

Senator Martin moved to send H 0004 to the floor with a do pass recommendation.
Vice Chairman Souza seconded the motion. The motion carried by voice vote.

DISCUSSION:

Senator Jordan will support the motion because it addresses the concerns about
accessibility and does not preclude a physician from offering advice and counsel
to a patient. It will be interesting to get some data as this goes forward to see
how it works.
Senator Martin advised he sits on the Millennium Fund and Idaho spends millions
each year to get Idahoans to stop using tobacco products. He supports this and
other measures to assist in smoking cessation.
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Senator Foreman stated he will support this bill but is close to reaching a maximum
of what he wants to put on the backs of pharmacists. He has the highest respect for
the profession and they do good work to bridge the gap between the patient and
physician, but perhaps the pharmacists are being asked to do too much. Based on
the studies and presentations, he intends to support the bill.
Vice Chairman Souza said she also supports the motion because it is a help to
have the professions work together to provide primary care when Idaho is so short
of primary care providers, and doctor visits are often five to seven minutes. Primary
care physicians are overworked as is, and pharmacists who want to be involved
can. It provides more options for consumers.
Chairman Heider called for the vote, and the motion carried by voice vote.
H 0005

Relating to Controlled Substances. Mr. Adams stated H 0005 relates to the
Idaho Prescription Monitoring Program (PMP). The bill sets a record retention
deadline for PMP data at five years. Currently, data is kept in perpetuity. The
five-year period was chosen to synchronize with the statute of limitations for felony
cases.
Mr. Adams explained legislation was passed in 2014 to require all prescribers to
register for access to the PMP except veterinarians. Pharmacists were not part of
that legislation, and this bill would require pharmacists to register for access the
PMP similar to the requirement for prescribers. At the beginning of 2016, only 60
percent of pharmacists were registered, and as of two weeks ago the rate has
gone up to 89 percent after the BOP conducted outreach efforts. Registration
is free and takes three to five minutes.
Mr. Adams informed the Committee the bill would expand the definition of
"delegates" of a supervising practitioner. Currently, a nurse or other office
personnel can search the PMP on behalf of a prescriber. A pharmacy technician
can search on behalf of a pharmacist. Delegate access to the PMP has increased
use of the database 28 percent. The definition of delegate would be expanded to
included medical and pharmacy students on behalf of the supervising prescriber or
pharmacist in the usual course of care. Idaho State University brought this idea to
the BOP because early practice exposure while going through the curriculum can
help engender long-term participation and increased use of the database.

MOTION:

Senator Harris moved to send H 0005 to the floor with a do pass recommendation.
Vice Chairman Souza seconded the motion. The motion carried by voice vote.

ADJOURNMENT: There being no further business at this time, Chairman Heider adjourned the
meeting at 4:45 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:09 p.m.

APPROVAL OF
MINUTES:

Senator Foreman moved to approve the Minutes of the January 17, 2017 meeting.
Vice Chairman Souza seconded the motion. The motion carried by voice vote.
Senator Jordan moved to approve the Minutes of the January 25, 2017 meeting.
Senator Martin seconded the motion. The motion carried by voice vote.

PRESENTATION: Catastrophic Health Care Cost Program FY 2016 Annual Report. Kathryn
Mooney, Program Director for the Catastrophic Health Care Cost Program (CAT
Fund), presented its annual report (see Attachments 1 and 2). Ms. Mooney
informed the Committee the CAT Fund has been in existence for many years
and began when Idaho counties pooled their money to assist in recovering costs
of medical claims within the county hospitals. When that process became too
cumbersome, the Legislature created the CAT Fund in 1991. The CAT Fund is
funded by the State and administered by a board of directors (CAT Board). In
2010, the CAT Board contracted with the Idaho Association of Counties to serve
as program administrator. S1158 (2011) recodified the CAT Fund and added the
Director of the Department of Health and Welfare (Department) and four legislators
to the CAT Board.
Ms. Mooney advised the CAT Fund process starts when providers submit
applications to the Department. In FY 2010 there were approximately 6,700
applications, and the number has declined to 5,000 applications in FY 2016.
Formerly, the counties received all applications to determine eligibility, but
submitting all applications to the Department has streamlined the process and
provides the Department with information on the volume and type of claims.
Approximately ten percent of applications are determined by the Department to be
Medicaid eligible before consideration by the CAT Fund.
Ms. Mooney said the biggest year for the CAT Fund was FY 2011 with $38 million
in expenditures. The CAT Fund is the payer of last resort, and the counties go
through every other possible payment program for a person before the CAT Fund
pays a claim. The cost per case has remained steady.

Ms. Mooney stated diagnosis data is used to determine how many of the
applicants are residents, whether documented or undocumented, and the type of
care provided. The largest categories of expenditures are for mental health issues
or ongoing treatment for medical issues such as cancer and heart problems. In
FY 2016, combined county and CAT Fund payments totaled $33 million. Of that
amount, mental health expenditures are borne about 99 percent by the counties.
Ms. Mooney commented legal and administrative costs total approximately $7
million statewide. The CAT fund spends about $380,000 for administration. By
the time indigent care is considered by the CAT Fund, it is strictly for determining
eligibility for payment. The CAT Fund has three employees who pay bills, receive
reimbursements and revenues, provide training, act as liaison with case attorneys,
and support the counties.
Ms. Mooney said the county case load has shown a small increase in FY 2016.
For the first time, the counties are now spending more on indigent care than the
CAT fund because many cases involving ongoing follow-ups and cancer care
are being handled by other resources such as the Health Insurance Exchange
(Exchange). The counties have been diligent in ensuring those who qualify for the
Exchange are enrolled.
Ms. Mooney informed the Committee in 2010, the CAT Fund began a review
process and hired a company to review all emergent cases totaling $75,000
or more and all pre-authorizations to determine medical necessity. The review
process has dramatically lowered costs and the legislative appropriation request
from year to year.
Vice Chairman Souza inquired about the total administrative costs of the CAT
Fund. Ms. Mooney answered at the State level, administration costs between
$360-380,000, of which a good portion is attributable to the contract with the
Idaho Association of Counties. The total administrative costs for the counties is
$6.9 million.
Senator Jordan expressed her understanding that the cost of ongoing care is
decreasing because pre-existing conditions can no longer be denied. Ms. Mooney
replied that is partially correct. The Affordable Care Act (ACA) has cut ongoing care
costs because the hospitals are getting patients signed up for insurance coverage.
There was a program prior to the ACA that also saved the CAT Fund a significant
amount of money. Based on research the CAT Fund has done, the CAT Fund is
now only servicing 100 percent of poverty level.
Vice Chairman Souza asked how costs are recouped and whether there is an
attempt made to collect repayment from someone utilizing the CAT Fund. Ms.
Mooney responded a lien is placed on every case on behalf of the county and the
CAT Fund. About $2.5 to $3 million is consistently recovered each year. Vice
Chairman Souza mentioned she is aware Kootenai County has been working
diligently to collect money to return back to the CAT Fund and inquired whether
different counties are using different techniques and successfully sharing those
methods with others. Ms. Mooney answered there is an annual training conference
where the counties have an opportunity to share with each other. Collections
is frustrating for the counties. For a number of years, Kootenai County hired a
collection agency but ultimately determined they could handle collections in-house.
Ada County has gone back and forth on collection methods but is currently handling
collections in-house. Ms. Mooney recognized Kootenai County for returning nearly
$1 million to the CAT Fund of the nearly $3 million expended in FY 2016.
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RS 25031

Relating to Immunizations. Sarah Clendenon and Miste Karlfeldt introduced
themselves to the Committee on behalf of Health Freedom Idaho to present RS
25031, the purpose of which is to clarify Idaho Code § 39-4802(2). Ms. Clendenon
stated the law allows an Idaho parent or guardian to submit a signed statement to
school officials in order to exempt a child from State-prescribed vaccinations for
public school enrollment. The Department has since created an exemption form
and mandates its use. The form contains unnecessary and possibly incriminating
language that is far outside the scope of the law. Additionally, participation in
the immunization registry is voluntary, and a parent is not required to disclose
vaccination status to the State. By mandating the current form, which lists individual
vaccines and demands confidential medical information, parents are unable to
exercise their right to privacy and exemption without facing enrollment denial by
schools.
Ms. Clendenon informed the Committee the draft legislation would modify Idaho
Code § 39-4802(2) to add language stating the signed exemption statement does
not have to be made on a required form. This clarifies the parent has a right to
enroll their children in Idaho schools while maintaining privacy, the right to medical
confidentiality, and the right to opt out of providing vaccination information to the
registry.
Ms. Clendenon advised Health Freedom Idaho has attempted to work with the
Department on this issue and the Department has been unsympathetic to the
concerns expressed. The Department has refused to modify either the rule or
the form (see Attachment 3).
Senator Foreman asked if there are any objections to the Department supplying a
form as long as it doesn't have the statements on page 1 of the form. Ms. Karlfeldt
answered she does not have a problem if the form aligns with the statute and asks
for only name, date, and signature. She understands the need for a form to simplify
making the statement, but it needs to be only a signed statement.
Vice Chairman Souza inquired what part of the form could be incriminating to
a parent. Ms. Karlfeldt responded the first page of the form asks the parent to
agree the parent is knowingly putting the child at risk by not getting vaccinations.
Vice Chairman Souza asked whether it was true that the form instead says the
parent is putting the child at risk of contracting the disease. Ms. Clendenon
replied it is something to that effect. Vice Chairman Souza said she understands
the concern, but the Department is trying to ensure parents are informed about
individual communicable diseases if children are exposed and not protected by an
immunization. There are pros and cons to all health care choices. If a parent does
not understand the risk, the decision may or may not be a good one if the parent is
not fully informed. Vice Chairman Souza stated she has spoken to several people
who have a fear they are incriminating themselves or admitting they are less than
an adequate parent, or that there might be some legal action taken against them in
the future if anything happened. She asked for an explanation of where that fear
is coming from based on the form. Ms. Clendenon responded she has done 11
years of vaccine research. The wording of the statements does not line up with her
personal research. The form is only the Department's opinion.
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Vice Chairman Souza suggested a parent could write a disclaimer in the
philosophical exemption section that the parent did not agree with the Department's
opinion and is still going to opt the child out of the vaccination. Ms. Karlfeldt
answered she believes she would be putting her child at risk more by administering
the vaccine than by opting out of it, and that choice is not addressed on the form.
She would be fine with Vice Chairman Souza's suggestion, but many schools and
day cares will not accept the form if any changes have been made on it. Chairman
Heider commented the bill would eliminate the need for the form and it is not a
discussion about whether or not a parent can get an exemption.
Senator Jordan asked what happens if a parent has not done as much research
as Ms. Clendenon and Ms. Karlfeldt and the parent exempts the child from
immunizations, and the child suffers ramifications from exposure. What would
the Department say to the parent who asks why he or she wasn't informed about
the dangers to the child. The form still offers the choice to parents and there is
information given. Ms. Karlfeldt answered it would be between the doctor and
the parent of the child. Parents get a lot of education from the doctor about the
vaccines and the statute does not indicate it is the Department's responsibility to
provide that information.
TESTIMONY:

Ingri Cassel provided written testimony to the Committee (see Attachment 4).

MOTION:

Senator Anthon moved to send RS 25031 to print. Senator Foreman seconded
the motion.

DISCUSSION:

Senator Martin said he will support the motion and is not debating whether or not
to immunize. Any procedure has positives and negatives. The language of the
statute is very clear. Senator Martin has received responses from various school
districts about the form. One response said the school does not accept handwritten
forms. Another district stated the official Department form must be used, and the
law does not allow parents or guardians to claim an exemption.
Senator Foreman stated Idaho Code is simple and clear. He applauds the
Department for its concern, and the Department can fulfill its mandate to protect the
public health by putting the disclaimer information on a separate sheet and handing
it to parents when they turn in a signed exemption statement.
Vice Chairman Souza agreed that offering the information as education rather than
a mandate leaves the decision in the hands of the parent.
The motion carried by voice vote. Senator Jordan requested she be recorded
as voting nay.

RS 25153

Relating to Persons with Disabilities. Richelle Vannoy introduced herself to
the Committee as the parent of a 13-year-old son with Asperger's Syndrome and
Attention Deficit Hyperactivity Disorder (ADHD) to request a change to Idaho's
implementation of the Americans with Disabilities Act. Her son has started to walk
away from school since fifth grade, and middle school has been challenging. She
recently took him out of school after the School Resource Officer handcuffed him
and held him to the ground because he tried to walk home. Her son gets upset in
school because of crowds, changes in assigned seating, or schedule changes. The
school has created an Individualized Education Plan specifically for his needs that
states he cannot be touched and if he starts to walk away from school, he needs to
be followed and his mother contacted immediately so she can go to the school.
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Ms. Vannoy said the ADA only allows dogs and miniature horses to be considered
service animals. Some people can't handle dogs and she can't accommodate a
miniature horse. Adding the possibility of a Savannah cat as a service animal would
be another option. Savannah cats can be trained like dogs. There is a trainer in
Denver, Colorado who breeds these cats specifically as therapy cats. The cats can
be trained to stay on leashes and go in showers. Her son doesn't like water and it
would help him to have a cat go in the shower with him to soothe him. Cats can
be trained for car rides and detect meltdowns, and they can go in shopping carts.
The ADA states service animals should be able to detect the onset of psychiatric
episodes and lessen their side effects, and therapy cats can be trained to do this.
Service animals should be able to provide safety checks or room searches, turn on
or off lights as needed, keep individuals from self harm or harmful situations, and
prevent possible meltdowns in the handler.
Ms. Vannoy has written to the trainer in Colorado and described her son's needs,
and the trainer has guaranteed personalized training for the cat. There are stages
for cats, ranging from F1 to F6, where F1 is like a wild animal and F6 is like a
housecat. They were matched with an F5 cat for her son.
DISCUSSION:

Senator Martin asked the age of Ms. Vannoy's son. Ms. Vannoy answered he is
13. Senator Martin stated he has two grandsons with Asperger's Syndrome who
are in their teens and doing extremely well. He expressed his best wishes for
Ms. Vannoy.
Senator Foreman commented the infrastructure to support this change is already
in place. The transportation companies are used to dealing with service animals.
Senator Foreman asked if there are other animals besides cats this would apply
to. Ms. Vannoy said she has heard some people rely on house cats, birds, and
a few other animals. She is interested in the Savannah cat because it has the
personality of a dog.
Senator Agenbroad asked whether there is a list of support animals that would
be included. Chairman Heider said the legislation includes all kinds of support
animals.
Senator Jordan mentioned there is a lot of new research being done with PTSD
and Asperger's Syndrome. The language of the bill provides opportunities to make
provisions for different needs and would still require licensing of service animals.
Vice Chairman Souza asked how a service animal is licensed or certified and what
determines a service animal. Ms. Vannoy responded it is done through a federal
government website under the ADA section. There are a number of websites
where a person can simply order a service animal vest but that's not what she's
trying to do.
Vice Chairman Souza commented she appreciates many people have needs that
can be helped by true service animals. She is concerned about animals of all sorts
being called service animals when they are not, and she has personally had that
experience. She is highly allergic to dogs and cats, and there are a lot of people
who bring an animal into a situation that would not normally be appropriate. They
are not really service animals, the owners just want to bring them along. Vice
Chairman Souza asked how society can help people who need service animals
while still protecting the rest of the public from inappropriate behavior. Ms. Vannoy
answered it is up to the people who have a service animal to get them properly
registered and licensed through the right company. Anybody can go through
a random fake website, but it is up to the restaurant or other place to ask for
the proper documentation. It's the same problem with no smoking and there are
smokers standing right by a building. There is not really a right and wrong, and she
hopes people are respectful.
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Vice Chairman Souza is looking for some notification or requirement in the RS that
says the animal shall be a certified service animal through the ADA and any owner
of public place such as a café or restaurant may ask to see the certification of that
animal before allowing the animal into the establishment. She was told it is against
the law in Washington State to ask for any proof an animal is a service animal. Vice
Chairman Souza commented she is not quite sure the balance is right and asked
if there is a requirement to carry or have on the animal some sort of notification it
is a service animal. Ms. Vannoy said she believes there are requirements for
service animals but does not know whether a public place is allowed to ask for
documentation. Her sister has a service dog for epilepsy and was asked by a hotel
in Idaho to show paperwork for her dog.
Senator Foreman said the bill allows people to ask for documentation and the
documentation has to be signed by a licensed health care provider. Where he sees
it being a problem is with air transport carriers who may have separate regulations.
MOTION:

Senator Martin moved to send RS 25153 to print. Senator Foreman seconded
the motion. The motion carried by voice vote.

ADJOURNED:

Chairman Heider adjourned the meeting at 4:09 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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NEW CAT Cases Approved for FISCAL 2016
County
ADA

Cases
185

Amount

County

$4,748,568

Cases

Amount

GOODING

12

$355,345

IDAHO

6

$83,448

JEFFERSON

2

$88,900

JEROME

16

$372,830

KOOTENAI

52

$1,557,145

ADAMS

5

$103,623

BANNOCK

45

$1,843,805

BEAR LAKE

6

$170,420

BENEWAH

1

$12,605

BINGHAM

9

$219,802

LATAH

5

$249,845

BLAINE

15

$270,782

LEMHI

5

$75,794

BOISE

4

$95,896

LEWIS

2

$29,929

BONNER

3

$86,069

LINCOLN

3

$79,823

BONNEVILLE

11

$375,629

MADISON

6

$157,998

BOUNDARY

3

$38,221

MINIDOKA

13

$238,070

BUTTE

0

$0

NEZ PERCE

15

$168,308

CAMAS

1

$7,086

ONEIDA

0

$0

CANYON

45

$1,152,326

OWYHEE

10

$297,906

CARIBOU

1

$1,060

PAYETTE

8

$241,344

CASSIA

14

$323,559

POWER

2

$7,499

CLARK

0

$0

SHOSHONE

11

$172,125

CLEARWATER

5

$86,953

TETON

0

$0

CUSTER

3

$142,725

TWIN FALLS

69

$1,490,021

ELMORE

19

$575,292

VALLEY

4

$182,441

FRANKLIN

6

$218,520

WASHINGTON

4

$89,089

FREMONT

1

$19,171

GEM

7

$158,769

TOTAL

634

$16,588,741

Medicaid Determinations
(Combined Application Unit) est. Session 2009
FY 2013 FY 2014 FY 2015






Total Applications Received
Applications Approved
Approval Percentage
Applications Denied
Applications Pending

6767
688
10%
6090
259

Catastrophic Health Care Cost Program

6425
706
10%
6136
154

5683
767
14%
4952
86

FY 2016
4997
455
10%
4576
86

History of Claims Paid
By the State

2012

2013

2014

2015

2016

No. of
cases
Approved

1292

1150

1109

721

634

Provider
Payments

$32,745,334

$30,718,074

$28,977,540

$18,615,111

$16,582,239

Average
Amount
per Case

$25,345

$26,711

$26,129

$25,818

$26,155

COMBINED STATE & COUNTY CASES & DOLLARS

Fiscal Year 2016

DIAGNOSTIC CODE

GENDER RESIDENT

AGE
0
TO 11 TO 21 TO 31 TO 41 TO 51 TO
10
20
30
40
50
64 65+

AMOUNT
PAID

HOUSEHOLD SIZE

M

FEM

YES

NO

1

2

3

4

5 6+

TOTAL

01 Accident-Vehicle

0

5

17

12

9

10

0

41

12

49

4

21

9

8

6

5

1

$1,568,057

10 Accident-General

0

6

33

31

40

61

2

114

59

165

8

89

45

13

14

7

5

$2,466,250

20 Coronary

0

0

17

30

67

166

8

175

113

280

8

142

89

28

17

7

5

$6,014,157

30 Birth

0

1

2

2

0

0

0

1

4

5

0

1

2

1

1

0

0

$37,931

40 Cancer

0

0

8

20

17

76

3

55

67

119

3

60

45

7

1

3

6

$1,704,658

50 Respiratory

0

2

6

17

21

39

3

37

50

87

0

43

20

20

1

1

2

$1,911,662

60 Mental Health

3

123

567

563

363

293

41 1161 860

1990

31

1610

121

31

21

16

9

$6,553,461

70 General

1

18

130

135

166

257

64

444

337

751

29

451

157

59

51

27 28

$6,089,866

80 Chronic Disease

0

6

15

24

32

47

3

90

37

125

2

63

39

14

8

1

2

$1,761,554

90 Infectious Disease

0

0

3

4

6

6

0

11

8

17

2

8

5

4

1

0

1

$180,861

100 Neurology

0

1

0

4

4

7

0

8

8

16

0

5

7

1

1

1

1

$369,475

200 Digestive System

2

8

82

81

85

147

5

155

233

370

17

169

103

51

28

18 18

$5,291,704

6

170

880

923

810

104

2662

TOTALS

1109 129 2292 1788 3974

642 237 150 86 78 $33,949,636

Indigent Trends
County Case Load

Fiscal Yr.

2012

2013

2014

2015

2016

New Case
Load

6,491

5,308

4,864

3,795

4,080

County
Provider
Payments

$28,150,125

$21,952,052

$22,552,726

$17,714,102

$17,367,397

CAT
Provider
Payments

$27,122,266

$30,718,074

$28,976,000

$18,615,111

$16,582,239

$55,272,391

$52,670,052

$51,528,726

$36,329,213

$33,949,636

Combined
State
County $ $
to Providers

Medical Reviews FY 2013 2016

TOTAL

Fiscal
2013

Fiscal
2014

Fiscal
2015

Fiscal
2016

Fiscal 17
1st 1/2

1243

1494

1543

1528

715
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare
Committee (Committee) to order at 3:11 p.m.

GUBERNATORIAL
APPOINTMENT:

Reappointment of Beth Elroy to the Board of Environmental Quality.
Beth Elroy introduced herself to the Committee and provided her educational
background. She completed an internship at the Idaho National Engineering
and Environmental Laboratory (INEEL) and went to work for Monsanto, where
she was responsible for environmental compliance for several facilities in
Wyoming and Eastern Idaho. After ten years at Monsanto, she worked briefly
for Ashgrove Cement and next joined Micron Technology as an environmental
engineer responsible for air programs. After several promotions, she is now
the site manager responsible for all Micron facilities, including construction,
operations, maintenance, environmental safety, health, workforce development,
and snow removal.
Ms. Elroy informed the Committee she has been married for 23 years and
has two teenage sons, and her family enjoys skiing and outdoor sports. It is
important to focus on protecting the environment so all can continue to enjoy
Idaho's quality of life, while being mindful of businesses and giving them the
opportunity to thrive.
Vice Chairman Souza inquired what Ms. Elroy appreciates most about the
Board of Environmental Quality (Board) and the most important part of the
Board's function. Ms. Elroy responded it is ensuring the Department of
Environmental Quality maintains a well-trained staff, including both technical
and management skills necessary to sustain the environmental programs.
Senator Martin asked Ms. Elroy to identify an issue in which the Board has
been involved that has been beneficial to the State. Ms. Elroy answered there
are two issues: 1.) a contested case proceeding regarding a Blackfoot facility,
where she learned about the professionalism of the staff and how they were
able to maintain detailed technical records that withstood scrutiny; and 2.)
recent rulemaking where the staff collected technical data from the State of
Idaho and did not just rely on guidance from other U.S. jurisdictions.
Chairman Heider thanked Ms. Elroy and advised the Committee would vote
on her reappointment at the following day's meeting.

GUBERNATORIAL
APPOINTMENT:

Reappointment of Carol Mascarenas to the Board of Environmental
Quality. Carol Mascarenas introduced herself to the Committee. Ms.
Mascarenas was first appointed to the Board 12 years ago. She is originally
from Southern California and obtained a civil engineering degree with an
environmental emphasis in 1986. Ms. Mascarenas informed the Committee
she worked two years for a California regulatory board and this experience led
to her interest in reports and investigations rather than just conducting oversight.
She worked for a private consultant for three years and met her husband, who
is from Soda Springs, Idaho. She has worked at INEEL for the last 26 years
with increasing levels of responsibility and has been project engineer on several
clean-up areas. In 2005, she moved to the research division of INEEL and is
currently the Environmental Safety, Health, and Quality Director.
Ms. Mascarenas said her tenure on the Board has afforded her a balanced
perspective as a regulator, industry member, and government representative.
Senator Martin asked about Ms. Mascarenas's length of service and
accomplishments with the Board. Ms. Mascarenas answered her original
appointment was 12 years ago, and she pointed out three items of significance.
After her initial appointment, she was immediately required to learn the
process for handling disputes and overseeing Department of Environmental
Quality decisions. At her first meeting, she received three three-inch binders
of materials relating to a dispute from Idaho Falls, and the Board came to a
balanced decision. Ms. Mascarenas mentioned the issue of handling mercury
was quite controversial, especially with the pollutants coming from other areas
not within the State of Idaho. Ms. Mascarenas also identified the Board's
challenge of an Environmental Protection Agency (EPA) fish consumption
value. The Board and EPA had a good dialog even though the Board did not
agree with EPA, and the Board came to a good decision.
Chairman Heider thanked Ms. Mascarenas for her service and advised that
the Committee would vote on her reappointment at the following day's meeting.

PRESENTATION:

Department of Health and Welfare FY 2018 Budget Review. Richard
Armstrong, Director of the Department of Health and Welfare (Department),
introduced himself to the Committee to provide an overview of the Department's
FY 2018 budget request (see Attachment 1).
Director Armstrong informed the Committee the Department's FY 2018
budget request of $2.88 billion is comprised of 61 percent federal dollars, 25
percent General Fund, 12 percent receipts, and 2 percent dedicated funds.
The request represents an increase of three and one-half percent, while the
General Fund increase is six percent, or approximately $44 million. The
increase is fueled largely by an increase in Medicaid participants and for
strategic investments in behavioral health services. Receipts are an important
part of the budget, with drug rebates in the Medicaid program contributing the
most, and the request includes an additional $10 million in spending authority
to utilize receipt dollars first.
Director Armstrong mentioned approximately 85 percent of the Department's
appropriation, or $2.5 billion, is paid to private service providers. The
Department is always looking for administrative efficiencies to keep operating
costs low while balancing equitable provider payments. The budget request
includes an increase of 34 full-time positions (FTPs). More than one-half of the
new FTPs are the result of the Jeff D settlement agreement. The Department's
2,910 FTP count is still below the 3,137 FTPs prior to 2009. Behavioral health
services would increase from 3.5 percent to 3.8 percent of the total budget,
mostly due to mental health innovations proposed by the Department.
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Director Armstrong informed the Committee Medicaid is the largest
appropriation, and the Department has worked hard to improve health care
quality while controlling costs. The monthly cost per participant has decreased
by nine percent over the last five years. A good part of this decrease is
attributed to the concept of patient-centered medical homes (PCMHs) to
oversee patient care. Medicaid enrollees in primary care facilities have
experienced reduced hospitalizations, emergency visits, and total cost of care
as a result. The Department is working to expand the PCMH concept to
hospitals and other providers to develop coordinated care efforts. Based on
the experience of other states, the Department expects to see better care for
participants while maintaining lower costs. The State Medicaid program is also
working to improve the care for individuals with special health care needs and
expand mental health services for Idaho children, and to improve its system of
care for individuals with developmental disabilities.
Director Armstrong provided information on the use of public assistance by
region, including food stamps, Medicaid, cash assistance, and subsidized child
care. On June 30, 2016, there were 252,000 citizens, or 21 percent of the
State's population, participating in at least one public assistance program. The
highest use is in Southwest Region 3, which includes Canyon County, at 28
percent. Region 4 is the lowest, and that includes Boise, at 16 percent. In
June 2008 before the recession, 14 percent of Idaho citizens received public
assistance. Eligibility criteria for the programs has not changed, and the State
is at full employment at 3.8 percent, suggesting the economic recovery has not
been uniform across all income levels. People are working but their incomes
are low enough that too many still qualify for public assistance.
Director Armstrong informed the Committee of the Department's seven
budget priorities. Three of the priorities involve efforts to improve and
coordinate behavioral health services. The top priority is a redesign of the
children's mental health program to expand services to more Idaho children
through Medicaid. General Fund dollars can be used to leverage federal funds
to reach more children who have trouble functioning in their day-to-day lives.
This priority is the result of the Jeff D lawsuit, which took 35 years to reach
agreement. The lawsuit is disappointing because millions of dollars have been
spent on legal fees rather than in providing services to children and families.
Director Armstrong provided examples of benefits to the State of improving
children's mental health treatment: 1.) improved school performance; 2.)
fewer children getting in trouble with the law; 3.) fewer children entering
foster care; 4.) fewer children who take up criminal behavior as adults; and
5.) fewer children transitioning to adulthood with unmet mental health needs.
The Department's FY 2018 budget request includes an increase in foster care
stipends and $11 million for mental health services for high risk probationers.
Director Armstrong reported the Office of Performance Evaluations very
recently released a study on the State's child welfare system. The report is
detailed and includes several themes germane to the budget request. The
study found a need to better support foster families, both from a monetary and
resource standpoint, and improve communication and interaction with them.
The FY 2018 budget request includes a 20 percent increase in the foster care
stipend. Second, the study found a shortage of social workers and a need to
better manage their workload. The Department's budget request includes two
line items for year two of the modernization of the welfare information system
to reduce documentation demands on social workers, and the addition of six
support staff to help schedule and transport children to visitations with their
families to free up social worker time currently spent handling these duties.
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Director Armstrong explained there are more than 160,000 open child support
cases at this time, and it is important to be successful in collecting child support.
Otherwise, families are often forced to rely on public assistance to meet their
basic needs. About two-thirds of child support cases involve self-reliance
programs. Unlike many states, Idaho requires single parents applying for public
assistance to open a child support case. The 160,000 open cases represent
more than 411,000 parents and children, and the Department collects and
distributes more than $211 million in child support payments each year. The
child support system modernization project is a three-year project, and the FY
2018 budget request is for year two of the project. Year two involves a redesign
of State interfaces, better case management tools for staff, a new business
work tool management engine, improved security and privacy safeguards,
and a better online tool for families to receive information about their cases.
The goal of the modernization project is to reduce risk and minimize cost by
avoiding building a brand new system. Average cost of a new system in other
states is between $80 to $100 million. The modernization project has a 66
percent federal match to help reduce the cost to the State.
Director Armstrong stated last year, the Department presented a multi-year
funding road map for the Idaho Child Care Program to accomplish four goals:
1.) move the ICCP off the mainframe and into the current eligibility system
called Idaho Benefits Eligibility System (IBES); 2.) increase market rates to
ICCP providers which have not been adjusted since 2001; 3.) implement
federal changes in the Child Care Reauthorization Act; and 4.) address case
load increases as more families return to work. In December 2016, ICCP was
moved from the mainframe to IBES. For FY 2018, the Department requests
planning costs to cover the multi-year road map with just under $1 million in
General Funds while using a 71 percent federal match.
Director Armstrong advised the Division of Behavioral Health has a growing
need for a facility to house and treat people who have been charged with a
crime but are deemed incompetent to stand trial due to mental illness. The
courts commit these people to State hospitals, but the State hospitals are not
designed, equipped, or staffed for high risk mentally ill and very violent patients.
The number of court-ordered commitments to restore competency has more
than tripled in the last five years. The number of significant events including
assaults on staff or other patients, property damage, or self harm has increased
50 percent in the last three years. To alleviate the facility need, the Department
plans to repurpose a building currently being used to hospitalize adolescents
in Blackfoot. The building will be upgraded to handle high risk mentally ill
patients and will be accomplished in three phases. First, the FY 2018 budget
includes a request for $300,000 to allow the Department of Corrections to
expand its mental health bed capacity from three beds to nine beds. Second,
the Department will build a 16-bed adolescent unit in the Treasure Valley to
replace the beds in Blackfoot. Since more than two-thirds of the youths who
are patients in the Blackfoot facility are from the Treasure Valley, it makes
sense to locate the new facility in the Treasure Valley. Phase three will retrofit
the Blackfoot facility to accommodate the high risk patients.
Director Armstrong reported the Department is working on another initiative
for the developmentally disabled population that is still in its infancy. The
Department intends to build another facility for the developmentally disabled,
separate from the psychiatric facility.
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Director Armstrong informed the Committee that the Idaho Department of
Corrections estimated 35 percent of all felony offenders will return to prison
within three years of release. In 2015, the State hired the Western Interstate
Commission on Higher Education (WICHE) to evaluate the behavioral health
needs of the felony prison population. The analysis is required annually by
the Legislature as a result of the Justice Reinvestment Initiative (JRI). The
evaluation identified a total of 7,388 felony offenders with a moderate to high
risk of recidivism. The JRI recommends resources be focused on these
offenders. Offenders usually lose access to behavioral health services when
they leave prison, and many struggle with mental illness and substance use
disorders. Under Idaho Code § 19-2524, the Department is responsible for
providing services to this population, and the budget request is necessary for
the Department to meet its statutory obligation. The Department proposes
to contract with a behavioral health provider so parolees have access to
services to help them stabilize in their communities and become productive and
self-sufficient. At the current annual cost in corrections of $20,000 per inmate
per year, intervention services would need to be successful with only 560 or
eight percent of those 7,388 offenders to justify the expense. The Department
is requesting $11.2 million in General Funds to cover this obligation. If the
request goes unfunded, the population will continue to be underserved, which
may result in their return to prison.
Director Armstrong stated the Department's employee turnover of 12 percent
in 2016 was a decrease from 15 percent in 2015. Last year's three percent
change in employee compensation was helpful in trimming the turnover rate.
The Department still has two areas of concern: licensed practical nurses and
facility supervisors, which are currently at 27 percent turnover. The Department
wants to move their pay closer to current market rate. The 2015 targeted
increases for child welfare social workers was quite successful in retaining
those employees. State worker pay lags the private section by over 20 percent,
although the benefit package is comprehensive and helps close that gap. With
the current low unemployment rate, wages are increasing, and the State needs
to attract and retain a talented work force.
Senator Lee asked for an update on the Southwest Idaho Treatment Center
(SWITC) and if there has been any consideration for using that property for
the secure mental health facility. Director Armstrong responded the plan
is confusing. The new 16-bed facility for adolescents could be built on the
SWITC property. The secure facility will be in Blackfoot and will house only
adults. The local facility for adolescents will not be a secure facility. It would be
nice to knock down the abandoned structures existing on the SWITC property
and save the real estate costs for the facility. The old hospital there is terribly
inefficient and could not be used.
Senator Martin asked what percent of the Department's budget is federal
money, and if there are large reductions in federal programs, what effect will
that have on the Department and the State. Director Armstrong replied on
average, 61 percent of the Department's budget is federally funded. Within the
Department, some programs have higher percentages of federal money and
some lower. With a new U.S. President and Administration, the Department
always considers what might happen if a program goes away and determines
whether the program would be continued in a lesser form or simply eliminated.
Director Armstrong said he is not convinced there will be any dramatic
changes at this time. It is always difficult to reduce or eliminate programs when
participants are used to receiving benefits.
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Vice Chairman Souza asked for an overview of the Jeff D lawsuit and its
impact. Director Armstrong replied the lawsuit started in 1980 because State
Hospital South commingled adolescents with adults. The suit also involved
the question of why so many children were institutionalized, and if there were
community-based services, some children might have remained at home. The
settlement agreement provides a plan for the State to provide services within a
community for children with serious mental illness. Services must be available
without regard to income. The plan involves Medicaid because the State does
not have enough resources to implement the plan on its own. Not all children
will be eligible for Medicaid, but enough will be eligible to leverage matching
federal money. The State must prove to the court over the next four years that
it has complied with the settlement. After four years, the State will be released
from court oversight. The settlement is not a one-time event but a substantial
transformation for Idaho children.
Senator Agenbroad asked for some bright moments from Director Armstrong's
tenure at the Department. Director Armstrong responded there are many.
The insurance exchange reduced the cost of indigent care by one-half in a
short period of time. More than 100,000 Idahoans processed through the most
recent open enrollment period, and Idaho's enrollment will likely be number one
in the nation. Operating costs for the exchange are 1.9 percent, one-half of
the next closest state.
Idaho has been able to create a single eligibility system that few states have
been able to replicate. Every program managed by the Department comes
through a single source of eligibility processing, and it is extremely effective.
In 2006 or 2007, the costs for processing food stamps was about $54 per case
per month. Now, it's close to $20, while some states are still at $54 or higher.
Department staff has been brilliant at figuring out how to do things better with
an eye toward delivering services online in real time. It used to take more than
20 days to deliver food stamp benefits. Now, 85 percent are processed at the
point of application, and there is no backlog.
The federal government allows seven days to process emergency applications,
and the Department processes them immediately. Idaho has been number one
in the U.S. for timeliness for five years in a row.
The Department has re-engineered every process throughout the agency, and
each one is an immense success because more can be done with fewer people
and lower cost while providing better customer service.
Chairman Heider asked why there is such a rise in mental health issues
compared to the past. Director Armstrong answered illegal drug use and the
new types of drugs are the primary problem. Today's marijuana is dramatically
more potent than the marijuana of the 1970's. Heroin use is on the rise, and
opiate addiction is an epidemic. Prescription drug opiate use is unprecedented
and creates a dependency that often leads to heroin use. Methamphetamine
was not very well known 10 to 15 years ago. Methamphetamine alters the brain
permanently and destroys the frontal cortex, leading to more violent behavior.
This violent behavior by patients in facilities has always been controlled by staff,
but at one facility 40 percent of the staff have had workers compensation claims
in the last few years due to patient assaults. There is no way to adjudicate
these assaults, and there is no place to put the patients.
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RS 25093C1

Relating to Health Care. Rebekah Hall introduced herself to the Committee
as a member of the Idaho CMV Advocacy Project to present RS 25093C1
relating to education on cytomegalovirus (CMV). Ms. Hall informed the
Committee her four-year-old daughter Keira was born with congenital CMV.
Most people have been infected with CMV by the age of 40 but have never
heard of it. CMV is typically a harmless virus, and if a healthy person has any
symptoms, it is similar to a common cold. CMV is one of the few viruses that
can cross the placental barrier if contracted by a pregnant woman. A baby
infected with CMV is at risk for microcephaly and other brain damage, hearing
loss, vision problems, cerebral palsy, and death. The Center for Disease
Control reports one in 150 babies is born with CMV, and of those, one in five will
have permanent disabilities. CMV is more prevalent than Down's Syndrome,
spina bifida, human immunodeficiency virus or acquired immunodeficiency
syndrome, and Zika virus.
Ms. Hall stated pregnant women need to be aware of and informed about CMV
just like most know to avoid eating certain types of fish, cheese, and lunch meat
and to avoid the cat litter box. CMV is preventable and understanding how it
can be prevented is critical information for pregnant women to make informed
decisions on whether or not to engage in behaviors that put them at higher risk
for contracting CMV. Ms. Hall commented she had two children prior to Keira,
read many books about pre-natal development, and obtained regular pre-natal
care. However, she had never heard of CMV until it was too late for Keira. Ms.
Hall explained she most likely caught CMV from her then-toddler by kissing
him on the mouth or finishing his macaroni and cheese or wiping his runny
nose and failing to wash her hands afterwards. Keira has cerebral palsy, vision
impairment, and failure to thrive; she will never walk or talk and struggles to
hold up her own head. Keira receives all her nutrition entirely by a feeding tube,
and it is unlikely she will outlive her parents or her brothers. Nevertheless,
Keira is a fighter. Ms. Hall said she hoped to bring her daughter to the meeting,
but Keira is currently in the hospital with breathing problems.
Ms. Hall informed the Committee the bill would provide for an Idaho education
and awareness program so pregnant women can understand how to prevent
CMV and why it is important. The effective distribution of this information will
save the State millions of dollars in the care and treatment of various disabilities
associated with CMV infection. In four years, Keira has had 14 surgeries and
spent over 100 days in the hospital. Keira is followed by 16 medical specialists
and seven types of therapists, takes seven medications, and averages six
appointments a week not including school. To date, Medicaid has paid almost
$300,000 on Keira's behalf. The education endeavor is anticipated to cost
$60,000 in the first year. If even one infection is prevented, it will be cost
effective.
Ms. Hall advised Idaho would be the seventh state to pass legislation regarding
CMV. This bill is modeled after one passed by Utah in 2013.
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Senator Foreman asked why the medical community has not stepped up to
address the CMV issue if it is so common and preventable. Ms. Hall answered
it is a complicated issue. Doctors know about it but are not as well informed as
they should be. Most infants born with CMV do not come out looking as sick as
Keira. Many are completely asymptomatic but may go on to develop problems
as they grow. CMV is the number one cause of hearing loss in children outside
of genetic predisposition. Because the hearing loss is progressive, it is not
identified at birth. If a child starts losing hearing at age two, it's more difficult
to connect it back to congenital CMV. Another reason physicians do not talk
about preventative measures is they believe the methods of prevention are
unrealistic. Telling parents not to kiss their children may be like telling people
not to breathe air, but if people know the specifics about CMV, it might change
their minds. Ms. Hall further explained some medical practitioners believe
nothing can be done about infection except termination of pregnancy. This is
no longer true, but the information is difficult to find, and the options are not
fully reflected in the standards of care for doctors in the U.S. Senator Foreman
inquired if the primary preventative step is lack of contact. Ms. Hall replied
the easiest way to contract CMV is from wet bodily fluids to wet bodily fluids.
CMV is most commonly contracted by pregnant women through their smaller
children or by child care workers who have contact with runny noses and
slobbery faces. The most helpful preventative measures are to avoid sloppy
kisses with kids, avoid sharing eating utensils or food, and wash hands very
carefully after wiping noses or changing diapers.
Senator Souza asked if there is a test for CMV, and if there is a part of the
gestational period of the pregnancy that the mother is more vulnerable. Ms.
Hall referred the question to Erica Jensen.
Ms. Jensen introduced herself to the Committee as a registered nurse who
has worked as a labor and delivery nurse and in pediatric clinics. Ms. Jensen
said she was diagnosed with CMV during the first trimester of her pregnancy
with twins. She finally learned of the CMV diagnosis through a blood test.
Because it was her first trimester and her initial infection, the risk to the babies
was much higher and the doctor recommended she terminate the pregnancy.
Ms. Jensen did not want to terminate the pregnancy and after much searching,
she was able to identify a treatment in Europe that was successful. Even being
involved in health care, she was not familiar with CMV, and she was angry she
didn't know more. Having information about simple hand hygiene and where
to kiss her two-year-old would have been helpful.
Senator Souza inquired about the treatment used in Europe and whether it
is accepted or legal in the U.S. Ms. Jensen responded she believes it is still
considered experimental in the U.S. The treatment consisted of immunoglobulin
infusions at 17 weeks and 19 weeks with donated plasma from people with high
CMV antibodies. The cost was $25,000 per infusion, but the treatments were
ultimately covered by insurance. It was cost effective compared to treating
her children for CMV issues.
MOTION:

Senator Martin moved to send RS 25093C1 to print. Senator Harris seconded
the motion.
Senator Jordan thanked the presenters for bring the issue forward and making
the Committee aware of the problem.
The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:27 p.m.
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Today’s Presentation
1. DHW budget overview
2. Medicaid cost containment/improvements

3. Public assistance use by region
4. Budget priorities

2

DHW SFY 2018 Recommendation by Fund Source
Total: $2.88 B.
Increase from
SFY 2017

Dedicated
$63.5 M.
2.2%

General

6.0%

Dedicated

-6.5%

Receipts

7.5%

Federal

2.1%

Total

3.5%

3

DHW SFY 2018 Recommendation by Category
Total: $2.88 B.
Trustee &
Benefits
$2.46 B.
[VALUE]

FTP: 2,910

Personnel
$220.0 M.
[VALUE]
Operating &
Capital
$194.2 M.
[VALUE]

4

DHW SFY 2018 Recommendation by Program
Total: $2.88 B.

5

9% decrease

• Medicaid cost per
participant has dropped
over last 5 years
• PCMH enrollees:
Reductions in ER,
hospitalizations and total
cost of care
• Expanding PCMH
concept to hospitals and
other providers through
coordinated care
networks
6

Public Assistance by
Region 2016

Receiving
Child Care
Cash
Assistance
Payments
225,007
3,185
1,007
1
13.6%
1.4%
0.4%
107,383
1,489
269
2
6.5%
1.4%
0.3%
272,363
4,427
1,528
3
16.5%
1.6%
0.6%
477,248
5,040
1,778
4
28.8%
1.1%
0.4%
192,395
1,989
878
5
11.6%
1.0%
0.5%
166,429
2,278
756
6
10.1%
1.4%
0.5%
214,105
1,833
1,069
7
12.9%
0.9%
0.5%
1,654,930
20,241
7,285
Totals
100.0%
1.2%
0.4%

Estimated
Region
Population

Food
Medicaid Totals
Stamps
24,894 40,670 47,276
11.1%
18.1%
21.0%
8,693
15,463 17,597
8.1%
14.4%
16.4%
42,017 66,858 76,956
15.4%
24.5%
28.3%
40,401 64,473 75,580
8.5%
13.5%
15.8%
20,893 40,863 45,584
10.9%
21.2%
23.7%
20,520 33,932 39,084
12.3%
20.4%
23.5%
23,927 44,169 50,089
11.2%
20.6%
23.4%
181,345 306,428 352,166
11.0%
18.5%
21.3%

*Data is from June 2016. Totals are an unduplicated count of unique individuals.
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FY 2018 Budget Priorities
1.

Children’s Mental Health

2.

Child Welfare

3.

Child Support System

4.

Child Care Funding

5.

Psychiatric Facilities Plan

6.

Felony probationer treatment

7.

Employee CEC
8

Children’s Mental Health: Youth Empowerment Services
• Settlement agreement of 35-year Jeff D. lawsuit to improve and expand
access to children’s mental health services
• Utilizes $1.2 M. GF currently used for treatment to
leverage federal funds of an additional $3 M. =
$4.2 M.
• $1.2 M.
$4.2 M. can improve treatment and expand access for more
children
• Includes 7 field staff in regional offices and 11 staff for data analytics, quality
improvement, mental health assessments and oversight
9

Downstream Impact of Children’s Mental Health Treatment
1. Improved school performance
2. Fewer children getting in
trouble with the law.
3. Fewer children entering foster care
4. Fewer children who take up criminal behavior as adults
5. Fewer children transitioning to adulthood with unmet
mental health needs.
10

Child Welfare Addresses Key Issues in FY18 Recommendation
1. Improve support for foster families.
• Retain foster families
• Increase foster care stipend by 20%
• Improve communication

Child Welfare 2018 Recommendations
GF

FF

Total

Foster Care Stipend

$347,800

$491,300

$839,100

Information System

$297,000

$729,000

$1,026,700

2. Improve workload management.
$82,300
$182,300
$264,600
• Upgrade technology to reduce time- 6 Visitation Staff
laden, administrative burden
• 6 Foster care visitation support staff to supervise arranging, transporting and supervising
visitation
• Review and improve processes to create efficiencies, capacity, and increased
effectiveness
11
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FFY 2016

$ 211M
160,000

411,000

Year 2: Child Support System Modernization

Parents & Children

Year 1
TWOTHIRDS
RELY ON

Self
Reliance
Programs
Cases

Year 2: SFY2018

Collections

Migrate
Mainframe
Code
&
Update
Code

General
Funds

Federal Funds
(66%)

Total

$2.7 M.

$5.3 M.

$8.0 M.

Year 2

Year 3

Modernize:
Interfaces
Case Management
Workflow manager
Security & Privacy
Self Service

Modernize:
Financial Transactions
Notifications
Rules Engine
Ongoing Security

Idaho Child Care Program (ICCP) Funding
I.B.E.S.

Move ICCP off the
mainframe and into IBES
Provider
Reimbursement

2016 Legislature approved
Market rate adjustment
Not updated since 2001

Child Care Federal New rules by congress to help parents
Reauthorization get back to work or attend college
SFY2018

ICCP Caseload (Child Care Subsidies)

General
Funds

Federal Funds
(71%)

Total

$1.0 M.

$2.4 M.

$3.4 M.

Parent
Pays

+

ICCP Subsidy
Pays

=

Child Care
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Psychiatric Facilities Plan
Increase of Commitments to Restore Competency
FY12

FY13

FY14

FY15

FY16

52

109

104

132

170

Increase of 326%
• Idaho mental health hospitals are not designed, equipped or staffed for
dangerously mentally ill patients
• During last three years, significant events that include assaults, property
damage and self-harm increased 50% at Idaho’s two state hospitals,
14
reaching 625 incidents in FY16
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Psychiatric Facilities Plan
Three phase plan:

Secure beds

1. July 2017: Temporary increase of Dept. of
Corrections secure mental health beds from High Risk Beds
current 3 beds to 9; estimated cost $300,000. Adolescent Beds

Current

2019

3

9

0

20

16

16

2. Fall 2018: Build 16 bed adolescent mental health facility in Treasure Valley;
more than 2/3rds of patients are from Treasure Valley. Estimated cost: $10.3 M.
from Permanent Building Fund.

3. Summer 2019: Retrofit current adolescent unit in Blackfoot to 20 high-risk,
adult beds to protect staff, other patients and reduce elopements.

Treatment for felony probationers and parolees
•

Dept. of Corrections estimates
35% of all felony offenders return
to prison within 3 years of release

Felony Probationer Treatment
GF

FF

Total

$11.2 M.

0

$11.2 M.

•

7,388 moderate to high risk probationers and parolees
identified to be eligible for behavioral health services

•

With annual cost of $20K per inmate, program would need to
be successful with just 560 (8%) of 7,400 to justify expense
16

Change in Employee Compensation (CEC)
Strategic Pay Increases for FY18
• DHW turnover is down from 15% in
2015 to 12% in 2016
GF
FF
Total
• 3% CEC increase this year helped, but
Surveyors $61,300 $135,000 $196,300
areas of high turnover remain
• Pay currently lags private sector by over 20%, although benefit package is
comprehensive and helps
• With unemployment at less than 4%, wages are increasing as employers seek
the best and brightest.
• The state cannot afford to lose any more ground – we need to be able to
attract and retain a talented workforce.
17
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Community Crisis Centers Update for 2016
Eastern Idaho Crisis Center (opened 12/2014) :
• Provided 3,414 episodes of care in 2016, averaging over
9 patients per day, avg. stay of 16 hours
• 253 Law enforcement referrals = $35,420 savings
• 314 Hospital referrals=$660,000 estimated savings
• Total savings for first 2 years = $1.2 M.

Northern Idaho Crisis Center (opened 12/2015):
• 1,114 episodes of care in 2016, avg. stay of 18 hours
• 25% presented with depression/anxiety, another
21% with suicidal thoughts
• 265 Law enforcement referrals and 157 from hospitals

SHIP: Medical Community Continues to Embrace Patient
Centered Medical Home Model
• Second cohort of 55 practices selected and began training Feb. 1 to
transform to Patient Centered Medical Homes
• 110 Idaho medical practices are now training from across all 7
Regional Health Districts and include urban, rural and frontier
communities:
• Private Practices
• Community Health Clinics
• Rural Health Clinics
• Federally Qualified Health Centers
• Hospital/Health System owned Clinics
• Indian Health Service Clinics
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MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Wednesday, February 08, 2017

TIME:

3:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:

None

NOTE:
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the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare
Committee (Committee) to order at 3:18 p.m.

APPROVAL OF
MINUTES:

Senator Agenbroad moved to approve the Minutes of the January 26, 2017
meeting. Senator Harris seconded the motion. The motion carried by voice
vote.

GUBERNATORIAL Consideration of Gubernatorial Appointment of Beth Elroy to the Board of
APPOINTMENT:
Environmental Quality. Vice Chairman Souza moved to send the Gubernatorial
Appointment of Beth Elroy to the Board of Environmental Quality to the floor
with recommendation that she be confirmed by the Senate. Senator Jordan
seconded the motion. The motion carried by voice vote.
GUBERNATORIAL Consideration of Gubernatorial Appointment of Carol Mascarenas to
APPOINTMENT:
the Board of Environmental Quality. Senator Harris moved to send the
Gubernatorial Appointment of Carol Mascarenas to the Board of Environmental
Quality to the floor with recommendation that she be confirmed by the Senate.
Senator Martin seconded the motion. The motion carried by voice vote.
PRESENTATION:

Epidiolex Expanded Access Program. Dr. Christine Hahn, State
Epidemiologist with the Department of Health and Welfare (Department),
introduced herself to the Committee. Dr. Hahn provided background information
to the Committee on the clinical trial of Epidiolex, an experimental drug derived
from cannabidiol (CBD). The Department was instructed by the Governor in
2015 to administer the clinical trial to provide Epidiolex to children with severe
epilepsy. Epidiolex is not yet approved by the Federal Drug Administration
(FDA) for use in the U.S. but it was available through an Expanded Access
Program (Program). The medication is derived from the cannabis plant, but all
the Tetrahydrocannabinol (THC) has been removed. CBD oil is administered as
drops under the tongue.
Dr. Hahn stated the Idaho Program was initially approved for 25 children, and
this year approval was given to enroll an additional 15 children. The children
must be Idaho residents aged 18 or under and must have severe epilepsy not
controlled by medications. The clinical trials around the country have been
promising enough that the drug may be approved within the next year.

Chairman Heider welcomed Dr. Robert Wechsler to the Committee and
thanked him for his work with the children on this clinical trial. Dr. Wechsler
introduced himself to the Committee as a researcher in many clinical trials and
an investigator for GW Pharmaceuticals (GW) in other trials of Epidiolex. GW
recommended Dr. Wechsler as a researcher for the Idaho Program because of
his experience. The Idaho Program was originally approved for 25 places, and
there was a question whether that number would be sufficient to accommodate
the need. The Idaho Program requires children to be referred by a pediatric
neurologist who has reviewed the child's chart and can attest that all reasonable
appropriate therapies have otherwise been exhausted.
Dr. Wechsler informed the Committee out of the original 25 places, one child
could not stay in the Idaho Program because he could not tolerate having blood
draws. The first 24 patients are all still involved, and Dr. Wechsler said he
presented the data on those patients to the American Epilepsy Society meeting in
abstract and poster form in December 2016. Per FDA guidance and GW policies,
the clinical trial is run as an "open label" research study, meaning there is no
placebo and all participants receive the actual medication. With an open label
research study, there is not much motivation for participants to exit the program,
even if they are not seeing a real benefit. About two-thirds of participants receive
a genuine benefit. Only about 20 percent of participants have experienced a
significant reduction in the number of seizures, but he has heard from some
families that the intensity and duration of their children's seizures has decreased.
Dr. Wechsler mentioned he takes these reports with a grain of salt because
there is no empirical evidence to support the claims.
Dr. Wechsler advised there were a few cases on the waiting list last year, so he
approached GW about expanding the Program. Idaho's Program was one of the
few in the U.S. that was allowed to expand to add 15 places. The Program has
done well in meeting the need, and there is not a big waiting list at this time. By
being thoughtful about the criteria to include participants at the outset of the trial,
the demand has tapered off quite a bit. For example, Dr. Wechsler said he
was contacted in late 2016 by the neurologist of the child who could not tolerate
the blood draws. The neurologist asked if the child could be readmitted to the
Program. Dr. Wechsler informed the neurologist he hated to lose a second place
if it turned out the child still could not tolerate the blood draws, and the parents
assured him the child would be fine with blood draws at this time. At this time
there are 38 participants in the Program with one place left, and they intend to
add this child for the last place.
Dr. Wechsler stated some patients have benefited quite a bit from the use of
Epidiolex, but he believes there is a healthy dose of wishful thinking mixed in for
others. Overall, the successes are on par with other clinical trials of the drug.
There is a strong likelihood the drug will be approved once it is submitted to the
FDA. The approval process takes several months, but it is very possible the drug
will be available commercially in early 2018. At that point, the Program will no
longer be necessary.
Chairman Heider asked if prolonged use of the drug will continue to make an
improvement in the patient's status. Dr. Wechsler answered his gut feeling is
that this product will be on par with any other product approved for epilepsy. It will
not be dramatically better than other drugs, but there will be individuals for whom
it is better than anything else they tried. However, that is true of many of the
patients he treats with a variety of drugs. His best guess is that some will have
sustained success, and some will have success for a while and the benefits will
taper off. Every time a new drug comes along, there are a few people for whom it
turns out to be the miracle they were waiting for. Others do well only for a while,
and these are often the patients who end up in future clinical trials of other drugs.
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Chairman Heider inquired how long it will be until the FDA approves the
drug and it is available to every Idaho child with this condition. Dr. Wechsler
responded GW has fast-track status. GW's data is presently being looked at by its
statisticians, and he believes GW will submit for FDA approval in the first half of
2017. It will likely take eight to twelve months for FDA approval after submission.
Senator Jordan asked if Dr. Wechsler noticed any unusual or adverse effects
from the drug during the study. Dr. Wechsler responded adverse effects are
the main reason to conduct this type of study. The benefit of this kind of study
is to collect information on safety and tolerability. The tolerability of the drug
has been surprisingly good. The most common side effect encountered has
been sedation or sleepiness, particularly in patients who are taking one or more
other epilepsy medications. There is a significant interaction between CBD and
two other commonly-used epilepsy drugs that causes the sedation side effect.
Dr. Wechsler said he primarily deals with adult patients and it is important for
the child's pediatric neurologist to stay involved. When he sees side effects, he
sends the child back to the referring provider to adjust the child's medications as
appropriate. Out of the 24 initial patients, seven had significant drowsiness as a
consequence of adding CBD oil. Most of the seven were taking both of the other
two common medications, and the side effect was reduced with the reduction or
elimination of one or both of those two drugs.
Senator Harris asked what is the anticipated market cost of the drug after it
is approved. Dr. Wechsler replied he has no idea. However, the data shows
Epidiolex does not achieve dramatically better results than any other approved
epilepsy drug. He feels GW will be obliged to price the product competitively with
every other approved drug. There has been excitement surrounding this topic,
but that must be tempered by competition from artisanal dispensaries in the 22
states that have approved medical or recreational marijuana. He knows some of
the people leading this project at GW and they are very smart, good people. He
does not think they would price things ridiculously high.
Senator Souza commented this is an important topic and there was a lot of
emotion surrounding it at the Legislature last year. She asked if Dr. Wechsler
knows of Idaho children with severe epilepsy who might benefit from the drug
but who did not qualify for the clinical trial because they didn't meet the criteria.
Dr. Wechsler answered the main criteria for the Program was that at least four
conventional approved therapies for the patient's epilepsy type must have been
tried and failed, including one combination of two medications. The criteria were
set loosely, and while there are many children who would technically meet the
criteria, their referring neurologists recognized there were more things to be tried
first. When a product is FDA approved and shown to be effective and safe, it gets
broader use than in the clinical trials because the trials carry an element of risk
and it is unknown whether there will be long-term health risks. Children are not
included in clinical trials unless all other reasonable options have been exhausted.
Dr. Wechsler commented he thinks the demand will be fairly significant when the
drug is approved and it will have a successful launch. He thinks there might a
little bit of disappointment six to 12 months after approval because he does not
think the drug will live up to the hype. Sometimes there is hesitancy to prescribe
a new drug right after it is approved, but he does not think that will be the case
with this particular drug due to the political environment around it.
Senator Souza inquired whether Epidiolex is currently available in other
countries. Dr. Wechsler answered it is not currently available for epilepsy in
other countries.
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Senator Souza further inquired whether the drug will likely be prescribed for
adults for reasons other than epilepsy. Dr. Wechlser responded it is hard to
predict what prescribers will do, and he suspects there will be some effort to
prescribe it for all kinds of things, whether it has been shown to work for those
things or not. Once GW has approval, he thinks the drug will be tested in other
areas to see if it has any benefit. He thinks it will definitely have a role for
adults with epilepsy. The FDA approval sought is for two different syndromes:
Lennox-Gastaut Syndrome (LGS) and Gervais Syndrome (GS). There is a
misperception in the medical community that these are only childhood diseases.
In the clinical trial of another epilepsy drug, 80 percent of participants with LGS
were children. Unfortunately, children with LGS do not suddenly become normal
at age 18; they become adults with the same condition. Many patients with LGS
live to their 50's and 60's; he has a 70-year-old patient with LGS in a Boise
group home. Of all patients with LGS, the adults dramatically outnumber the
children, but there is more complacency about the diagnosis and the seizures in
adult patients. Dr. Wechsler explained he has participated in a number of LGS
studies, and most participants were adults with LGS. He feels Epidiolex will have
a role in the care of adult patients. Many of these adults end up in State facilities
or group homes, and they will potentially benefit greatly.
Senator Lee commented there was significant debate about this issue in 2016
and asked if there is something different about this particular drug versus other
CBD oil that can be purchased online or in other states. Dr. Wechsler answered
the biggest difference is that Epidiolex will have a regulated content of CBD
oil. The problem with artisanal preparations is the content is not regulated. As
an example, the FDA pulled random samples of 18 products from six different
manufacturers available on the Internet. Sixteen of the 18 products had zero
percent CBD. The other two had less than two percent CBD. Epidiolex contains
100 milligrams (mg) of CBD per milliliter (ml). The "Cadillac" version of CBD
oil is called "Charlotte's Web" and has about 50 mg of CBD per ml, but it is
not regulated by any kind of authority. Dr. Wechsler has a patient who buys
Charlotte's Web online from Colorado, and the company selling it has told the
patient the correct dose is 7 ml, or about 350 mg. In the Epidiolex studies, doses
are commonly as high as 25 mg per kilogram of body weight. For an average
size person, the dose might be as high as 2,000 mg. Another patient who is
buying a highly purified CBD oil received instructions to place three drops under
her tongue for one week, then increase to nine drops under the tongue. It is not
chemically possible to have enough CBD in nine drops of oil to get a meaningful
dose. It is unfortunate that people have such strong belief in CBD oil that they
stop their mainline therapies. His colleagues in the pediatric epilepsy world in
Colorado reported the number of children showing up in emergency rooms with
seizure emergencies has dramatically risen since the marijuana dispensaries
opened. Families are putting their children on CBD oil and taking them off their
medications without physician approval.
S 1037

Relating to Dentists. Susan Miller, Executive Director of the Idaho State Board
of Dentistry (Board), introduced herself to the Committee to present S 1037. The
bill revises Idaho Code § 54-920 and addresses three issues.
Ms. Miller informed the Committee that licensees who choose retirement status
currently have no option to return to active status other than to apply as a first
applicant. The Board explains this issue to licensees in their renewal materials,
but some don't read the fine print. Some licensees inadvertently made a poor
choice and wanted to reactivate the licenses later, but the statute expressly
prohibits the Board from converting a retirement license to an active status
license.
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Ms. Miller explained the current definition of active status allows licensees to
absent their practice for up to two years for only the reasons specified in the
statute. There are other reasons a licensee may wish to absent the practice, and
in some cases, it may be for longer than a two-year period.
Ms. Miller said the third issue has to do with converting an inactive status license
to active status. The current statute requires evidence of 1,000 hours of clinical
practice within the two years immediately prior to making the request to activate a
license. Requiring continuing education instead of clinical practice hours would
be consistent with the requirement for an active status practitioner who may or
may not actually be practicing.
Ms. Miller reviewed the proposed changes to the statute. The bill would:
• eliminate the retirement status fee;
• revise the definition of active status to allow absence from practice for any
reason;
• eliminate the retirement status definition;
• delete the requirement for license applicants to show intent to engage in
practice within two years;
• allow licensees to go on inactive status for any reason;
• remove the clinical practice requirement for converting a license from inactive
to active status and replace it with a continuing education requirement; and
• revise the statute to eliminate conflicting language and clarify what must be
done to qualify for an active status license.
Ms. Miller reported the Board has heard no opposition to the bill. The Idaho State
Dental Association and the Idaho Dental Hygiene Association are both in support
of the legislation. Ms. Miller stated the Board's public member, Tina Wilson, and
Board counsel Michael Kane are both present and available to answer questions.
Senator Lee asked if a licensee goes on inactive status for ten years and wishes
to reactivate, would the licensee be required to complete the same hours of
continuing education as if the licensee had been on active status during that
period. Ms. Miller answered that is correct.
Senator Foreman asked if there is a way to ensure a licensee is not required to
complete outdated or unavailable courses. Ms. Miller replied the Board rules do
not specify particular areas of continuing education. The courses must be oral
health or health related. Senator Foreman commented his concern is that the
courses are current and relevant rather than going back to complete courses
that might have been required in the past and are now outdated. Ms. Miller
responded if a licensee had been inactive for ten years, it is true the licensee
could have completed the education nine years ago and it would not be current.
That issue was not contemplated in this legislation, but if the Board begins to see
this type of problem, it will be addressed in future legislation.
Senator Martin stated he perceives the intention is to make it easier for
dentists to reinstate licenses but asked why the language was stricken to
remove the Board's discretion. Ms. Miller answered the Board felt there was
an inconsistency between the language setting forth the requirements and the
section pertaining to Board discretion.
TESTIMONY:

Elizabeth Criner introduced herself on behalf of the Idaho State Dental
Association (ISDA). Ms. Criner stated the ISDA supports the bill and appreciated
the opportunity to work with the Board on the legislation.
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Senator Martin asked Ms. Criner her opinion of the effect of the bill. Ms. Criner
replied the bill provides an opportunity for dentists who decide on early retirement
to maintain licensure and have an opportunity to return to practice. The bill
provides flexibility and appropriate oversight, and education requirements are a
good way to move forward with that option.
MOTION:

Vice Chairman Souza moved to send S 1037 to the floor with a do pass
recommendation. Senator Anthon seconded the motion. The motion carried by
voice vote.

S 1038

Relating to Dentists. Michael Kane introduced himself to the Committee as
General Counsel for the Board. Mr. Kane explained S 1038 would give the
Board specific authority to engage in emergency proceedings when there is an
immediate danger to public health. Mr. Kane informed the Committee about a
situation involving a dentist who allowed untrained dental assistants to administer
intravenous anesthetics, write prescriptions for controlled substances on
pre-signed prescription pads, and sedate a patient and drill and fill a tooth. When
the Board learned of this situation, it began an emergency proceeding and asked
the Attorney General's (AG's) Office for assistance. The day of the proceeding,
the AG's Office advised the Board it did not have authority to conduct the
emergency proceeding. Mr. Kane pointed out the Administrative Procedures Act
(APA) provision that allows regulatory boards to conduct emergency proceedings,
and the AG's Office said that section of the APA was inapplicable to the Board's
emergency authority.
Mr. Kane said the AG's Office provided a lengthy opinion in support of its position
(see Attachment 1). The legislation would authorize the Board to conduct an
emergency proceeding in the same manner as the other medical boards and
the Board of Veterinary Medicine. The proposed language is identical to that
authorized by the Legislature for the Board of Veterinary Medicine. Although the
Board is unlikely to encounter a similar situation for many years, it will allow the
Board to issue a sort of temporary restraining order to hold things in place until a
full hearing on the merits can be conducted.
Mr. Kane stated the fiscal note has been revised in accordance with Senate rules
and there is no impact to the General Fund.
Senator Lee asked if this issue could be addressed across all boards and further
inquired if there were any other sanctions that could be imposed on the dentist to
stop the behavior. Mr. Kane responded this was the only sanction available to the
Board. There are criminal sanctions available but the Board has no jurisdiction,
and criminal proceedings can go on for a year or longer.
Senator Anthon said the AG's Office is not always correct, and he inquired
what is authorized in subsection 6(b) of the bill that could not be done in
subsection 6(a). Mr. Kane replied he was a former Deputy Attorney General and
occasionally wrote opinions, and they are just opinions. In this situation, the
AG's Office was also counseling the Board as to what they could and couldn't
do. The Board's own attorney was telling the Board it couldn't conduct the
emergency proceeding. Subsection 6(a) describes the Board's standard process
of investigation, filing a complaint, pretrial fillings, and a hearing. This process
can go on for one year or more, even to come to a stipulated resolution. It is very
rare to try a case involving a dentist; 99 percent of the time the Board reaches
an agreed-upon resolution such as a reprimand up to and including revocation
of a license. The bill allows the Board to act on a temporary, emergency basis
and conduct a quick hearing where the hearing officer will determine whether
there is potential risk of immediate danger to the public health. The licensee
can do almost anything to continue practicing but the Board can dictate certain
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conditions of practice while the matter is fully adjudicated. Some cases go all the
way to the Supreme Court and the regular process can be lengthy.
Senator Anthon stated he is still confused and reviewed the section of
the Board's enabling legislation that says proceedings will be conducted in
accordance with the APA, which specifically authorizes emergency proceedings.
In his opinion, the bill adds language which further narrows the conditions under
which an emergency proceeding can be conducted. Mr. Kane replied he agrees
with the interpretation, and the Board has no desire to speed up the process for
handling typical violations. The Board is stuck with the AG's interpretation of
the APA.
Senator Anthon asked why there is no reference to judicial review in subsection
6(b) when subsection 6(a) provides for judicial review of actions taken under that
subsection. Mr. Kane responded judicial review would apply under the APA. An
emergency proceeding would allow the Board to tell a licensee to stop certain
actions, and the Board would then conduct a full proceeding under subsection
6(a). As a matter of law under the APA, the licensee is always entitled to judicial
review any time a licensee's substantive right is affected. There could be judicial
review even while the slower proceeding is underway.
MOTION:

Senator Martin moved to send S 1038 to the floor with a do pass
recommendation. Senator Jordan seconded the motion.

DISCUSSION:

Senator Anthon commented Mr. Kane has done an excellent job and the Board
has been restricted. The bill is not very well drafted and is unnecessary. Senator
Anthon said he will not support the motion.
Senator Foreman stated he agrees with Senator Anthon. Mr. Kane has done a
good job but the bill is a complete redundancy, and the Board already has the
authority to do what it needs to do. Senator Foreman said he does not like to
see new laws that repeat existing law.
Senator Lee mentioned she agrees letters of advice should not direct legislation.
However, there is a precedent that has hampered the Board's ability to act on an
egregious situation. The substance and spirit is to allow the Board to immediately
sanction a licensee when necessary. It may not be perfect, but she will support
the motion in the interest of public safety.

SUBSTITUTE
MOTION 1:

Vice Chairman Souza said she agrees with Senator Anthon's concern about
the lack of judicial review in the new language. Vice Chairman Souza made a
substitute motion that S 1038 be held subject to the call of the Chair. Senator
Anthon seconded the motion.

SUBSTITUTE
MOTION 2:

Senator Lee made an alternate substitute motion to send S 1038 to the 14th
Order for possible amendment. Senator Jordan seconded the motion.
Chairman Heider called for a vote on substitute motion 2 to send S 1038 to the
14th Order for possible amendment. The motion failed by voice vote.
Senator Jordan stated she appreciates the intent of the substitute motion but her
primary concern is the Board would be left without an option to fix the problem for
quite a while. Other Board statutes address similar situations in the same way
to protect public safety. Chairman Heider commented current law remains in
place if there is no action taken. Senator Jordan said the existing statute does
not accommodate this particular circumstance. Chairman Heider mentioned the
current statute includes hearing provisions in subsection 6.
Senator Foreman said existing law does protect the public and the Committee
should stand on existing law. He does not support the substitute motion.
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Senator Lee mentioned there is precedent in other board statutes. The fact
other boards have this language creates a vulnerability for the actions the Board
was trying to take. The new language would give the Board the contemplated
authority. Holding the bill in committee would create a lack of parity with other
boards and might result in revisiting the issue next year.
Chairman Heider called for a roll call vote on substitute motion 1 to hold S 1038
subject to the call of the Chair. Vice Chairman Souza, Senators Harris and
Anthon, and Chairman Heider voted aye. Senators Martin, Lee, Foreman,
and Jordan voted nay. The substitute motion failed on a tie vote.
Chairman Heider called for discussion on the original motion.
Vice Chairman Souza said the bill is well intended and her only concern is the
lack of judicial review in the added language. Although Mr. Kane assured that
would be covered and she understands the concerns about duplicating language,
she will support the original motion.
SUBSTITUTE
MOTION 3:

Senator Anthon commented the legislation would make it harder for the Board
to exercise its emergency powers and asked if the Chair would entertain another
substitute motion to send the bill to the amending order. Senator Anthon moved
to send R 1038 to the 14th Order for possible amendment. Senator Harris
seconded the motion.
Senator Anthon said he was originally in favor of holding the bill but he
understands the wishes of the Committee and thinks the next best option is the
14th Order.
Chairman Heider called for a roll call vote on substitute motion 3 to send S 1038
to the 14th Order for possible amendment. Vice Chairman Souza, Senators
Lee, Harris, Anthon, Jordan, and Chairman Heider voted aye. Senators
Martin and Foreman voted nay. The substitute motion carried. No vote was
taken on the original motion.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:40 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:00 p.m.

RS 25180

Relating to Health Care. Senator Thayn was recognized to present RS 25180.
Senator Thayne informed the Committee the Health Care Alternatives for Citizens
Below 100 Percent of Poverty Level Task Force (Task Force) met last year and
recommended a State-funded program with a primary care component. The Task
Force suggested using the Millennium Fund as a funding source. The legislation
would provide funding for up to $600 per year in primary health care costs for
people in the coverage gap by establishing a Community Primary Care Program
(CPCP), including a life coaching component to move people out of poverty as
soon as possible.
Senator Thayn explained the new program would be under the auspices of
the Catastrophic Health Care Cost Program (CAT Fund). The bill sets forth
qualifications for the CPCP as well as the application process, the requirement for
orientation, and a definition for "direct primary care." The bill also provides for
additional compensation for working with a participant on a personal improvement
plan (PIP) to assist participants with other kinds of needs in addition to health needs.
A participant would be required to reapply every year with a three-year lifetime
limit for participation and could stay in the CPCP if income increases up to 250
percent of the federal poverty limit. Criteria are established in the bill for terminating
and enrolling participants, and funding. The bill establishes powers and duties for
administration of the CPCP by the CAT Fund Board and contains a sunset clause.
Senator Jordan stated she is a member of the CAT Fund Board and the CAT Fund
has a very small staff. She questioned what the CAT Fund Board would need to
administer the new program and how it would work. Senator Thayn answered the
CAT Fund would need more staff, and he estimated an additional $600,000 for
administrative costs in the fiscal note. Senator Jordan inquired whether the CAT
Fund is aware of the proposal and if the CAT Fund has given input on this proposal.
Senator Thayn replied he has spoken to the counties and Kathryn Mooney at
the CAT Fund. Ms. Mooney has been providing ideas how the plan could work if
the legislation passes.
Vice Chairman Souza asked if the $600 per year limit would be limited to $150 per
quarter, or if the entire amount could be expended in the first quarter if a patient had
a serious need. Senator Thayn answered the limit was $150 per quarter.

Vice Chairman Souza referred to page 5, line 41 of the bill that provides a
patient can remain in the CPCP for one year unless the participant refuses to
adhere to prescribed or recommended treatment and asked who would make that
determination. Senator Thayn confirmed it would be the primary care provider.
Senator Agenbroad inquired whether the use of the word "same" in the last line
of the fiscal note was intentional as it could make a difference. Senator Thayn
responded it was a typographical error and should be "some."
Senator Martin asked if Senator Thayn has been in contact with the co-chairs
of the Millennium Fund about the legislation. Senator Thayn replied he has
not specifically contacted the co-chairs but he has proceeded based on the
recommendation of the Task Force. He believes the funding is available.
MOTION:

Senator Harris moved to send RS 25180 to print. Senator Martin seconded the
motion.

DISCUSSION:

Senator Lee commented all options to address expanded health care should be
looked at, and she looks forward to reviewing this innovative proposal and any
others that might come forward.
There being no more discussion, Chairman Heider called for the vote. The motion
carried by voice vote.

PASSED THE
GAVEL:

Chairman Heider passed the gavel to Vice Chairman Souza to conduct the rules
review.

DOCKET NO.
16-0202-1601

Rules of the Idaho Emergency Medical Services (EMS) Physician Commission.
Dr. Curtis Sandy, introduced himself as an emergency medicine physician at
Portneuf Medical Center in Pocatello, and he serves as the Commission Chair. Dr.
Sandy informed the Committee the EMS Physician Commission (Commission)
was formed by the passage of H 858 (2006). The Commission is composed of 11
voting members appointed by the Governor, representing a variety of stakeholder
groups and geographic areas. The purpose of the Commission is to establish
standards for the scope of practice and medical supervision for licensed EMS
personnel and organizations.
Dr. Sandy pointed out the rule's "incorporation by reference" section updates the
version of the Standards Manual, maintained by the Commission. The Standards
Manual describes the skills, treatments, and procedures that licensed EMS
personnel may perform, and the Commission refines the Standards Manual to
reflect current best practices in EMS. Dr. Sandy provided a summary of the
changes made to the 2017-1 Standards Manual (see Attachment 1). Most of
the changes are merely housekeeping issues, but the Commission also added
language regarding airway management practices, including mandatory use of
continuous end tidal carbon dioxide monitors and a quality review by the agency
medical director. The Commission added appendices for ventilator management
and critical care transport guidelines. Other changes were made to align the
Commission's Standards Manual with the EMS Bureau's rules.
Vice Chairman Souza remarked she did not see anything significant on the list
of changes and inquired whether the change was on the order of an equipment
list. Dr. Sandy responded the Commission has requirements for things like
airway management and requires specific equipment to be used. The end tidal
carbon dioxide monitor is now mandatory for all patients who are intubated in the
pre-hospital environment. Vice Chairman Souza asked for confirmation that the
list includes the most significant changes and there were no policy changes in the
updates to the Standards Manual. Dr. Sandy confirmed that is the case.

MOTION:

Senator Foreman moved to approve Docket 16-0202-1601. Chairman Heider
seconded the motion. The motion carried by voice vote.
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PASSED THE
GAVEL:

Vice Chairman Souza passed the gavel back to Chairman Heider.

RS 24921

Relating to the Immunization Assessment Board. Senator Martin introduced
himself to present RS 24921. Senator Martin explained the legislation changes the
sunset date of the Idaho Immunization Assessment Program from 2017 to 2019.
Senator Martin said he is a member of the Idaho Immunization Assessment Board
(Board), and the legislation is co-sponsored by Representative Thompson, who
also serves on the Board. The Board was established by H 432 (2010) and became
effective February 1, 2010 to decrease the cost, availability, and maintenance of
prescriptive items. The Board's immunization program is administered by the Idaho
Department of Health and Welfare (Department), and the Department purchases
childhood vaccines from the Centers for Disease Control and Prevention at a
significant discount. The vaccines are then made available to Idaho professional
caregivers through the Department. In the past, vaccines had to be purchased from
multiple sources. Health care providers had to keep track of what source a vaccine
was bought from and maintain different inventory controls for various items. Costs
of vaccines are passed on to the insurers who in turn pass on the costs to insurance
providers and then to Idaho citizens. The immunization program has reduced costs.
Senator Foreman moved to send RS 24921 to print. Senator Lee seconded the
motion. The motion carried by voice vote.

RS 25106

Relating to Tobacco.

MOTION:

Senator Martin asked for unanimous consent to return RS 25106 to the sponsor.
There were no objections.

H 10

Relating to Chiropractors. Mitch Toryanski introduced himself to the Committee
as legal counsel to the Idaho Board of Occupational Licenses on behalf of the State
Board of Chiropractic Physicians (BCP). Mr. Toryanski introduced Dr. Herbert
Oliver, a chiropractor and BCP member who was also present, and mentioned the
BCP public member is former Senator Chuck Coiner from Hansen. Mr. Toryanski
explained H 10 is a clean-up bill to consolidate fee provisions into one section.
The bill also raises fee caps and modernizes language governing the deposit
and expenditure of fees. The legislation clarifies the process for granting and
reactivating inactive licenses and deletes archaic language concerning the review
of license applications and personal interviews. There is no impact to the General
Fund or the BCP dedicated fund.
Mr. Toryanski informed the Committee the changes contained in the bill were
approved by the BCP in an open meeting noticed to the public. The BCP mailed
722 notices to licensed chiropractors and received no comments.
Senator Foreman asked how much the fee caps were raised on average. Mr.
Toryanski answered the caps are currently set at $150. The fees will be bumping
up against the caps and without the increase in the caps, the BCP would be
required to undertake a two-step process to request a future fee increase.
Senator Martin referred to page 2 of the bill and stated he was confused about the
strike-outs through the fee amounts when there is subsequent language stating
the applicant must submit a fee set by board rules. Similar language appears for
another license type. Senator Martin asked whether the bill would authorize the
BCP to set fees of its choice. Mr. Toryanski explained the fee amounts are set in
rule. The fee caps were reorganized in the bill to be consolidated in Idaho Code §
54-707(a). The fee caps would be stricken from page 2 and moved to page 1. In
addition, the fee caps would be raised from $150 to $250.
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Senator Lee referred to page 2, line 35, where language is proposed to be
deleted, and inquired whether there is some other provision for notification to let
an applicant know of a license denial and the reason. Mr. Toryanski answered
the BCP typically provides notices by U.S. Mail. This change will allow the BCP to
save money by eliminating the requirement for certified mail. Almost none of the
boards use certified mail any longer, and the bill brings the chiropractors in line
with the other boards. Senator Lee further inquired why the paragraph was not
simply changed to say regular mail and commented she would like the legislation to
provide for notice to an applicant about a license denial. Mr. Toryanski responded
that he is unaware of language requiring any of the boards to notify the applicant in
a specific manner. He assured Senator Lee notice of denial is given by the BCP.
Senator Lee asked about the appeal process for an applicant who was denied a
license and who feels the action was arbitrary and capricious. Mr. Toryanski
replied the BCP's actions are controlled by the Administrative Procedures Act
(APA), which affords anyone who is the subject of a negative action the right to
appeal that action first to the BCP and then to district court.
Senator Martin commented it appears all fees have been raised and asked
when the fees were originally set and how long it has been since they have been
changed. Mr. Toryanski answered most of the fees were last raised in 1993 and
many of the caps were raised in 2003.
Vice Chairman Souza asked for clarification about the dates as they relate to Mr.
Toryanski's earlier statement that fees were pushing up against the fee caps. She
inquired how the fees could be pushing up against the caps if the caps were just
raised in 2003. Mr. Toryanski replied the BCP presented a rule change this year
to increase fees, and the fees will be raised at the conclusion of the legislative
session. That forthcoming increase will put the fees up against the current caps.
MOTION:

Senator Lee moved to send H 10 to the floor with a do pass recommendation.
Senator Jordan seconded the motion. The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:33 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:00 p.m.

APPROVAL OF
MINUTES:

Vice Chairman Souza moved to approve the Minutes of January 30, 2017.
Senator Foreman seconded the motion. The motion carried by voice vote.
Senator Foreman moved to approve the Minutes of January 31, 2017. Senator
Martin seconded the motion. The motion carried by voice vote.
Senator Martin moved to approve the Minutes of February 1, 2017. Vice
Chairman Souza seconded the motion. The motion carried by voice vote.
Senator Harris moved to approve the Minutes of February 7, 2017. Senator
Jordan seconded the motion. The motion carried by voice vote.
Chairman Heider noted the Minutes of January 27, 2017 and February 6, 2017 will
be held until the following day.

PRESENTATION: Idaho Council on Suicide Prevention. Dr. Linda Hatzenbuehler introduced
herself to the Committee as a psychologist from Pocatello and Chair of the Idaho
Council on Suicide Prevention (Council). Dr. Hatzenbuehler provided background
on the establishment of the Council in 2006. The three tasks of the Council are to:
1.) oversee the implementation of the Idaho Suicide Prevention Plan (SPP); 2.)
ensure the continued relevance of the SPP; and 3.) report annually to the Governor
and the Legislature (see Attachment 1).
Dr. Hatzenbuehler stated 2015 was a landmark year for suicide prevention.
Approximately one person per day died by suicide in Idaho in 2015. For the period
2011 to 2015, there were 102 school-aged deaths by suicide, and 24 deaths for
the age group 14 and under. In 2016, a report was published covering 50 years of
research on the risk factors associated with the prevention of death by suicide. The
study revealed psychologists know the risk factors for suicide and can intervene
but there is no way to predict the actual act of suicide. Thus, prevention is of
paramount importance.
Dr. Hatzenbuehler informed the Committee many Idaho organizations are
interested in working on this public health issue. The Council is directly under
the Governor's office, and Council membership is comprised of parts of other
organizations to bring the groups together. Many of the organizations are advocacy
groups whose specific mission is to work toward preventing death by suicide, and
the groups include members whose lives have been touched by suicide.

Dr. Hatzenbuehler reported the key factors associated with prevention of death by
suicide are articulated in the SPP. She said Idaho is making progress and moving
in the right direction. Having a hotline available is one of the key components to
prevention. The suicide hotline is now available 24 hours a day, seven days a week
and has additional capabilities. Another key component is having an organized
State program responsible for suicide prevention activities. In 2015, the Legislature
charged the Health Quality Planning Commission (HQPC) with developing an
implementation plan to move Idaho further along in suicide prevention. The HQPC
made recommendations, and as a result the Legislature appropriated nearly $1
million dollars in 2016 toward prevention of death by suicide.
Dr. Hatzenbuehler thanked the Committee for its support of the appropriation. She
recognized Elke Shaw-Tulloch and Kim Kane for their fine work to establish and
staff the program very quickly after the appropriated funds were available on July 1,
2016 and asked Ms. Shaw-Tulloch to continue the presentation.
PRESENTATION: Elke Shaw-Tulloch introduced herself to the Committee as the Administrator of the
Division of Public Health for the Department of Health and Welfare (Department).
In 2016, the Department received an ongoing appropriation for approximately
$971,000 toward suicide prevention efforts. Ms. Shaw-Tulloch thanked the
HQPC and the Idaho Suicide Prevention Coalition (Coalition) for their support
and assistance.
Ms. Shaw-Tulloch reported the number of deaths by suicide showed a 15
percent increase in 2015 from the previous year. The Suicide Prevention Program
(Program) mission is to develop, implement, and support statewide programs to
prevent suicide in Idaho in alignment with the SPP. The Program has four full-time
equivalent positions and has been working at full speed to get up and running to
promote best practices and coordinate a collaborative approach with its partners.
Kim Kane introduced herself as Program Director for the Suicide Prevention
Program. Ms. Kane provided information on the risk factors for suicide and
presented a model from Dr. Thomas Joiner, who is an expert in suicide. Dr.
Joiner runs a clinic for the highly suicidal at Florida State University. His theory is
becoming the gold standard for understanding the suicidal mind, and the theory
has been vetted by almost 50 studies. Dr. Joiner's model only applies to people
who actually die by suicide, and suicide is statistically rare. As an example, data
on Idaho high school students shows one in ten students reports making a suicide
attempt in a one-year period. However, only one in every 6,000 to 7,000 students
are actually lost to suicide in one year.
Ms. Kane explained Dr. Joiner's theory provides three things that must be in place
for those who actually die by suicide. People who are at a high level of suicidality
are not in a rational state of mind. A person must desire to commit suicide, and the
person must be capable of going through with the act. First, a person considering
suicide perceives himself as a burden to those around him. The word "perceived"
is important because the people around the suicidal person do not consider the
person to be a burden. Those who die by suicide believe wrongly their death is
worth more than their life. The suicidal brain is a very dark and narrow-thinking
brain. Thus, it is a myth to consider suicide as a selfish act because the person
thinks he is doing others a favor.
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Ms. Kane stated the second condition that must be present is called "thwarted
belongingness." The person has come to feel disconnected from others, even
though the person appears to be surrounded by supportive friends and family. In the
person's irrational thinking, he feels people don't truly understand him and begins
to isolate himself. When a person feels himself to be a burden and disconnected
from others and feels those situations won't change, that condition is hopelessness
which can lead to the desire for suicide. Not everyone who feels hopeless is lost to
suicide, because the third component must also exist.
Ms. Kane advised the third component is capability. A person is not born with the
ability to harm himself, but a person must become used to the idea of self harm.
Those who die by suicide have gotten used to the idea of physical pain, injury, and
death, and have developed a fearlessness about physical pain, injury, and death.
Certain groups of people have higher rates of suicide, including: law enforcement;
doctors; military; prostitutes; veterinarians; and dentists. One habituates to the idea
of physical pain by either experiencing or witnessing physical pain, injury, and death.
Ms. Kane informed the Committee that only when these three factors overlap is
there a death by suicide. Other risk factors like drug or alcohol abuse, hopelessness,
family history, and so forth are called "distal factors" by researchers. Risk factors
are only important when warning signs for suicide appear, like self-isolating,
giving away prized possessions, and talking about or threatening suicide. Even
someone with many risk factors will have protective factors and resilience. The
opposite of thwarted belonging is feeling connected; and the opposite of perceived
burdensomeness is feeling capable, effective, and productive as a person.
Ms. Kane commented the Program was funded to maintain the suicide hotline and
support upstream youth suicide prevention efforts. Suicide prevention experts
recently reviewed gatekeeper training, which trains people to look for warning
signs and how to help people. Gatekeeper training has not resulted in a decrease
in youth suicide because programs need to work to prevent young people from
becoming suicidal to begin with, instead of waiting until there are warning signs.
For example, Sources of Strength is a program to foster hope, health, strength, and
resiliency in young people instead of telling at-risk youth they are at risk.
Ms. Kane advised some of the Program's accomplishments include setting up
and staffing the entire Program and providing money for the suicide hotline (see
Attachment 2). The hotline has added a "208" number to allow people to text the
hotline between the hours of 3:00 p.m. to midnight. The "800" number is available
24 hours a day, seven days a week. The Program also provided funding for youth
training in the schools and researched ideas for a public awareness campaign.
Program staff is currently reviewing the marketing plan for the public awareness
campaign and hopes to launch it in late spring. The Program also provided support
to the Council, including helping compile and print the annual Program report and
interim update to the SPP.
Ms. Kane said the Program convened stakeholder meetings focusing on a "zero
suicide" initiative which has been proven to reduce suicide rates. In October 2016,
a young man planned to jump from a downtown parking garage and then decided
not to jump. The Program began an informal investigation of downtown Boise
parking structures to find if they were an actual destination for death by suicide.
One building was the site of more health checks and more calls than any other
structure. The Program made recommendations to the organization in charge
of the structure, and four recommendations are currently being implemented.
Representative Caroline Troy put together a new task force to look at lethal means.
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Senator Martin asked if there was any work being done to get a three- or four-digit
number for the hotline. Kim Kane answered this issue has been researched by
several national associations. There is no evidence anyone has any trouble using
the current "800" number. Tapping into the "N-1-1" system is an arduous task and
most of the numbers are already taken. Some marketing companies will allow the
us of "#" and a three-digit number plus a code word. That approach is possible but
expensive and there is no funding to support it at this time.
John Reusser, Director of the Idaho Suicide Prevention Hotline, introduced
himself to the Committee and explained the three-digit number approach costs
about $50,000 per year. Call volume has been increasing steadily over the last
few months, and people are using the "208" number. It appears people are able
to reach the hotline. Chairman Heider asked how young people can know the
suicide hotline number. Mr. Reusser answered there were press releases last fall
when the hotline was launched. In addition, it was announced on the Program's
Facebook page and there were several radio spots. The Program mails hotline
materials almost daily to middle schools and high schools throughout the State.
The number will be included in the television spots being developed by Ms. Kane.
Vice Chairman Souza commented she is surprised to see the majority of suicides
fall into the age group of 85 years and over (see Attachment 3). She inquired
whether those people are defined as suicides in the same fashion as other age
groups, or are they simply infirm people who are in pain and don't want to live any
more because their bodies are giving out. Dr. Hatzenbuehler replied the suicide
data includes anyone who does something to assist his own death. People in that
specific age range have a high incidence of suicide. The visual image might be
of someone hanging on to a rope coming from the ceiling, and a person hangs
on as long as possible and then just doesn't have the strength to do it any more.
Vice Chairman Souza again referred to the chart (see Attachment 3) and asked
how Idaho compares nationally in the 15 to 34 age group. Dr. Hatzenbuehler
responded Idaho ranks second in the nation for suicides in that group.
Vice Chairman Souza asked what role medications play in death by suicide, and
if there is a nexus between changes in medication and an incidence of someone
completing a suicide. Dr. Hatzenbuehler answered it is known that the use of
certain anti-depressant medications in teenagers creates risk of suicide. In her
field, medication is helpful to people who suffer from mood disorders because the
medications can help the person spark some energy needed to make changes in
his or her life. Research shows medication is only half the answer for depression;
cognitive behavior therapy is also needed to help change thinking patterns. There
is a clear relationship between mood disorders and death by suicide.
Vice Chairman Souza inquired how someone can be helped who doesn't want
to help himself. Dr. Hatzenbuehler replied it is necessary to do the best you can
to be vigilant and protect the person from himself. It's important to take safety
precautions, such as locking up medication or other lethal means, and provide
supervision while attempting to reach out to the person with various mental health
resources. Mood disorders are cyclical and suicidal thoughts lift over time, so one
tries to wait until the lift occurs to provide treatment at that time.
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Senator Lee stated this is a timely topic because her district recently experienced a
death by suicide. She suggested it would be helpful to set expectations for when
death by suicide will decrease. Dr. Hatzenbuehler answered there will be no quick
turnaround. In addition, as population numbers increase, absolute numbers of
suicide will increase. It will take cultural changes to see a difference. For example,
the notion of a designated driver to avoid driving drunk has been a successful
cultural change over the last years. Public awareness is important that suicide is
not an acceptable way to die, just as it's not acceptable to throw trash out the
window or put a child in the car without a restraint.
PRESENTATION: Idaho Suicide Prevention Coalition. Nate Fisher introduced himself to the
Committee as the Executive Director of the Idaho Suicide Prevention Coalition
(Coalition). Mr. Fisher stated the Coalition was formed less than two years
ago because of great concern about suicide and the need for education (see
Attachment 4). Mr. Fisher recognized the Coalition President, Stuart Wilder, who is
also the President of the Live Wilder Foundation, as present at the meeting along
with other advocates for suicide prevention. February 15th is Suicide Prevention
Advocacy Day, and advocates from all over Idaho will be present at the Statehouse
to learn how to talk about suicide.
Mr. Fisher provided the names of other organizations that form the Coalition, which
is a public-private partnership. People who see the trauma of suicide, such as
nurses, paramedics, and police, began approaching the Coalition about joining,
and the list of members continues to grow. The Coalition is a non-profit organized
under Section 501(c)(3)(h) of the Internal Revenue Code, which allows for limited
advocacy on all aspects of suicide prevention, training, and advocacy. Mr. Fisher
thanked Chairman Heider for the Committee's support of last year's funding request.
Mr. Fisher reported the Coalition does not solely rely on the State to achieve
success. The Coalition has many partners. For example, the hotline was
underfunded, and the Coalition provided 60 percent of the funding. The J. A. and
Katherine Albertson's Foundation provided $300,000 for infrastructure and grants
for the hotline. Century Link helped facilitate the hotline's ability to receive text
messages.
Mr. Fisher presented the Coalition's priorities, including coroner reporting, school
prevention program access, and safe storage. One of the challenges is timely
reporting of suicides, particularly in school age children. There are too many
unfortunate stories about the delay in reporting and the "postvention" response.
When a suicide has occurred, there is trauma to the school and the community.
It is important to have timely reporting of suicide in order to provide counseling
and support for the students. Feelings of isolation, loneliness, and empathy can
spread and be copied throughout schools and it is necessary to react quickly to
prevent contagion. The Coalition requests the coroners work with the Department
and the Department of Education for a voluntary 48-hour turnaround time on
suicide reporting.
Mr. Fisher stated there are two paradigms to be discussed. One involves
behavioral health professionals whose mandate is to do no harm. The other is the
judicial system that requires due process. The two systems don't necessarily work
together. If a mentally ill person is brought in on a criminal charge and left in a jail
cell for two weeks, that is doing harm. The person might have been adjudicated
but there is no improvement in mental health. The majority of the cases responded
by law enforcement have a mental illness or substance abuse component. This
issue is worthy of a larger discussion.
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Mr. Fisher said safe storage is being careful with firearms and pharmaceuticals.
The Coalition has been working with various groups and the firearms dealerships
to raise awareness about safe storage and handling of lethal means. If there is a
person having mental health challenges or is agitated, it is important for others to
prevent access to routes of self harm and harm to others. The Coalition wants to
get information to the dealerships to help them recognize how to deal with someone
who comes in who is distraught. This would be a voluntary approach and it means
putting time and distance between a suicidal person and the lethal means.
Mr. Fisher described a recent public service announcement developed by the
Coalition and shown on television where a person at the shooting range looks at
the camera and says he wasn't feeling himself about a year ago and his friends
asked if they could keep his firearms until he felt better. The person went on to say
his friends saved his life, and then he continues shooting.
Chairman Heider thanked Mr. Fisher for his efforts to save lives.
TESTIMONY:

Bonnie Burlage introduced herself to the Committee as a Coroner to present
concerns about the 48-hour turnaround for notification. It's not always possible to
know whether a death is suicide. Lab work can take several weeks to get results.
Chairman Heider asked if the coroners use the Idaho State Police (ISP) laboratory.
Ms. Burlage replied that they do not, and ISP uses the lab the coroners use. The
coroners provide their lab reports to ISP.
Ms. Burlage further commented the coroners have concerns about the Health
Insurance Portability and Accountability Act (HIPAA). She inquired where the
information about the cause of death would be transmitted, and what kind of
information the Coalition wants. The current regulations do not allow for reporting
this type of information to a private association.
Senator Lee stated she understands there is often a period of time that the cause
of death but sometimes the cause is obviously suicide. The intent of reporting this
information is to prevent contagion. Senator Lee asked if Ms. Burlage would be
comfortable reporting apparent suicides if the HIPAA issue could be resolved. Ms.
Burlage answered the coroners would rather report to the Department. She also
does not know what information the Coalition wants reported.
Chairman Heider suggested there might be a way to work together on the
reporting issue to ensure notification is happening in a more timely manner to
benefit everyone involved.
Gene Turley introduced himself to the Committee as the Twin Falls County Coroner.
In Twin Falls County last year, there were five suicides in seven days. A couple
of weeks ago, there were three suicides in five days. The majority of suicides are
committed on the Perrine Bridge, and it is surprising how many suicides are elderly
people. Mr. Turley agreed education is important. Idaho is usually in the top five in
the U.S. for suicides because it is rural, there is better access to weapons, it might
be a "macho" thing, and there is insufficient mental health care.
Mr. Turley commented only 18 percent of suicides leave a note, and when there is
a note at a death scene, it helps tremendously. He appreciates what the Coalition is
attempting to do, but he is very protective of his constituents and does not support
giving a private association demographic information. It also takes time to conduct
a thorough investigation. Blood and urine lab results could take eight weeks. Mr.
Turley said he is board certified in forensic examinations and conducts what he
calls a "psychological autopsy". He talks to employers, past employers, friends,
families, and first responders about a suspected suicide. He is very careful before
listing a cause of death as suicide because it is traumatic to the family to have that
information in the permanent official records.
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Stewart Wilder introduced himself as the President of the Coalition and President
of the LiveWilder Foundation. He appreciates hearing from the coroners who
testified and said this type of discussion is needed. The Coalition's position is not
that the coroners should report to the Coalition, but the information needs to go to
Ms. Kane's office so she has the most current data to measure the success of
the Program. The 48-hour reporting requirement to schools for known suicides is
the most important issue due to the effect of contagion. Current state law allows
five days to report and the Coalition wants to shorten that period. Mr. Wilder
commented when his son committed suicide, his other son could have learned of
the death through social media before the death was officially reported as a suicide,
and that would have been unfortunate.
Senator Jordan thanked Mr. Wilder for the clarification and asked if there would be
value in promptly reporting a death to the school without designating it a suicide
right away. Mr. Wilder answered that getting any available data would be helpful,
but reporting suicides is especially important because of the downstream effects on
other students and families. For every suicide, there are six individuals who are
deeply impacted by the suicide, and contagion is a real issue.
ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:25 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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REACHING
NEW HEIGHTS
Idaho Council on
Suicide Prevention
Linda Hatzenbuehler, Chair

What is the Idaho Council on Suicide
Prevention?
• Established under Executive Order No. 2006-35
(most recently No. 2014-08)

• Purpose
1. Oversee the implementation of the Idaho Suicide Prevention Plan
2. Ensure the continued relevance of the Plan
3. Report annually to the Governor and the Legislature

Why do we need a Council on Suicide
Prevention in Idaho?

362
Total deaths by suicide in Idaho in 2015

102
School-aged death to suicide in Idaho from 2011-2015

24
Children age 14 and under lost to suicide in Idaho from 2011-2015

Suicide Prevention Organizations in Idaho
Governor
Idaho Suicide
Prevention Coalition

Idaho Council on
Suicide Prevention

Idaho Department
of Health & Welfare

2014

Suicide Prevention
Action Network (SPAN)

2006

2002

Division of Public
Health
Suicide Prevention
Program 2016

Idaho Lives Project

SPAN Regional
Chapters

2013

American Foundation
for Suicide Prevention
(AFSP) Idaho 2015

Idaho Suicide
Prevention Hotline 2012

Live Wilder Foundation

The Speedy
Foundation 2011

Hospitals
Shoshone Bannock
Tribe
Veterans
Administration

National Alliance on
Mental Illness (NAMI)
Idaho
Juvenile Justice

Idaho Federation of
Families
Military/National
Guard

2013

Blue boxes = Suicide-specific organizations
Green boxes = Partners w/ suicide prevention programs

Idaho
Suicide
Prevention
Program

Public Health Suicide Prevention Program
Beginnings
• The 2016 Idaho Legislature allocated funds to established the Suicide
Prevention Program (SPP)
• The SPP develops, implements and supports statewide programs to
prevent suicide in Idaho in alignment with the statewide Idaho
Suicide Prevention Plan
• The SPP employs four full-time staff

Interpersonal-Psychological
Theory of Suicide

Why People Die
by Suicide

Thomas Joiner, PhD

Those Who Desire Suicide
D
i
s
t
a
l
F
a
c
t
o
r
s

Those Who Are Capable of Suicide

Perceived
Burdensomeness
Fearlessness about
Pain, Injury & Death
Acquired Ability for Self-Harm

Thwarted
Belongingness

Derived from Sketch of a Theory
Power Point presentation, 2013
Thomas Joiner, PhD

Serious Attempt or Death by Suicide

SPP Primary Initiatives 2016/2017
• Provide funding to the Idaho Suicide Prevention Hotline
• Provide funding for upstream youth suicide prevention education
• Research and conduct a public awareness campaign
• Provide funding and administrative support to the Idaho Suicide
Prevention Council
• Establish and convene suicide prevention stakeholder group to
improve coordination of efforts
• Pursue additional suicide prevention strategies and respond to suicide
related requests

DHW/SPP Accomplishments 7/2016 – 1/2017
• Hired and trained staff, and created infrastructure for SPP within the Division of Public Health

• Provided funding to the Idaho Suicide Prevention Hotline
• 1-800-273-TALK (8255) or 1-208-398-HELP (4357)

• Provided funding to the Idaho Lives Project for training Idaho youth in strength, hope and
resilience
• Conducted research and drafted marketing plan for statewide suicide prevention public
awareness campaign

• Provided support to the Idaho Suicide Prevention Council
• Coordinated meetings
• Updating the 2011 Idaho Suicide Prevention Plan

• Compiled and printed the annual Governor’s Report

DHW/SPP Accomplishments 7/2016 – 1/2017
• Convened two SPP stakeholder group meetings and increased collaboration

• Conducted research and began education and capacity-building for the Zero Suicide Initiative
which targets health systems and is proven to reduce suicide rates
• Conducted informal investigation of downtown Boise parking garages to identify and make
recommendations to increase safety levels at a potential “destination” garage. Recommendations
are being adopted.
• Helped establish a Lethal Means Task Force in partnership with Rep. Caroline Troy, the Idaho
Firearms Alliance and other partners
• Responded to numerous requests for information and consultation from a wide variety of citizens,
stakeholders, service providers and the media

Contact US
Linda Hatzenbuehler, Chair
Idaho Council on Suicide Prevention
208-221-6306
hatzlind@isu.edu

Kim Kane, Program Manger
Suicide Prevention Program
Division of Public Health
Idaho Department of Health & Welfare
208-334-4938
Kim.Kane@dhw.idaho.gov

Idaho

Suicide Prevention Coalition

LEGISLATIVE UPDATE 2017

ISPC Organized in 2015 with 501(c)(3) H
designation approved 2016
Mission:
Create a statewide coalition “The Idaho Suicide Prevention Coalition” in
order to have a concerted representation of public and private
supporters on suicide prevention, training, education and policy.
Objective 2015:
Support the Idaho Health Quality Planning Commission's (HQPC) and the
Idaho Council on Suicide Prevention recommendations for strategic
legislative needs and funding.

Advocacy Successes and Opportunities:
• Statute change: Mission of H&W to include suicide prevention
- Instrumental in the success of legislation and funding 2016

• Hotline Funding
• State Legislative Funding Lobby – 60% operations
• $300k infrastructure grant – J.A. and Kathryn Albertson Foundation
• $44.9k texting program grant – Public Utilities Commission
• Opportunities:
• Coroner System and Reporting Improvements
• School Prevention Program Access and Funding
• Safe Storage Awareness for Lethal Means

The Coalition’s stance is legislation is last recourse!

Coroner Reporting
Led efforts to put coroner reporting on the table with H&W and Coroner Assn:
• 5 day statute to immediate reporting
• School Reporting for Postvention practices to reduce contagion and improve supports.
• Accountability of coroners to who?
• No state agency (Medical Examiner’s Office)
• Coroner’s Association
• Voluntary system (voter accountability)
• Accurate and timely data to support the SPP efforts
• Coroner credentialing is not required.
Status of efforts with SPP, H&W and Coroner Assn:
• 48 hr reporting initiative is in place with voluntary participation
• Coroner report updates through H&W
• Education and training initiative a focus of the Assn.

Coroner:
The death of a student has a profound
impact on a school community; this is
compounded when the death is the
result of suicide. Timely action by a
school in the aftermath of a suicide is
critical to support students, staff and
parents.

Timely Reporting
What is needed:
• Timely Action – support students, staff and parents
• Coroners – first point of contact to determine suicidal death
- State Dept of Education notification essential for consultation,
resources, supports, etc
- Name of school is the only information needed for SDE

• Schools invoke Evidence Based Postvention practices – prevent contagion

Law and Behavior Health
An Uneasy Alliance
• Same Person Different Name
- Offenders (Law)
- Patients/Clients (Behavior Health)
• Public Perception
• Professional Perception

Law and Behavioral Health
Paradigm Conflicts
Avoid the Collision - Professional Responsibility
Behavioral Health Professionals
• Don’t exaggerate the state of knowledge of the profession
• Don’t ignore the problem of translating the behavior science
language into legal findings

Lawyers and Judges
• Don’t ignore the value of behavior science
• Don’t give up fact finding in favor of science

SAFE STORAGE OF LETHAL MEANS
Firearms and Pharmaceuticals

Means in Order of Completion of Suicide:
•
•
•
•
•
•

firearm
poisoning
hanging
jumping from high place
downing
cutting (sharp object)

ISPC COLLABORATION ON SAFE STORAGE EDUCATION
•
•
•
•
•
•
•
•

Idaho Suicide Prevention Program
Idaho Firearms Alliance
American Foundation for Suicide Prevention
NRA
National Shooting Sports Foundation
SPAN Idaho
The Speedy Foundation
State of UT: successes and resource sharing

…And other stakeholders to jointly raise awareness around
safe storage and handling of lethal means.

Idaho Vital Statistics Report:
• 60% of suicide deaths between 2010 and 2014 involved a firearm
• Poisoning is the leading cause of death among females in Idaho.
- Medication overdose is the primary means
- Physician’s have the highest rates – access and education
Sadly, Idaho dropped from 9th to 5th in the US in 2015 for suicide rates
(American Association of Suicidology Report Dec 2016)
ISPC is in place to direct change for a reversal in the statistics;
together we can do this!

Strategies
Partnering and Outreach
Firearm-owning community:
• shooting range owners
• hunting organizations
• firearm instructors and others
Healthcare and Pharmaceutical community
• Clinicians
• Hospitals
• Pharmacists and others
Goal:
Increase involvement in suicide prevention education and safety

Education and Awareness
Importance of Lethal Means Education:
• Healthcare Professionals and Firearm Communities
- secure medications and firearms away until the individual stabilizes
• Supporting Voluntary Safe Storage
- Education Initiatives
- Public Awareness Campaigns
- Access to Educational Materials, Resources, Gun Locks, Medication
Lockboxes, etc

Putting time and distance between a suicidal
person and lethal means can help save lives.

Awareness Campaign :
Is Your Safety On?

The National Shooting Sports Foundation and the American Foundation for
Suicide Prevention used the 2017 SHOT Show to scale up their campaign to stop
10,000 deaths over the next decade.
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MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Wednesday, February 15, 2017

TIME:

3:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:
NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:02 p.m.

APPROVAL OF
MINUTES:

Senator Lee moved to approve the Minutes of the January 27, 2017 meeting. Vice
Chairman Souza seconded the motion. The motion carried by voice vote.
Chairman Heider stated the Minutes of the February 6, 2017 meeting will be held
for a future agenda.

RS 25275

Unanimous Consent for Referral to Senate Judiciary & Rules for Printing.
Senator Foreman informed the Committee RS 25275 is a concurrent resolution
to focus public and government attention on Post-Traumatic Stress Injury (PTSI).
The resolution designates the June 2017 as PTSI Awareness Month and June 27,
2017 as PTSI Awareness Day.

UC REQUEST:

Senator Foreman asked for unanimous consent to send RS 25275 to the Judiciary
and Rules Committee for printing. There were no objections.

UC REQUEST:

Senator Martin asked for unanimous consent to hear H 11 before S 1081 to allow
time for another presenter to arrive. There were no objections.

H 11

Relating to Optometrists. Mitch Toryanski, Legal Counsel for the Idaho Bureau
of Occupational Licenses (Bureau), introduced himself to the Committee on
behalf of the State Board of Optometry (Board). The Board is comprised of five
members, and Mr. Toryanski recognized three Board members present: Dr.
Wayne Ellenbecker, Chairman from Coeur d'Alene; Dr. Joy Johnson, Vice Chair
from Nampa; and newly-appointed public member Bill Von Tagen from Boise. Also
present is former Board Chair Dr. Jack Zarybnisky from Burley.
Mr. Toryanski explained H 11 removes archaic language regarding the issuance
of licenses as well as the requirement for optometrists to display the license in a
conspicuous part of the office. The bill also requires all licensed optometrists to
be qualified to use pharmaceutical agents to both diagnose and treat conditions
of the eye by January 1, 2019. Ninety-seven percent of optometrists are trained
and qualified to dilate pupils, diagnose disease, and prescribe eye drops, but three
percent are not qualified. For the past 10 to 15 years, the Board has encouraged
the optometrists without this training to obtain it to be fully qualified, but the
optometry statute does not require it, so a handful have not done so. The Board
believes all optometrists in Idaho should be trained to the same standard, and the
fact some are not presents a public safety issue. Mr. Toryanski stated the Board
President will further explain to the Committee.

Mr. Toryanski said the bill does not impact the General Fund or the Bureau's
dedicated fund, since it does not create a new program, and license applications
will continue to be considered by the Board at regularly-scheduled meetings.
Senator Martin referred to line 32 of the bill and asked why an optometrist should
not be required to display the license. Mr. Toryanski answered the statute currently
requires all licensees to display their licenses in every office, and some have
multiple offices. Often the licensee will display the diploma from optometry school,
but the license is about the same size as a driver's license. The Board does not feel
an optometrist should be disciplined for not displaying the license conspicuously
in every office location.
Senator Jordan mentioned she has received several emails on this topic from
optometrists who are fairly close to retirement, and they are concerned about being
stopped in their careers. Senator Jordan asked whether the Board considered
grandfathering these remaining optometrists and requiring a statement that they
do not provide the services instead of precluding them from practicing. Mr.
Toryanski replied the Board's intent is not to put anyone out of business, and
grandfathering was discussed. However, the Board felt it was important to not have
any optometrists practicing who did not have qualification to use pharmaceutical
agents. The bill allows nearly two years for the optometrists to obtain the hours and
the refresher cardiopulmonary resuscitation class necessary for certification.
Senator Jordan asked if there are recorded cases of complaints or situations
that occurred as a result of this requirement not being in place. Mr. Toryanski
responded he reviewed the discipline taken against optometrist licenses since 1995,
and the records show no optometrist without the certification to use pharmaceutical
agents has been disciplined for missing something. One was disciplined for failure
to provide a contact lens prescription to a patient after he took the money, but that
is not relevant to this discussion. There have been 10 optometrists disciplined in
the last 22 years, not a high number compared to some other boards.
Senator Lee commented she is unclear on why the bill was brought forward.
It appears to be an attempt to raise the standards and knowledge for provider
competency versus actually addressing a safety concern. Senator Lee asked why
some optometrists couldn't simply choose to be certified and others make the choice
not to be certified. Mr. Toryanski replied he cannot provide a firsthand account;
however, Dr. Ellenbecker and other professionals can address that more directly.
TESTIMONY:

Dr. Wayne Ellenbecker introduced himself to the Committee. He is an optometrist
from Coeur d'Alene and the current Board chairman. Dr. Ellenbecker explained
the Board's rationale in requesting the law change. The Board is charged with
protecting the public, and the public expects to receive the same level of care
no matter what optometrist they are seeing. Having different levels of licensure
does not fulfill the accepted standard of care that all practicing optometrists have
the ability to use both diagnostic pharmaceutical agents (DPA) and therapeutic
pharmaceutical agents (TPA). Failure to either diagnose and/or treat conditions
could be visually or physically harmful to the patient. It is a threat to public safety if
all optometrists cannot practice to an accepted standard of care. If a practitioner
can prescribe a contact lens for a patient, he should also be able to manage the
complications arising from that action, such as infections, ulcers, and keratitis
which are all treated with topical medications. A practitioner should also be able
to dilate the eye and check for evidence of ocular and systemic conditions in
the retina. Even cataract evaluation is helped with dilation. Diabetic retinopathy,
hypertensive retinopathy, and tumors are examples of conditions that can only be
seen by dilation.
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Dr. Ellenbecker advised in 1993 the Legislature added a provision for therapeutic
licensing. Over 95 percent of licensed Idaho optometrists either become TPA
certified since that time or are TPA certified through the current licensing and
graduation requirements. There are only six doctors who do not have the DPA
certification to dilate, and two are active in Idaho. Currently 11 doctors do not have
the TPA licensing component and five are active in Idaho. There are 550 doctors
with both DPA and TPA certification. Since 2001, the Board has discussed this
issue numerous times. In October 2012, the Board mailed a letter to all non-TPA
certified doctors, asking them to become TPA certified, but none did. Over the
years, the Board has attempted multiple times to contact the affected practitioners
and asked them to gain TPA licensure.
Dr. Ellenbecker advised there is one remaining course that meets the Board's
requirements in Florida. The course is a ten-day course that costs $6,500. The
therapeutic management and ocular disease exam is also offered once a year and
can be taken by computer through a Pearson VUE test center at a cost of $450.
The Board has given significant warning and plenty of time to obtain therapeutic
licensure, but a few have chosen not to do so. The issue was discussed at several
Board meetings, and the affected licensees were invited to attend. The Board also
sent a postcard to all licensees regarding the proposed legislation. One optometrist
attended in person and two participated by conference call. The Board considered
the opinions of these participants and voted to move forward with legislation to
protect the public. The effective date of January 1, 2019 allows everyone the time
to become compliant. The profession is currently held to an unacceptable standard
of care, and other states will not allow license by reciprocity due to this specific
issue. All professions, medical or otherwise, are forced to change as accepted
practice patterns change.
Senator Foreman commented it is admirable the Board wants to modernize health
care, but there does not seem to be a realized threat to health care because
there are no violations or incidents. The affected practitioners have a great
deal of institutional knowledge and patients who rely on them. The providers
recognize they are not operating with all the pharmaceutical abilities as their newer
counterparts, and the providers refer patients when necessary. Senator Foreman
asked whether it wouldn't be better to grandfather these providers rather than
lose years of knowledge. Dr. Ellenbecker replied any consumer doesn't always
know or realize there is an avenue to report a bad experience. In many cases,
the problem is simply taken care of and the consumer moves on without knowing
the provider was in error. If a patient doesn't know dilation is a standard of care,
how will the patient know if something was done correctly or whether there was
an undiagnosed problem. These practitioners have already been grandfathered.
Therapeutic licensing has been available in Idaho since 1993, and anyone licensed
at that time had to go through the training process. Students coming out of school
now receive the training automatically.
Senator Foreman asked what it would cost to go to Florida to get training. Dr.
Ellenbecker repeated the available course costs $6,500 and takes ten days. There
is a follow-up test that costs $450. There would be additional travel and lodging
expenses. There are costs involved in keeping up to date in private practice. Some
new equipment and systems cost $25,000 and up.
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Vice Chairman Souza mentioned Dr. Ellenbecker is from her area and she
took all four of her children to his office when they were young. Vice Chairman
Souza stated there is a hesitation to create any situation that will put people out of
business who have been successfully practicing for many years, and she asked for
more information on the reciprocity issue. Dr. Ellenbecker replied licenses can
be recognized from state to state, but the licenses have to be equal. The Idaho
license is not equal to other states' licenses because there are three different tiers.
An Idaho licensee with a lower tier license would not be able to be licensed by
reciprocity in another state. Vice Chairman Souza confirmed it would be a burden
for an Idaho optometrist to get reciprocity in another state because the level of
practice requirements are unequal and asked if someone with a lower tier Idaho
went to another state, would the person have to take additional training or pass a
qualifying test in order to practice in that other state. Dr. Ellenbecker responded
every state is different. When someone comes to Idaho through reciprocity, as long
as the person meetings the highest level license, reciprocity applies.
Senator Anthon inquired of Dr. Ellenbecker whether an optometrist who does not
have this certification or training is committing malpractice. Dr. Ellenbecker replied
it might be a legal question, but in his opinion, the answer is yes. Certain insurance
plans require dilation in some cases, and the inability to offer that service would fail
to meet the accepted standard of care.
Senator Foreman asked if most of the patients who see this handful of optometrists
are told to see another doctor to get additional services, or are the patients
uninformed. Dr. Ellenbecker replied a patient assumes all optometrists are
licensed the same and are not informed certain services cannot be performed.
Patients assume they are getting the highest level of care available.
TESTIMONY:

Art Osterberg introduced himself to the Committee as an optometrist from Orofino
to speak in opposition to H 11. Dr. Osterberg informed the Committee there are
only four doctors to whom this law would apply (see Attachment 1). The four
remaining doctors are not leaving Idaho and don't have to worry about getting a
license somewhere else. He is not opposed to the first part of H 11 but the second
part is unacceptable because in his opinion it is wrong, unfair, discriminatory,
unconscionable, and probably unconstitutional. If passed, the law would be a form
of genocide to the senior doctors. They have the most experience and wouldn't
be here if they didn't get good results. The bill allows 22 months to practice until a
license would be pulled and they would have to go work at Walmart or Home Depot.
Dr. Osterberg asked what is wrong with his license and why can't he keep the
license he got in 1966. His record is unblemished and has practiced over 50 years,
including military optometry. He is a master refractionist who only works with
certified opticians in Lewiston and taught at Pacific University teaching doctors how
to make glasses. His current practice is a "second opinion" practice. People come
to him saying they can't see well, and he helps them see 20/20 without paying $800
for glasses. He sees patients with undiagnosed cataracts and he refers them to
Pacific Cataract and Laser Institute (PCLI) in Lewiston. His patients are always
pleased.
Dr. Osterberg commented he knew a doctor in Lewiston in the 1970s who was
an eye, ear, nose and throat medical doctor. The medical field was no longer
training doctors with that specialty but he was a good physician and the medical
board allowed him to continue practicing. If H 11 is passed into law, everybody
loses. He doesn't charge his patients $800 for glasses nor does he charge to
remake glasses if something is wrong. His income will be affected, as well as
his ability to sell the practice.
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Dr. Osterberg said he talked to the Board and was dissatisfied with the results
of those discussions. He feels the Board does not care what he says, and he
just wants to keep his license. He does not want to be grandfathered into their
therapeutic license because he wouldn't use it. He knows another optometrist in
Idaho Falls, Dr. King, who has a unique practice working with reading disabilities,
cross eyes, and stroke victims. Dr. King doesn't use therapeutic drugs and doesn't
want to use the drug. As far as Dr. King's practice, no one in the Lewiston area
does functional optometry or vision training.
Dr. Osterberg said Dr. King graduated from Pacific University in 1968. He read
a quote from Dr. King about the type of optometry services she wants to provide.
The Board has proposed legislation to protect the public but Dr. King does not
believe anyone is harmed if she does not provide pharmaceutical treatment, and
appropriate referral is more important. Dr. King will probably be forced to retire if
the legislation passes, and the public will be denied her care.
Dr. Osterberg advised he wrote the Board in 2014 and urged the Board not to
press the tiered licensure issue. All senior optometrists will be eliminated in due
time and do not need to be stressed by possible litigation, proposed legislation,
unfavorable media, and loss of income. The former Board chair told him people
don't know who they are going to if there are three tiers of license. Dr. Osterberg
said people don't care as long as the doctor can help them see. He just wants to be
left alone to take care of his patients.
Senator Martin asked if being able to dilate eyes has value to Dr. Osterberg's
patients. Dr. Osterberg said if his patients ask him if he dilates, he tells them no.
When he asks the patients if they still want him to look around in their eyes, they
tell him yes because they heard he's the best. He can still look inside the eye.
Dilation only makes a bigger window.
Senator Foreman commented he hears Dr. Osterberg saying his practice is limited
by not being licensed to use drugs, and his practice is highly specialized and fits
into a well-defined role that benefits his patients. Senator Foreman asked how
Dr. Osterberg handles his referrals to other doctors. Dr. Osterberg replied when
there is a problem he tells them and gives them a choice of two doctors to see. He
generally refers to PCLI or there are some others in Lewiston and Spokane.
TESTIMONY:

Dr. Jack Zarybnisky introduced himself as an optometrist from Burley to speak in
favor of H 11. The bill should pass because reciprocity is a big factor. If he wanted
to move to a warmer climate, because Idaho has the three tiers of license, he could
not be licensed by reciprocity in another state. The bill must pass so all optometrists
function at the same level and the general public can be assured the optometrist is
able to detect all eye diseases and prescribe the needed medications. Some of the
newer instruments cannot be used if the eye is not dilated, and some conditions
such as retinal tears, peripheral cysts, and cancer cannot be seen with just an
ophthalmoscope. Patients don't ask if a doctor can do this or that, they just assume
the doctor can do whatever is needed to take care of the situation.
Dr. Zarybnisky said Idaho needs to keep up with educational standards, and Idaho
is falling behind without this bill. Since he graduated, all schools require this training
of their students, and all health care professions need to keep going to school.
Financially, the training is not that big a burden. The other day, his own office spent
$45,000 on a piece of equipment to allow them to look into the very far periphery
of the eye to detect certain conditions. Medicaid, Medicare, and VSP Vision Care
patients are required to see a doctor who can dilate the eye. There are other
options for a doctor who does not want to obtain the training to still make a living.
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TESTIMONY:

Dr. Philip Rainey, a Boise optometrist, introduced himself to the Committee to
speak in favor of H 11. As the standard of care progresses in all medical fields, it is
wise to stay on top of as much information as possible. Much of what was learned
in school is obsolete or surpassed in only five to ten years. In order to stay at the
top tier of licensing, an optometrist must complete 18 hours of continuing education
a year, but at other tiers the requirement is only 12 hours per year. The lower-tier
optometrists are behind the current standards of care and are getting farther behind
because they have to complete fewer education hours per year.
Dr. Rainey reported there used to be other programs closer to Idaho that offered
this training, but most of the other optometrists have already completed the training.
There is only one school left and that is in Florida. The expense is not onerous and
it is a cost of doing business like upgrading a piece of equipment. The training
will make optometrists more capable.

TESTIMONY:

Dr. Joy Johnson, Board member, introduced herself to the Committee. Dr.
Johnson informed the Committee of a 1970s court case where an ophthalmologist
did not check the pressure of a young woman's eye. The patient was only in her
30s and checking pressure in someone under 40 was not the standard of care.
However, the woman developed glaucoma and vision damage, and the doctor
lost the case. The lawsuit caused the optometrists to change their practice to do
more than the basic standard.
Dr. Johnson said she graduated in 1986 and has always been able to dilate eyes,
but it is not a routine practice. Dilation changes her description of the optic nerve
and helps her watch the optic nerve over time. She has a patient with a nevus
or mole in the eye. A nevus can develop into melanoma. Dr. Johnson always
dilates the patient's eye because otherwise she cannot follow him appropriately
for changes. If she didn't know the nevus was there, she could easily miss it. It
is not always convenient for her to dilate and she can't charge extra, but it's the
right thing to do for her patients. She has purchased $2-3,000 worth of medical
equipment she can't be reimbursed for, but it gives her patients better care and
lets her sleep at night.
Dr. Johnson stated an optometrist from another state recently requested a lower
tier license and the Board was told it would be required to grant that license. An
applicant has to pass an exam but can still obtain a license without therapeutics
or diagnostics because the option exists in the law.
Vice Chairman Souza asked why an outside doctor could to request a license
without the diagnostic and therapeutic portion, and whether it is preferable to offer
choices or have a uniform license at the same standard. Dr. Johnson answered
because the law still includes the tiered license, the option exists to practice without
diagnostics and therapeutics. She can't imagine anyone wanting to practice
without at least the diagnostic portion. The Board's counsel advised the Board the
applicant had to be granted the license if requested. Ultimately, the applicant was
advised of the Board's plan to eliminate the tiered license option and the applicant
withdrew the request.
Mr. Toryanski closed by informing the Committee the Board thinks this bill needs
to pass for public safety reasons.
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Vice Chairman Souza asked for an explanation of how someone coming to Idaho
could get a license without including therapeutics and diagnostics in the practice.
It appears that the statute supports the way Dr. Osterberg wants to practice,
without offering therapeutics and diagnostics. Mr. Toryanski replied the Board
rules require someone transferring a license to the State to have therapeutic
qualifications. However, if it is a new license and the applicant has the training
and passes the exam, the applicant is not required to get a license that allows
them to use pharmaceuticals. It is something of a loophole, and the purpose of the
bill is to close that loophole. Vice Chairman Souza asked where the law states
therapeutics must be used in an optometry practice, or that an optometrist can't
practice without offering therapeutics and diagnostics. Mr. Toryanski referred to
the sentence added to Idaho Code § 54-1522 in the bill requiring every applicant to
be certified as of January 1, 2019. He would be happy to provide the additional
statutes for review. Vice Chairman Souza stated she understands the law would
require certification, but it doesn't require an optometrist to offer the services or use
them. Mr. Toryanski confirmed that understanding.
Senator Harris asked for clarification on the reciprocity issue and whether it applies
only to individual doctors or Statewide recognition of doctors. Mr. Toryanski
answered the states all have their own laws and standards. Generally, reciprocity is
given if the state where the optometrist is coming from has substantially equivalent
licensure as the state coming to. The Bureau oversees many professional licenses,
and if a professional from another state was trying to be licensed, the relevant
regulatory board would review the other state's requirements. If it was substantially
the same as Idaho's, the professional would be granted the license. If the other
state has a lower standard to be licensed, then Idaho would not allow the license.
MOTION:

Senator Jordan moved that H 11 be held subject to the call of the Chair. Senator
Martin seconded the motion.

DISCUSSION:

Senator Foreman said he would like to see a grandfather clause added to the bill.
There are only 11 people who fall into the area of concern, and they have been
practicing a long time with a lot of expertise. In short order, this will become a
moot point due to retirements.
Vice Chairman Souza stated some leeway should be given. There is a requirement
for certification but not a requirement to use the practice. There does not seem to
be any practical difference between how the senior optometrists practice and a new
optometrist who is certified but chooses not to use the pharmaceuticals. Vice
Chairman Souza commented the standard of care needs to be improved and a
multiple-tiered system is not desirable. She would like to see some amendment to
allow the senior optometrists to continue, perhaps with some sort of disclosure form
for the patients to sign so the public is aware that optometrist's practice is limited to
only certain areas. The retirement system will take care of the problem.
Senator Jordan said the primary reason she made her motion is there are some
good components to the bill but the testimony did not support that there are
threats to public health and safety. With 22 years of recordkeeping, to have so few
problems is wonderful. This bill might have come a little too quickly, and perhaps
next year, a bill will be brought forward that addresses the Board's concerns but not
put people out of business who might be filling a niche in communities.
Senator Martin would consider sending the bill to the Fourteenth Order if
amendments can be crafted this year. His intent in seconding the motion was not to
kill the bill but rather to allow for time to come up with amendments.
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Senator Anthon stated he will oppose the motion. He is in favor of the bill and the
policy position. It is a hallmark of professional licensure to have ongoing education,
especially in health care. Today when technology and technique and medicine are
advancing so rapidly, a practitioner has to keep up. That is the policy behind this
bill, and he also feels it is a good policy to have a single standard for all licensees.
Senator Anthon stressed this is a policy discussion rather than an attack on
someone's ability.
SUBSTITUTE
MOTION:

Vice Chairman Souza moved to send H 11 to the 14th Order for possible
amendment. The substitute motion failed for lack of a second.
There being no more discussion, Chairman Heider called for a roll call vote on the
original motion. Senators Martin, Lee, Harris, Foreman, and Jordan voted aye.
Chairman Heider, Vice Chairman Souza, and Senators Anthon and Agenbroad
voted nay. The motion carried.

S 1081

Relating to the Immunization Assessment Board. Senator Martin asked Dean
Cameron, Director of the Department of Insurance, to present the legislation.
Director Cameron stated the bill changes a sunset date from 2017 to 2019. In
2009, there were significant budget shortfalls, and Governor Otter recommended
cutting funding for immunizations for children on private insurance. The Legislature
adopted that recommendation, but shortly thereafter, problems developed.
Previously, the State purchased immunizations at a discounted rate, and doctors
were able to provide immunizations without regard to insurance coverage. After the
recommendation was implemented, physicians were required to keep two separate
stocks of vaccines, one for Medicaid patients and another for those privately
insured. Those vaccines were purchased at a higher cost.
Director Cameron explained the Idaho Immunization Assessment Program
(Program) was adopted to address the cost concerns. The Program was modeled
after another state's program but was adapted to Idaho and has since has become
the model for other states to follow. The Program provides for the Immunization
Assessment Board (IAB) to assess each insurance carrier based on the number
of children it insures. Funds are sent to the IAB through the Department of
Insurance and then sent to the Department of Health and Welfare (Department).
The Department buys one stock of vaccines at a lower cost for both Medicaid
patients and insured or self-funded patients, and the vaccines are distributed to
local providers. The program does not require any administrative expenses, and
every dollar paid by the carriers ends up going toward vaccines.
Director Cameron advised the Program was put in place with a two-year sunset
in order to ensure the assessments were not too great and for cost monitoring
purposes. The sunset date has been extended for two-year periods since inception,
and S 1081 would extend the sunset date of the Program for an additional two years.

MOTION:

Vice Chairman Souza moved to send S 1081 to the floor with a do pass
recommendation. Senator Lee seconded the motion. The motion carried by voice
vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:29 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare
Committee (Committee) to order at 3:01 p.m.

PAGE FAREWELL:

Chairman Heider recognized and thanked Tia Youts for her excellent work as
the Committee page for the first half of the First Session of the 64th Legislature.
Ms. Youts thanked the Committee and said she learned a lot about herself and
has grown as a person during her time at the Legislature. She plans to attend
college in the fall and work toward a degree in pediatric nursing or elementary
education. Senator Souza asked Ms. Youts the most surprising thing about
working as a page at the Legislature. Ms. Youts answered she had been
warned the Senators are grumpy, and she was pleasantly surprised to learn that
was not entirely the case. Senator Jordan thanked Ms. Youts and commented
she has been an outstanding page and has a bright future. Chairman Heider
presented Ms. Youts with a gift from the Committee.

PAGE WELCOME:

Chairman Heider welcomed Bridger Cardon who will serve as the Committee
page for the second half of the 2017 Legislative Session. Chairman Heider
asked Mr. Cardon to tell the Committee about himself. Mr. Cardon informed
the Committee he is from Idaho Falls and attends a small high school of six
students. He has been able to participate in several overseas trips as part
of his studies.

GUBERNATORIAL
APPOINTMENT:

Consideration of the Gubernatorial Reappointment of Janet Penfold to the
Board of Health and Welfare. Chairman Heider introduced Janet Penfold
and asked her to tell the Committee about herself and why she would like to be
reappointed to the Board of Health and Welfare (Board). Ms. Penfold stated
she has appreciated serving on the Board for the last 19 years and has learned
a lot. She hopes to be able to say she has served on the Board longer than
her mother, Frances Field, served in the Legislature.
Senator Martin asked Ms. Penfold about a specific accomplishment during her
time on the Board. Ms. Penfold answered she has not accomplished anything
individually, but collectively the Board has accomplished quite a bit. When
she was first appointed, the Department of Environmental Quality Board was
part of the Board. Ms. Penfold said she chose to stay on the Board when the
Department of Environmental Quality Board was separated because of her
interest in health and welfare issues. She has served under three Governors
and three Directors, and the caliber of staff serving at the Department of Health
and Welfare (Department) is phenomenal. Ms. Penfold stated she is impressed
by the people for their desire to want to help people and make a difference.

Senator Harris asked Ms. Penfold what is one of the biggest issues coming
before the Board. Ms. Penfold said there is a lot of waiting to see what
happens with the federal government and how it will trickle down to the
states. One of the biggest issues the Board discusses is funding for all the
Department's programs and services. She feels the State is doing good work
and is interested in improving people's lives.
Chairman Heider advised Ms. Penfold the Committee will vote on the
reappointment at the following meeting.
GUBERNATORIAL
APPOINTMENT:

Consideration of the Gubernatorial Reappointment of Tom Stroschein
to the Board of Health and Welfare. Chairman Heider introduced Tom
Stroschein and asked him to tell the Committee about himself and why he would
like to be reappointed to the Board.
Mr. Stroschein advised he grew up in Aberdeen and attended University
of Idaho. He spent 25 years as a sheep herder with 5,000 head of sheep.
During the economic downturn in the 1980s, he went to work for Senator
Stallings in Washington, DC and worked on agriculture issues. His wife, Ruby,
is an appraiser and they have four grandchildren. He is a retired county
commissioner and involved in Recovery Idaho.
Senator Martin asked what he and the Board have been able to accomplish,
and what the future entails. Mr. Stroschein said he has learned quite a bit
from Ms. Penfold. He was confirmed for his first appointment to the Board the
same year Director Armstrong was confirmed, and it is a privilege to work with
Director Armstrong. Mr. Stroschein said he is encouraged there is progress on
addressing behavioral health and addiction problems. One reason he wants to
be reappointed is to continue working on recovery issues.
Chairman Heider advised Mr. Stroschein the Committee will vote on the
reappointment at the following meeting.

PRESENTATION:

Idaho Caregiver Action Plan. Dr. Sarah Toevs introduced herself to the
Committee on behalf of the Idaho Caregiver Alliance (Alliance) and mentioned
she is also from Aberdeen. Dr. Toevs stated representatives from the Idaho
Commission on Aging and the Idaho Chapter of the American Association of
Retired Persons (AARP) are present, as well as caregiver members of the
Alliance. (See Attachments 1, 2, and 3 for copies of presentation and handouts.)
Dr. Toevs advised the Alliance includes anyone providing unpaid care for a
family member or loved one. The mission of the Alliance is to be the voice of
family caregivers, and it has over 350 members, including organizations and
individual caregivers. The Alliance's funding to date has come from a $200,000
grant from the Administration on Community Living, which will end in August
2017.
Dr. Toevs commented the Alliance approached the Legislature in 2015 for a
concurrent resolution for Idaho to recognize the value of family caregivers and
to create a task force to develop a caregiver plan. The Alliance held caregiver
summits in Lewiston and Idaho Falls and completed a statewide needs
assessment, looking at specific issues such as respite care and behavioral
crisis. This year the Alliance is ready to share its action plan.
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Dr. Toevs informed the Committee there are more than 300,000 family
caregivers in Idaho, providing more than 200 million hours of unpaid care each
year. Seventy percent of family caregivers work full or part-time. In 2010, there
were six working adults for every retiree, and in 2020 the ratio is projected to
be three working adults for every retiree. Dr. Toevs reported Idaho is 42nd
in the U.S. in providing support for family caregivers and 49th in the U.S. for
reporting levels of caregiver stress, worry, and exhaustion. Dr. Toevs said
caregivers provide increasingly complex medical and psychological care to
maintain people in their homes and delay the need for costly institutional care.
Forty-eight percent of Idaho's Medicaid budget allocated to long-term care
services is spent on institutional care. There is evidence family caregivers
reduce readmissions to hospitals and reduce emergency room use, and they
enable families and the care recipient to thrive.
Dr. Toevs presented the Alliance's action plan of four goals and ten objectives.
The most pressing need is for respite care to give caregivers a break from their
duties. Caregivers also need culturally appropriate and local resources, training,
and a network of navigators for times of crisis. Respite resources are included
on the map provided in the report. While it appears from the map there are
many respite providers in Owyhee County, the accuracy of the data is doubtful.
There are currently no standards for respite care workers, nor a registry of
providers, and there is no central tracking information for respite requests.
Dr. Toevs reported the Alliance has worked to improve caregiver training. Using
grant funds, the Alliance arranged for the Powerful Tools for Caregiver (PTC)
program to be available in all regions of the State. The PTC program is evidence
based and helps build caregiver resiliency, improve communication and time
management skills, and assist caregivers' ability to function more effectively. Dr.
Toevs stated other organizations are starting to expand training opportunities.
Dr. Toevs mentioned the Alliance provided resources to add a new caregiver
and respite support button to the Idaho 2-1-1 Careline, and the Alliance will
help maintain that option with the Careline. The Alliance has worked to raise
awareness about family caregivers, allowing caregivers to be included on
boards of other State programs and a wide variety of private organizations. The
Alliance believes tax incentives and tax policies could be enhanced to improve
support for caregivers.
Dr. Toevs stated the Alliance's next goal is to identify an ongoing funding source
to continue its important work, ideally through a public-private partnership.
Having resources to ensure data can be collected and report back whether
what the Alliance is doing is making a difference. The Alliance is looking for a
sponsoring agency with a statewide reach and the ability to coordinate various
programs, and it will require people, money, and infrastructure.
Senator Lee inquired if there are states with good support systems for
caregivers that could be used as a model for Idaho. Dr. Toevs answered Utah
and Nevada have strong and innovative caregiver supports. The primary need
expressed by caregivers is for respite support. Suggestions for improving local
respite support have included using off-duty National Guard members and
Medical Corps Reserve members as part of a community respite team.
Vice Chairman Souza asked if the Alliance has connected with any faith-based
groups to build a public-private partnership. Dr. Toevs replied the faith-based
community is extremely important and a good resource for trusted volunteers.
The Alliance also considers health care providers as important to achieving
outcomes, along with groups such as AARP Idaho and Idaho Parents Unlimited.
Providing an infrastructure for these entities to come together is critical to
sustain the work begun by the Alliance.
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HCR 3

Relating to Family Caregivers. Representative Christy Perry introduced
herself to the Committee to present HCR 3 as a follow-up to the Alliance's
presentation. The concurrent resolution highlights the services provided
to Idaho citizens in their homes by family and friends without monetary
compensation from the State of Idaho. This approach is consistent with Idaho's
values of independence, self-sufficiency, and caring.
Representative Perry commented that caregivers provide approximately 201
million hours of uncompensated care annually, and Idaho's health care system
depends on at-home caregivers to care for nearly 100,000 Idahoans of all ages.
The cost of this care is estimated at $2.1 billion annually. HCR 3 draws attention
to the number of Idahoans in need of care, the complex changes facing
uncompensated caregivers, and the cost savings to Idaho because of their
efforts to keep citizens out of institutions for as long as possible. The resolution
also recognizes the initiative that was taken to understand and address the
growing concerns surrounding the increasing demands and medical complexity
of cases placed upon caregivers.
Representative Perry stated the resolution asks the Idaho Legislature
to support the Idaho Lifespan Family Caregiver Action Plan and its
recommendations, including to: 1.) increase public awareness for family
caregiving and its burdens and benefits to the families; 2.) provide training to
caregivers who are increasingly tasked with managing difficult medical and
psychological conditions; 3.) improve caregiver support, including respite
care resources; and 4.) integrate family caregivers into health care system
discussions and transformations.

MOTION:

Vice Chairman Souza moved to send HCR 3 to the floor with a do pass
recommendation. Senator Harris seconded the motion. The motion carried by
voice vote.

H8

Relating to Massage Therapists. Mitch Toryanski, Legal Counsel for the
Idaho Bureau of Occupational Licenses (Bureau), introduced himself on
behalf of the Board of Massage Therapists (BMT). Mr. Toryanski explained
H 8 adds a criminal-based background check as a licensing requirement for
massage therapists for both new applicants and existing licensees. S 1259
(2012) provided for State licensing of massage therapists. Prior to that time,
some cities regulated massage therapists, and some local ordinances required
a fingerprint-based criminal background check for massage therapists. The
massage therapist licensing legislation did not include that requirement, but
after having worked with the public for the last five years, the BMT concluded it
would be in the interest of public safety to require a background check.
Mr. Toryanski said the bill does not change the information an applicant
must give the BMT nor does it change the criteria by which the BMT decides
whether or not to issue a license. The requirement increases the likelihood that
the criminal history information the Board considers is complete and correct,
because the information supplied by the applicant would be verified. There is
no fiscal impact to the General Fund, but the Bureau would need additional
spending authority to pass through the $37 one-time fee from the license
applicants to the Idaho State Police.
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Senator Foreman asked whether the current procedure involves fingerprinting.
Mr. Toryanski answered the only information obtained by the BMT is what the
applicant provides. There are no disqualifiers in the law but certain convictions
must be reported, such as narcotics convictions, felonies, and crimes of moral
turpitude. An applicant with something to hide has an incentive not to report it.
Senator Foreman suggested the BMT consider obtaining background checks
without fingerprinting and asked if the BMT is having problems with either new
applicants or existing licensees. Mr. Toryanski replied the BMT currently has
no way to get information on subsequent crimes after an applicant has been
licensed. As for problems encountered by the BMT, there will be testimony later
regarding at least one situation involving a massage therapist.
Senator Martin asked for clarification about the $37 background check charge.
Mr. Toryanski answered it is a one-time $37 pass-through charge.
Senator Harris inquired how long a background check takes and the length of
time fingerprints would add to the licensing process. Mr. Toryanski responded
the BMT intends to invest in a fingerprint scanner to shorten the time for
obtaining background check results from four to six weeks to two to three days.
Vice Chairman Souza stated she is uncomfortable with the bill because it
comes across as an invasion of privacy. She asked why a simple background
check would not accomplish the same result and why fingerprinting is necessary
if there have not been many problems or if it doesn't change the criteria on which
the BMT would decide an application. Mr. Toryanski answered he would like to
have others provide testimony to assist with responding to these concerns.
TESTIMONY:

Mark Estess of Eiguren & Ellis introduced himself to the Committee as
the Executive Director of the Idaho Chiefs of Police Association. The 2012
legislation preempted the various city ordinances and precluded the cities
from conducting this type of background check. It is difficult to give details of
past and current cases due to confidentiality issues but some involve human
trafficking. The chiefs of police reviewed H 8 and asked Mr. Estes to convey to
the Committee their strong support of the bill.
Vice Chairman Souza asked for further information on how the bill relates to
sex trafficking. Mr. Estess replied there is no way to get information about
people coming into the area to obtain massage therapy licenses and some are
brought in by others. Vice Chairman Souza stated she does not understand
the connection between sex trafficking and fingerprinting massage therapists
who may have been practicing for years without any problems. Mr. Estess
answered he is not the expert in this area. He would be happy to obtain
more information for the Committee to better address Vice Chairman Souza's
concerns.
Chairman Heider commented he does not believe fingerprints are invasive but
rather merely help law enforcement identify people who might be arrested. It
is a very standard and normal procedure. Vice Chairman Souza responded
she has heard from some constituents who are unhappy about the proposed
legislation because they see it as invasive.
Senator Foreman said he agrees with Vice Chairman Souza. The motivation
is undoubtedly altruistic but he thinks it is unnecessary, most people don't like
it, and it's expensive.
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TESTIMONY:

Becky Olinger introduced herself to the Committee on behalf of the Idaho State
Chapter for the American Massage Therapy Association. The national and
state associations strongly support H 8. The industry wants to ensure legitimacy
of its profession, and this bill is one way to distinguish the profession from
another with a similar name that does not have a good reputation. It is possible
to purchase a fake identification card and fake diploma from the internet for
$1,200 in order to obtain a massage therapy license.
Ms. Olinger informed the Committee that massage therapists work in a wide
range of venues, from clinics to doctor's offices to in-home studios and even
clients' homes. The clients are potentially very vulnerable because the work
is "hands on," sometimes clients are only partially clothed, and clients lie
on a table with the therapist standing over them. It is sensitive health care
work, and she often receives referrals from chiropractors and doctors. Those
professionals are shocked there is no background check requirement for
massage therapists, and patients assume the therapist has been checked out.
Ms. Olinger commented the massage therapy license application requires a
therapist to self report any convictions and disclose any improper behavior on
the part of another massage therapist. Most clients do not know about the
Idaho Repository, nor does the Repository cover events happening outside
the State of Idaho.
Senator Jordan asked if all massage therapy clients are adults, or if some are
children. Ms. Olinger replied some of her patients are minors, and there is a
requirement that a parent be in the room. Senator Jordan further inquired what
would prevent a massage therapist from failing to tell the parent about that
requirement and being in the room alone with the child. Ms. Olinger responded
it is part of the license law and their job to inform the parent of the requirement.
Some parents are surprised to hear about the requirement, and some are willing
to drop off their children and pick them up afterwards.
Senator Lee expressed concern about the rule requiring current massage
therapists to have a new requirement. She asked for clarification on how the
BMT would apply such a broad requirement to existing practitioners and what
the BMT approach to discipline would be. Ms. Olinger commented she is
unsure whether the BMT has the ability to look at the Repository as part of its
process. She is the President of the industry association and cannot address
what the BMT might do as far as discipline. As far as doing background checks
on current therapists, the legislation has been in place for five years, and she
is sure there are some licensees who have an inappropriate background, but
she can't prove it.
Senator Lee said she is concerned about unlicensed people performing
massage therapy, but she doesn't understand how the background check would
solve that problem. Her concern is that the law might be intrusive to those who
are law abiding and result in the BMT collecting personal data on licensees.
Ms. Olinger responded there are 500 members in the state association, and
she has not heard from anyone opposed to this legislation. The $37 cost of a
background check is a cost of doing business.
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Senator Agenbroad said he has heard good arguments on both side of this
issue, and he asked if there is any record of identity theft or unauthorized
access to personal information by a massage therapist. Ms. Olinger answered
she has not heard of any situations involving that type of activity. Senator
Agenbroad further inquired about the opinions of the licensees who are not
members of Ms. Olinger's association. Ms. Olinger replied she has only heard
from the members of her association. There is another national professional
association, but she has not spoken with that group and does not know whether
they have received any comment on the bill. Ms. Olinger added 29 states
currently require a background check as part of the licensing process.
TESTIMONY:

Steve Yerger introduced himself to the Committee and stated he became
involved in this issue after his wife was assaulted by a massage therapist last
year. He learned at that time the licensees do not have to undergo a criminal
background check. His wife assumed the licensees had been checked out. Mr.
Yerger said he talked to 25 people after the incident with his wife, and all of
them said they assumed a criminal background check was part of the licensing
process. He has been working with the BMT on this matter.
Mr. Yerger works primarily in Idaho and Oregon in armed and unarmed security
and Special Investigations Unit work. He has helped corporations set up
background check processes in accordance with the law. A simple background
check is not always accurate because people can change their name, date of
birth, and social security number. He has encountered this many times in his
experience. Mr. Yerger uses the same database that law enforcement uses
to conduct his background checks. If the person entering data into the system
mistypes something, even one letter or number, the results of the background
check will vary and may be inaccurate or incomplete. He must undergo a
background check himself periodically for his work
Mr. Yerger reported the owner of the massage therapy clinic where his wife
was assaulted tried to conduct due diligence on the assailant before employing
him. The owner checked the Repository and found nothing. After the incident
with his wife, Mr. Yerger was able to find information on the Repository that
the assailant had two previous convictions for the same type of events, violated
a no-contact order against one of the victims, and had an additional sealed
criminal record. It is likely the clinic owner did not know how to search on the
Repository. The best and most reliable background check is by fingerprinting
because it is national and it is very difficult to change fingerprints.
Mr. Yerger commented Oregon just had a case where a massage therapist
was convicted. When the police did a media release about the case, 10 more
women came forward. It is difficult to come forward after a sexual assault.
Based on his experience with investigations and background checks, it is safe to
say there is more going on than the BMT knows about or than the public hears
about. It was difficult for his wife to press charges and she even had a hard time
telling Mr. Yerger about it because she blamed herself and felt helpless. The
person who did this to his wife lied on his license disclosure and had been
operating for some time. After the media release, two other women came
forward who did not want to press charges, and subsequently the assailant
was found to be operating with an invalid license. It is the government's job to
protect people when they can't protect themselves, and regular citizens can't
navigate the background check process on their own.
Mr. Yerger reported his wife's assailant spent five days in jail, and his license
was revoked but he can reapply for a license after five years. He believes if this
bill passes, a number of people will be found not to qualify for a license.
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Vice Chairman Souza remarked she appreciates Mr. Yerger's testimony
because he is a professional in a related field. She asked if there is a lower level
of background check that could be conducted by an expert group and used for
people already in the profession who have been successfully performing their
work. Mr. Yerger replied there are background checks available on the internet
for $40 and the quality is not good. A company with the infrastructure and
access to the proper database could provide that service. Mr. Yerger typically
conducts two or three of the lower level background checks on the same person
because the results often vary. He just did one check where the person had
three different variations of their name. This approach can be more expensive
and time consuming than taking fingerprints on a scanner.
Mr. Toryanski was recognized to conclude remarks on the bill. The Bureau
serves other boards that require fingerprint background checks, including
driving businesses, real estate appraisers, residential care administrators. The
Board of Medicine, Board of Nursing, and Board of Pharmacy all require it. The
majority of other states do require fingerprinting. People from other countries
have been imported to various locations and apply for massage licenses.
The people are not who they say they are, and their training and credentials
are not as represented. The fingerprint-based background check assures the
information received is for the correct individual. People are very surprised
when they hear that massage therapists do not have to undergo a background
check to be licensed. The BMT has received letters from massage therapists
who are not in support of the legislation, but others are very supportive because
their clients will have more confidence in them.
Senator Lee asked if there is anything to prohibit the BMT from comparing the
information on the license application to the Repository and sanctioning people
who have lied on their applications. Mr. Toryanski replied there are more than
2,000 licensed massage therapists, who all attest to their records. The BMT
is comprised of five volunteers who process renewals, and they would have
to hire an employee for that purpose. The legislation contemplates hiring a
part-time employee to handle the initial fingerprinting process, but existing staff
could handle the work load after the transition. Mr. Toryanski explained he
has used a number of databases, and the Repository is very cumbersome. In
addition, the State of Idaho is moving to a new electronic court system, and it is
becoming even more difficult to obtain useful information.
MOTION:

Senator Martin moved to send H 8 to the floor with a do pass recommendation.
Senator Harris seconded the motion.
Senator Jordan said she intends to support the motion for several reasons.
First, it is instructive that the professional association and the chiefs of police
support it. There was a significant problem in Boise City with some people
opening spas, but they were not performing actual massage therapy. That was
the reason the fingerprint requirement was put into place, and many of the
women were found to be working against their will. When the law changed,
authority was preempted from the cities, but there was no corresponding
transition of responsibility. This is a responsible approach.

SUBSTITUTE
MOTION:

Senator Foreman made a substitute motion that H 8 be held in Committee
subject to the call of the Chair. The motion failed for lack of a second.
Vice Chairman Souza stated she will hesitantly support H 8 and looks forward
to receiving more information from Mr. Estes and Mr. Toryanski. There is
enough validity to send the bill to the floor to allow the full Senate to vote on it.
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Senator Lee commented she is having a hard time supporting the bill because
it does not address the issue of people practicing without licenses. Some of
the people Senator Jordan mentioned will not be caught because they don't
have a license to start with. This bill might not strike the right balance and she
is unsure whether she can support it on the floor.
Chairman Heider called for a roll call vote on the original motion. Chairman
Heider, Vice Chairman Souza, and Senators Martin, Lee, Harris,
Agenbroad, and Jordan voted aye. Senator Foreman voted nay. The motion
carried.
H9

Relating to Massage Therapists. Mr. Toryanski presented H 9 on behalf of
the BMT. The bill would increase the BMT member honorarium from $50 to
$100 for attending a meeting. There are five members who meet six times
per year on average. If every BMT member attends every meeting, the total
honoraria per year would increase from $1,500 to $3,000, a maximum increase
of $1,500 to the Bureau's dedicated fund. There is no fiscal impact to the
General Fund. BMT members receive no credit for State service and are
not part of the Public Employee Retirement System of Idaho (PERSI). The
honorarium is a stipend to partially offset the loss of income absorbed by BMT
members for providing a day of State service. The meetings usually last all day
and some BMT members travel to Boise from around the State. BMT members
must review large amounts of documentation to prepare for each meeting, and
there is no compensation for teleconference meetings.
Senator Agenbroad asked how the increase in the honorarium compares to
other board honoraria. Mr. Toryanski answered the honoraria range from $0
to $100 per meeting. Of the boards served by the Bureau, seven receive no
honorarium, 13 receive $50, one receives $75, one receives $100, six receive
$35 and two receive $25. Last year, the Board of Pharmacy successfully
requested an increase for its board members from $50 to $100.
Senator Martin moved to send H 8 to the floor with a do pass recommendation.
Senator Jordan seconded the motion. The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:44 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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ICA VISION: To serve as the voice, convener,
and catalyst for support of unpaid family
caregivers across the lifespan.

The mission of the Idaho Caregiver Alliance is to
advance the well-being of family caregivers by
promoting collaboration that improves access to
quality support and resources, including respite for
caregivers across the lifespan.
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Executive Summary

F

amily bonds and support are hallmarks of the State of Idaho and cornerstones of independence for
older adults and individuals with physical or emotional disabilities, or chronic illnesses. The support

provided by families is often fundamental to this independence and the value of unpaid family
caregiving is receiving increased attention in Idaho and throughout the United States.

Why this attention now?


In part, it is due to demographic change – 10 years ago, the ratio of working age adults to older
adults was 6 to1. By 2020, this ratio will be 3 to 1. In addition, more families of children and
adults with disabilities are opting for home-based care. There are and will be fewer and fewer
caregivers for a rapidly increasing number of people needing care.



Family caregivers manage increasingly complex medical and/or psychological conditions without
the support and training they need. The supports that do exist are fragmented and difficult to
access.



Family caregiving is not free. The costs include lost income to the caregiver and lost productivity
to an employer. For example, the income generating potential for a caregiver is projected to be
$600,000 less over a lifetime and employers lose an estimated $33.6 billion annually related to
employee caregiving responsibilities.



Caregiving takes its toll on caregiver health and wellbeing and impacts the entire family.



Support from family caregivers can delay the need for costly institutional care. In 2014, Idaho
spent $271,522,099 or 48% of its Medicaid budget on care in nursing facilities, intermediate care
facilities for individuals with intellectual disabilities (ICFs/ID) and inpatient psychiatric hospitals.

The absence of a solid support structure for caregivers takes a serious toll on the economic and social
wellbeing of families, businesses, and communities across Idaho.

What can Idaho do to support caregivers?
The Idaho Lifespan Family Caregiver Action Plan offers an evidence-based set of recommendations to
put Idaho ahead of the caregiver crisis curve and set a course into a future that is economically viable for
caregivers, employers, and service systems. The plan proposes:
 A range of supports that can mean the difference between caregivers being able to manage
their caregiving responsibilities and their own health vs. losing their jobs or placing their family
members in out-of-home care. These supports can range from respite care to information and
training to legal, financial, and tax-based supports.
 Increased public awareness to ensure that caregivers identify themselves in order to seek
support and a general public that recognizes the contributions and needs of caregivers and
understands ways by which family caregivers can be supported.
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 A seat at the table as Idaho pursues changes to its primary care, behavioral health, and longterm supports systems. This will ensure that the voice of family caregivers is recognized and
their expertise and experience are included in caregiving decisions.
 A sustained voice for Idaho caregivers through the continuation of the Idaho Caregiver Alliance,
an umbrella organization that promotes collaboration to improve access to quality support and
resources for caregivers across the lifespan.

What are the Next Steps?
The perspectives and expertise of caregivers and allies from public and private organizations in Idaho
provide the foundation for the Idaho Caregiver Action Plan. The Plan, available on the Idaho Commission
on Aging and Center for the Study of Aging, Boise State University websites, is designed to identify and
enhance local supports for family caregivers.
The aim of the ACTION PLAN is to be proactive; to prevent or delay the need for costly institutional care,
maximize independence, and keep families together in their communities. Implementation of the
ACTION PLAN will require an investment of resources, but as demonstrated by caregiver initiatives in
other states, the effort will yield significant dividends.
An electronic copy of the Idaho Lifespan Family Caregiver Action Plan and Executive Summary is
available through Center for the Study of Aging at Boise State University,
https://hs.boisestate.edu/csa/idaho-lifespan-family-caregiver-action-plan/
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Introduction

T

he work force of unpaid family caregivers is receiving increased attention in Idaho and throughout
the United States. This is due, in part, to recognition of the critical role families play in the health

care delivery system. The Idaho Caregiver Alliance (ICA), a collaborative initiative of the Idaho
Commission on Aging, the Center for the Study on Aging at Boise State University, Jannus Corporation,
Idaho Parents Unlimited, Idaho Department of Health and Welfare (Public Health, Medicaid, Children’s
Behavioral Health, and Service Integration), AARP Idaho, family caregivers and others, is leading this
effort in Idaho. The mission of the ICA is to advance the well-being of caregivers by promoting
collaboration that improves access to quality support and resources for family caregivers across the
lifespan. This document outlines the rationale and goals for a Lifespan Family Caregiver Action Plan for
Idaho.
There is a vast, invisible workforce of caregivers in Idaho. Each year, more than 300,000 - 1 out of every
4 adults in Idaho - assume critical, ongoing care responsibilities for
aging parents, siblings, spouses, children, or grandchildren with
physical or emotional disabilities, or chronic illnesses1,2. These family
members provide over 201 million hours of uncompensated
care annually at an estimated value of $2 billion to Idaho’s
economy.3 This is equivalent to Idaho’s current budget for all
publicly-funded long-term care services.4

MEDICAID LONG-TERM COSTS FOR IDAHO
Home Health &
Personal Care
$298,985,858
52%
Mental
Health
Facilities
$3,072,113
1%

Nursing
Facilities
$220,644,290
39%

Access to support for family
caregivers is important in delaying
the need for costly institutional
care. As in many states, a significant
proportion of Idaho Medicaid
expenditures for individuals eligible
for both Medicare and Medicaid are

ICF-ID
$47,805,696
8%

for services in nursing facilities,
intermediate care facilities for
individuals with intellectual
disabilities (ICFs/ID) and inpatient

Figure 1 – Idaho Medicaid Long-Term Care Costs
1

Across the States: Profiles of Long-Term Care and Independent Living Idaho 2012: Valuing the Invaluable Update:
Understanding the Impact of Family Caregiving on Work (AARP Public Policy Institute)
2 Idaho Caregiver Needs and Respite Capacity Report, 2014. (Cirerol, T & Toevs, S.E. )
3 Across the States: Profiles of Long-Term Care and Independent Living Idaho 2012: Valuing the Invaluable Update:
Understanding the Impact of Family Caregiving on Work (AARP Public Policy Institute)
4 FY 2016 Legislative Budget Book (Department of Health and Welfare FY 2015 appropriation, p. 2-8)
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psychiatric hospitals. In 2014, Idaho’s Medicaid spending for long-term care was $570,507,957, just
under 1/3 of its total budget. Of this amount, 48% or $271,522,099 was spent on care in these settings.5
An investment in family caregivers reflects Idaho’s values of fiscal responsibility and the
Governor’s commitment, “to using common sense in ways that make better use of our tax dollars now
and in the future.”6

Who is a Caregiver?
As expressed by Rosalynn Carter, “There are four kinds of people in the world: those who have been
caregivers; those who currently are caregivers; those who will be caregivers; and those who will need
caregivers.” Caregiving encompasses many responsibilities and has
many different faces. A family caregiver may be a parent caring for a
child with serious medical issues, or a young adult taking care of a
grandparent with a heart condition. Caregiving may be a sister caring
for a brother with schizophrenia, or a husband supporting and caring
for a wife with dementia. Often, a caregiver fulfills a combination of
these roles. The care provided may range from a trip to the grocery

What do Family
Caregivers Provide?

Complex medication
management
 Care coordination
 Wound care
Mental health

store or a medical appointment, to 24/7 care involving medication

planning &

administration, wound care, or other complex medical services. A

supervision

caregiving role may last a few months or a lifetime, and although
these responsibilities are taken on willingly and with love, they come
at a cost to individuals, families and society.
The ICA acknowledges that the term “caregiver” can carry a negative
connotation. Care partner or carer or an individual’s relationship to
the care recipient (spouse, parent, sibling, etc.) is often preferred
terminology. It is important to acknowledge that words matter and
can influence our thinking and actions. However, the ICA has opted to
use the term “caregiver” based on its use by local and national
organizations, funding agencies, and its broad recognition by the
general public and stakeholders. There is no intention to demean or

 Personal care
Financial
management
Health insurance
advocacy
 Transportation
 Emotional and
spiritual support
 Medical equipment
operation
 Interpreting medical
directions

diminish the work being done or the reciprocal relationship between
the recipient of services and the person providing the support.
Changing demographics. While the number of older adults is increasing across the country, Idaho has
the ninth fastest growing population of people over the age of 65. Based on current projections, 20% of
the population in Idaho will be 65 or older by 2020, whereas the population of working age adults will
5

Distribution of Spending on Long-Term Care (Kaiser Family Foundation, 2014)
Idaho indicators aging and work. State Perspectives at Boston College (Wong, M., McNamara, T., Shulkin, S., Lettieri, & C.,
Careiro, V., 2008)
6
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only increase by 0.2% a year over the next decade.7 Ten years ago, there were approximately 6 working
age adults for every person age 65 and older. By 2020, this ratio is projected to decrease to 3:1 – a 50%
reduction. 8 This demographic shift foreshadows a caregiver crisis; Idaho will have significantly fewer
family caregivers to care for a growing aging population.

Figure 2 – Change in age distribution of Idaho population: 2001 -2013
Idaho Department of Labor

Caregiving is not just about older adults. It also impacts families caring for children with disabilities. In
2012, 8% of U.S. adults reported providing unpaid care to a child living with health challenges or
disabilities, up from 5% in 2010.9 As the U.S. population ages and as medical advances save and extend
more lives and more people across the lifespan opt for home-based care, this upward trend in the need
for family caregivers will continue.

The Costs of Caregiving
Impact of Caregiving on the Caregiver and Family
Family caregiving impacts all aspects of a family’s economic and physical wellbeing. Caregiving can
jeopardize a family’s ability to maintain their housing or provide care for a loved one, or cause a family
member (including the caregiver) to postpone educational opportunities that could improve their
future. The demands of caregiving create stress not only on the caregiver, but other family members as
well. For families with children with disabilities, siblings also feel the impact as the family focuses
energy and attention on the demands of the child with special needs. The demands are further
heightened for individuals providing care for a child and an older family member simultaneously.

7

Idaho’s Population Growth Slowed During Recession (Idaho Department of Labor, 2015)
Ibid
9 Family Caregivers are Wired for Health. Pew Internet and American Life Project (Fox, S., Duggan, K., Purcell, K., 2013)
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Uncompensated caregiving is not “free.” There

Caregivers often provide out-ofpocket financial assistance

are many hidden financial, physical, and
emotional costs to uncompensated caregiving.
Twenty-two percent of caregivers of younger

Reducing contributions to their
savings and retirement

adults with disabilities indicate they are
experiencing financial strain from out of pocket

Paying for care with their own
savings/retirement funds

diminished capacity on the part of many working

people say they are currently providing direct

62
0
20
40
60
Percent of caregivers

families to take care of themselves and their
retirement confidence survey, 29% or 3 in 10

45

Reducing their base quality of life

support.10 These contributions reflect a

(other) family members. According to a 2015

38

80

Figure 3 – Out-of-pocket financial assistance
Beyond Dollars: The Expanding Circle of Care, Executive Summary, Genworth
Financial, 2016

financial support to a relative or friend. According to a Pew Research Center study, 28% of adults with a
parent age 65 or older helped their parents financially within the past year.11 The financial impact of
caregiving increases with the intensity of the care provided, the geographic distance between care
recipient and care provider’s places of residence, and access to supportive resources.
Families are unable to manage the cost of long-term care. Insurance policies for long-term care can be
purchased as a means of paying for all or part of the cost of care in a facility or at home, but this option
is becoming increasingly unaffordable.12 People with low incomes and few financial resources have no
option but to rely on Medicaid. At the other end of the wealth spectrum, people can pay for extended
care out of their savings. The dilemma is hardest for the large number of people in the middle. With
significantly increased premiums and fewer benefits, retirees on fixed incomes are increasingly canceling
their long-term care policies.13 A major factor in the decision to purchase – or keep – long term care
insurance is whether the person will have family or friends to provide at least some unpaid help. Many
people are counting on such free help, but there is a shrinking number of family caregivers, due to
smaller families and other demographic shifts.14
Most caregivers are juggling work and caregiving. While each situation is unique, nearly 70% of Idaho
caregivers are employed full or part-time and caring for their own children or an aging parent.15 A
national study indicates that 6 out of 10 caregivers have had to make workplace accommodations to
meet their caregiving responsibilities (see Figure 4). These changes can range from cutting back work
10

Caregivers of Younger Adults: A Focused Look at Those Caring for Someone Age 18 to 49, (AARP Public Policy Institute), June,
2016, p.8
11 Family Support in Graying Societies: How Americans, Germans and Italians are Coping with an Aging Population (Pew
Research Center, 2015)
12 Long-Term Care Insurance Less Bang More Buck (Kaiser Family Foundation, March 17, 2016)
13 Why Do People Lapse Their Long-term Care Insurance? (Hou, W., Sun, W., & Webb, A. Center for Retirement Research at
Boston College, October 2015, 15-17)
14 Long-Term Care Insurance: Is It Worth It? (Scism,L, Wall Street Journal, May 1, 2015)
15 Idaho Caregiver Needs and Respite Capacity Report, 2014. (Cirerol, T & Toevs, S.E. )
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hours to taking a leave of absence, to

Impact of caregiving on work/career

receiving a warning for poor
performance or attendance.16 The

24

Repeatedly late for work

demands of caregiving may also require

26

Missed career opportunities

reducing paid employment or leaving

35

Repeated work absences

employment altogether. In fact,

41

Lost vacation or sick time

52

Had to work fewer hours
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employment outside the home
may be impossible for some parents of
children or adults with disabilities,
because caregiving is their
uncompensated full-time job. A recent

Figure 4 - Impact of caregiving on work/career
Beyond Dollars: The Expanding Circle of Care, Executive Summary, Genworth Financial, 2016

study estimates that working

caregivers lose about $660,000 in wage wealth over their lifetime because of work sacrifices.17
Employment difficulties such as these cause a ripple effect: loss of health care benefits, diminished
financial independence, and severe physical and emotional stress for the caregiver.

Caregiving can negatively affect the health of the caregiver. According to the 2012 Stress in America
report, individuals who care for family members who are chronically ill have higher levels of stress and
poorer health than the population at
Negative health impact of caregiving
large. What’s more, while older adults
often report lower stress levels, those
who shoulder caregiving
Negative impact on health
responsibilities are more stressed and
& wellbeing
21%
29%
have poorer physical health than their
Depression, mood swings,
peers.18This stress can lead to
resentment
depression, anxiety, sleep problems,
23%
Negative impact on
and health issues such as obesity and
relationship with family,
27%
spouse
high blood pressure. Caregivers are
High level of stress
also more likely to get sick than the
general population, 17% versus 6%,
respectively.19 There is also evidence
Figure 5 – Negative health impact of caregiving
that spouses caring for a partner with
Beyond Dollars: The Expanding Circle of Care, Executive Summary, Genworth Financial, 2016
dementia are at an increased risk of dementia themselves.20 With these negative health impacts,
caregivers are ultimately at risk of needing care – and a caregiver – themselves.
16

Caregiving in the U.S., Executive Summary (AARP Public Policy Institute, June, 2015, p.22)
About Caregiving, Guide to Long Term Care Planning (Day, T. National Care Planning Council, 2016)
18 Stress in America: Our Health at Risk (American Psychological Association, January, 2012, p. 5)
19 Stress in America: Our Health at Risk (American Psychological Association, January, 2012, p. 8)
20 Does caring for a spouse with dementia promote cognitive decline? A hypothesis and proposed mechanisms (Vitaliiano, R.P.,
Murphy, Young, H.M., Echeverria, D., & Borson, S., Journal of the American Geriatric Society, 59, 900-908)
17
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Economic Consequences of Caregiving on Employers
It is estimated that U.S. businesses lose $25-28 billion annually in lost productivity due to the
absenteeism of caregivers.21 That figure increases to $33.6 billion when including the costs of replacing
employees, workday distractions, supervisory time and reduction in hours from full to part time.22,23 In
fact, the average annual cost to employers per
full-time working caregiver is $2,110.20.24

How Can Idaho Support the Caregiver?
We Need Caregiver Supports
Caregivers need support to sustain and expand their caregiving capacity and avoid costly health challenges.

These supports include such things as transportation assistance, spiritual and emotional support, and
workplace flexibility. These forms of assistance are important, often decisive factors between the care
recipient remaining at home or being placed in a nursing home or other facility; between a caregiver
remaining employed, or being pushed out of the workforce; between a family being able to remain in
their home town, or having to relocate to access needed services. Critical supports include:
 Respite Care: Having some “time away” from caregiving prevents or delays burnout, relieves
caregiver stress, and allows caregivers time to take care of themselves. A clear understanding of what
respite services are and their importance, how to find and access respite care, methods of funding such
services, standards for respite providers,
and a statewide respite registry are
needed to provide this vital form of
assistance to caregivers. Respite care is an
investment in both family and community
wellbeing by keeping caregivers employed
and socially engaged.
 Information and Training:
Caregivers are increasingly expected to
manage complex medical and/or

“Caregiving has all the features of a chronic stress
experience: It creates physical and psychological strain
over extended periods of time, is accompanied by high
levels of unpredictability and uncontrollability, has the
capacity to create secondary stress in multiple life
domains such as work and family relationships, and
frequently requires high levels of vigilance.”
Schulz and Sherwood
In Physical and Mental Health Effects of Family Caregiving,
2009

psychological conditions with little to no information, instruction, or support. At present, assistance and
information for caregivers is limited, fragmented, and based mostly on the needs of the care recipient,
and not resources for the caregiver. Comprehensive information and training are needed for caregivers
21

The Cost of caregiving to the U.S. economy, and what business leaders can do about it Business Journal, (Witte, D., December
1, 2011. Data are from the Gallup-Healthways Well-Being Index, 2011)
22 MetLife Study of Working Caregivers and Employer Health Care Costs (MetLife Mature Institute, National Alliance for
Caregiving, & University of Pittsburgh, February 2010)
23 Caregiving in the US. 2015 – Focused Look at Caregivers Age 50+ (National Alliance for Caregiving & AARP Public Policy
Institute, 2015)
24 MetLife Caregiving Study: Productivity Losses to U.S. Business (MetLife Mature Market Institute & National Alliance for
Caregiving (NAC), 2006. The lost productivity estimates are based on the 2004 survey of U.S. caregivers conducted by NAC and
AARP, Caregiving in the U.S. 2004)
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to be effective, safe, and supported in their caregiving responsibilities. In addition, caregivers need to be
recognized by health care providers as an important part of their family member’s medical care team.
 Financial and Legal Supports: Many caregivers face confusing and complicated legal issues
connected with their caregiving responsibilities. For example, families caring for children with disabilities
require information about guardianship and trusts to provide financial support to their child upon
reaching the age of majority. For families caring for seniors, guardianship issues, financial, and end-oflife planning can also be complex. Although Idaho has enacted the Uniform Adult Guardianship and
Protective Proceedings Jurisdiction Act, access to this expertise remains challenging and expensive.
Therefore, financial and legal resources are needed to help family caregivers navigate the complexities
of this nuanced, crucial area of providing support and care for a loved one.
 Tax-based Supports: Caregivers need enhanced tax-based supports to ameliorate the often
staggering costs incurred by caregiving. Under Idaho tax code, Title 63, Chapter 30, caregivers are
allowed up to three annual $1,000 deductions for qualifying care recipients who receive at least half of
their support from the taxpayer. Although a good starting place, this tax credit is inadequate. The
growing number of national and state proposed caregiver tax credits and deductions recognize that such
tax-based incentives help caregivers maximize their often limited fiscal resources and help reduce the
need for publicly funded services. Updating the existing Idaho tax code to provide more comprehensive
caregiver deductions as well as tax credits is a step in the right direction to ensure family caregivers
remain financially stable and independent.

We Need Public Awareness to Identify Caregivers
Caregivers must be able to identify themselves as such in order to seek support. The very role of
caregiving is often misunderstood, and not well defined. Public awareness campaigns and other
initiatives are needed to establish a cogent, recognizable definition of caregiving that will help bridge
this gap in understanding for both caregivers and the general public.

We Need Involvement in Making System Changes
Caregivers need a seat at the decision-making table as Idaho embarks on making significant revisions to
primary care, the behavioral health care system, and long-term care services and supports. These efforts
include:

 Recognition of family caregivers as an important component of the “medical neighborhood,”
both as a resource and a potential recipient of services as the Statewide Healthcare Innovation Plan
(SHIP) transforms primary care clinics into patient or person-centered medical homes (PCMHs).
 Inclusion of the voice of family caregivers in efforts to redesign the Behavioral Health care
system (which encompasses mental health and substance use disorders) in Idaho. Important strides
have been made in recognizing the need for preventative and crisis services at the local level; it is
imperative that the voice and experience of family caregivers be included in these efforts.
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 Inclusion of the perspectives of both the care recipient and their caregiver in efforts to
coordinate and streamline transitions between care settings (hospitals, assisted living, home) across
systems (Medicaid, Medicare, Veterans Health Administration) through the No Wrong Door Initiative
(an effort by the Idaho Commission on Aging and others to work together to make it easier for people of
all ages, abilities and income levels to learn about and access the services they need).

 Inclusion of family caregivers in Idaho’s efforts to enhance workplace supports and tax policies
that support families and the state’s economic vitality.

We Need a Sustained Voice for Caregivers Across the Lifespan
The Idaho Caregiver Alliance (ICA), established through a 3-year Lifespan Respite Grant to the Idaho
Commission on Aging from the Administration on Community Living (ACL), has made significant strides
in recognizing the importance of family caregivers in Idaho. It is imperative that this work be is
sustained. The continued presence of ICA as an umbrella organization is critical to the success of efforts
underway to support and sustain the unpaid family caregiver workforce, but with grant funds ending,
the future of ICA is uncertain. An organizational home and funds to sustain the work of the Alliance are
needed to ensure the momentum generated through the Lifespan Respite grant is not lost.

What are the Next Steps?
The perspectives and expertise of caregivers and allies from public and private organizations in Idaho
provide the foundation for the following Action Plan. The plan incorporates evidence-based practices to
enhance and build local supports for family caregivers. The aim of this ACTION PLAN is to be proactive:
to prevent or delay the need for costly institutional care, maximize independence, and keep families
together in their communities. Implementation of this ACTION PLAN will require an investment of
resources, but as demonstrated by caregiver initiatives in other states, the effort will yield significant
dividends.
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Goal #1: Ensure a streamlined, coordinated system of supports for
caregivers across the lifespan, recognizing the unique needs of Idaho’s diverse
population.

Family Caregiver Supports

F

amily caregivers often require assistance to navigate the complex systems and information
essential to providing quality care. They also need training on fundamental caregiving

responsibilities, such as dispensing medications and managing complex medical and psychological
conditions, providing personal care, financial management, and coordinating transportation.
Further, caregivers need tools and information regarding prioritization of their own physical and
emotional wellbeing or “self-care.” Receiving this support translates into more effective caregiving
and cost savings to families and healthcare and social services systems.

Objective:
#1: Develop statewide respite resources

Steps to accomplish:
A. Convene a respite task force comprised of family caregivers, public and private agencies and
organizations, and healthcare and social service providers to:


Compile, maintain, and promote use of a resource directory of available respite and
respite-like resources such as homemaker, companion services, personal care
services, etc.



Explore development of a standards-based, statewide respite registry for caregivers
across the lifespan



Inform caregivers and local information and referral networks about respite and
other caregiver support programs offered through the Area Agencies on Aging
(AAAs), Centers on Independent Living (CILs), and other entities

B. Improve training for respite providers across the lifespan.


Identify online training resources



Maintain a library of resources on Idaho 2-1-1 Careline website



Market training opportunities to caregivers, service agencies, and individual respite
workers through statewide networks
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Objective:
#2: Ensure culturally appropriate information and resources are available to caregivers across
the lifespan.

Steps to accomplish:
A. Embed information about evidence-based caregiver resources into existing statewide
information systems, such as the Idaho 2-1-1 Careline and websites for Live Better Idaho,
Behavioral Health, Center for Disabilities and Human Development/Family Support, and
others.
B. Compile community resources to support those in a family caregiving role.


Partner with AARP Idaho in the development and distribution of a Question and
Answer Resource Guide for family caregivers across the lifespan



Make these guides available through various audiences including the medical-health
neighborhoods built through the seven State Healthcare Innovation Plan (SHIP)
Regional Collaboratives and the Regional Behavioral Health Boards (RBHBs)



Coordinate with Information and Assistance/Referral specialists at the regional
agencies such as Area Agencies on Aging (AAAs) and the Centers on Independent
Living (CILs) to promote information and resources for caregivers

C. Promote the availability of information resources for caregivers to employers, health care
and social service providers, faith-based organizations, and others.

Objective:
#3: Establish training resources for family caregivers on caregiving responsibilities,
techniques, and strategies for self-care.

Steps to accomplish:
A. Oversee implementation of the Powerful Tools for Caregivers (PTC) training25, ensuring that
it is offered across Idaho.


Identify funding strategies for delivering both the traditional curriculum that focuses
on caring for adults, and the newly developed version for caregivers of children



25Powerful

Promote the expanded delivery of PTC

Tools for Caregivers, 2016
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Assess the impact of the training including process (attendance, reach) and outcome
(satisfaction and impact of class on participants) measures and share these findings
with stakeholders.

B. Collaborate with other organizations on training opportunities for various populations such
as:


Support an annual Family Caregiver Conference



Co-sponsor trainings that have a lifespan focus



Coordinate with Idaho Department of Health and Welfare (IDHW), Idaho Parents
Unlimited (IPUL) and the Federation of Families for Children’s Mental Health
(FFCMH) on training for families caring for children/youth with disabilities



Provide updates via the Regional Care Coordination Coalitions through Qualis, SHIP
Regional Collaboratives, and others

Objective:
#4: Establish a statewide network of experts equipped to serve as information and support
navigators or guides for family caregivers across the lifespan.

Steps to accomplish:
A. Partner with existing local information and referral networks to embed assistance for
caregivers across Idaho’s increasingly diverse populations.


Identify individuals with system knowledge and care management experience within
these networks in each geographical area of the state



Develop training tools to prepare individuals within organizations to serve as guides
to needed services and supports for family members



Acknowledge and formally recognize people and organizations who guide caregivers
to services and supports

B. Identify sustainable funding to hire and train personnel to assist caregivers across the
lifespan to access services and supports.
C. Implement marketing campaigns to communicate the availability of assistance for family
caregivers and professionals who interact with caregivers.
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Goal #2: Increase public awareness about unpaid family caregiving and
help people within our communities identify as caregivers.

Public Awareness

A

“family caregiver” or “care partner” is a family member or friend who provides physical
and/or emotional support or assistance to a loved one of any age who is ill, frail, or has

disabilities. Caregivers are relatives or friends who provide support without compensation. Family
caregivers are more likely to seek information, respite, and training assistance when they recognize
they are in a caregiving role. Such self-identification removes a major hurdle for those who would
benefit from assistance. A public campaign is needed to increase awareness about the value of
caregivers and to help family caregivers identify and connect with support, information, and
training.

Objective:
#5: Family members recognize themselves as caregivers and the general public is aware of
the needs and contributions of family caregivers across the lifespan.

Steps to Accomplish:
A. Expand community engagement through continued coordination of regional caregiver
summits and statewide Idaho Caregiver Alliance (ICA) meetings.


Coordinate with regional entities such as the AAAs, the CILS, and the RBHBs
regarding ICA activities and recommendations

B. Employ a variety of media and public awareness strategies to promote the value of family
caregivers.
C. Increase awareness and support of family caregiving issues among local, state, and national
elected officials.


Maintain regular communication with Idaho’s local, state, and federal officials
regarding ICA activities and recommendations



Support November as National Family Caregiver Month through a Governor’s
Proclamation and other means.
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Advocate for all members of Idaho’s Congressional Delegation to join the bipartisan,
bicameral Assisting Caregivers Today (ACT) Caucus.

D. Recognize Idaho employers who demonstrate exemplary accommodation of the needs of
family caregivers.


Inform Idaho employers of the needs of family caregivers and the benefits to both
employer and employee of supporting those needs.
o Develop and distribute awareness information through civic groups, business
organizations, and Chambers of Commerce
o Identify employers who express interest in increased workplace flexibility



Promote the use of the WorkFlex Tool Kit26 to targeted employers



Nominate exemplary employers for the When Work Works Award27

Goal #3: Recognize the importance of family caregiving and embed the
voice of family caregivers in policy and system changes.

Systems Change

C

aregivers are critical, but often unrecognized, members of the healthcare team. Integrating
family caregivers into a team-based, person-centered paradigm with other health care

providers will assist them in delivering more effective care. Such integration is critical to achieve the
triple aim of improved care (quality and satisfaction), better health, and reduced health care costs.
An integrated system provides family caregivers with information about resources and supports,
and when appropriate, includes them in treatment planning with their family member and provides
the training needed for specialized care.

Objective:
#6: Recognize family caregivers as part of their family members’ health care and social
support team.

26

Families and Work Institute, Society for Human Resource Management, & Life Meets Work. (2012). Workflex employee
toolkit. Retrieved from http://www.whenworkworks.org/downloads/workflex_employee_toolkit.pdf
27 The award is part of When Work Works (WWW), a research-based initiative which highlights how effective and flexible
workplaces can yield positive business results and help employees succeed at work and at home. It is awarded annually.
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Steps to Accomplish:
A. Advocate for training programs for community health emergency medical services (CHEMS)
and community health workers (CHWs) to include modules on family caregiving.


Ensure the curriculum for training CHEMS personnel and CHWs include learning
outcomes specific to caregiver identification, assessment, and support

B. Advocate for post-secondary education programs to include curricula that equips health
care and social service professionals with the skills to identify and support family
caregivers.
C. Develop a process for use of an assessment tool to determine caregiver training and selfcare needs


Identify and promote the use of an assessment tool



Provide caregiver assessment tool kits to health and behavioral healthcare providers
and local and regional agencies who interact with caregivers

Objective:
#7: Embed family caregiver perspective and involvement in Idaho’s efforts to transform its
primary care, long-term care, and behavioral health systems.

Steps to Accomplish:
A. Ensure the Idaho Healthcare Coalition is apprised of family caregiver issues and

concerns.


ICA’s representative to the Idaho Healthcare Coalition (IHC) will share ICA
information, reports, and plans at IHC meetings.



Advocate for caregiver representation on each of the SHIP’s seven Regional
Health Collaboratives

B. Increase the awareness and knowledge of family caregiving concerns and resources for
members of the BHPC and the RBHBs.


Share information between the BHPC and the ICA through reports to both bodies at
their respective meetings



Ensure that caregivers on the BHPC and the RBHBs are equipped with caregiving
information to serve as advocates
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C. Promote the involvement of family caregivers in the efforts to coordinate and streamline
Idaho’s long-term care system via the No Wrong Door Initiative.


Ensure that the Person-Centered Planning/Counseling training curriculum includes
modules on how to identify and support family caregivers

Objective:
#8: Include family caregivers in Idaho’s efforts to enhance employment opportunities and tax
policies that support families and the state’s economic vitality.

Steps to Accomplish:
A. Collaborate with policymakers to minimize barriers that prevent family caregivers from
maintaining paid employment.


Enact leave policies and benefits that are supportive of caregivers



Reduce restrictions on the availability of leave benefits



Expand the definition of care recipients and applicable conditions under which leave
can be taken

B. Work with employers and organizations representing employers to support the growing
population of working caregivers.


Enhance caregiver information and support available through benefit plan



Implement fair and flexible personnel policies

C. Collaborate with policymakers and others to update the state tax code to provide more
comprehensive caregiver deductions and tax credits.

Goal #4: Ensure a coordinated voice for family caregivers in Idaho through
the development of a sustainable structure for the Idaho Caregiver Alliance.

Infrastructure

T

he Idaho Caregiver Alliance (ICA) is a broad coalition of public and private organizations and
individuals. The goal of the Alliance is to advance the well-being of caregivers by promoting

collaboration that improves access to quality support and resources for family caregivers across the
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lifespan. All members realize the value of family caregivers and recognize the limitations of existing
systems to provide support to caregivers across the lifespan. The ICA has utilized this shared
commitment to


assess the needs and capacity of caregivers and support systems in Idaho



engage caregivers throughout Idaho by hosting regional summits in Lewiston and Idaho Falls



build statewide capacity to support caregivers through the evidence-based Powerful Tools
for Caregivers (PTC) program by providing training and technical resources



conduct a pilot program to deliver emergency respite to caregivers



convene and report findings to members of the Idaho Legislature, IHC and the BHPC



represent unpaid family caregivers on the IHC.

The continued presence of ICA as a public-private organization is vital to the success of ongoing
efforts to support and sustain the unpaid family caregiver workforce. An organizational home and
funds to sustain the work of the Alliance are needed.

Objective:
#9: Build on the established foundation of the Idaho Caregiver Alliance and ensure that the
Idaho caregivers across the lifespan have a coordinated voice.

Steps to accomplish:
A. Establish sustained funding for the Idaho Caregiver Alliance.


Meet with public and private partners to secure commitments for ongoing funding



Seek grant and other funding sources to support general operations and specific
projects as identified in this action plan

B. Serve as a voice and advocate for family caregivers across the lifespan to ensure the
perspective of the caregiver is considered in all agendas.


Collaborate with a broad array of stakeholders including, but not limited to:
o public agencies, such as the Idaho Departments of Health and Welfare,
Labor, Education, and Commerce; Idaho Commission on Aging; AAAs; District
Health Departments: Veterans Administration Medical Center (VAMC) ad
Veterans Hospital Administration (VHA)
o planning and advocacy groups, such as IHC, BHPC, Developmental
Disabilities Council (DDC), Consortium of Idahoans with Disabilities (CID),
FFCMH, IPUL, Idaho Alzheimer’s Planning Group (IAPG), Justice Alliance for
Vulnerable Adults (JAVA), State Independent Living Council (SILC), Senior
Health Insurance Benefits Advisors (SHIBA), etc.
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o professional associations, such as Idaho Guardians and Fiduciary Association
(IGFA), AARP Idaho, Idaho Association of Community Providers, Idaho
Hospital Association (IHA), Idaho Health Care Association (IHCA), Idaho
Public Health Association (IPHA), Idaho Primary Care Association (IPCA)
o business groups and individual employers (Chamber of Commerce, etc.)
o healthcare delivery and payer systems, such as hospitals, insurance
providers, patient-centered medical homes (PCMHs), behavioral health
treatment facilities
o churches and other faith-based organizations
o education systems (community colleges and universities, Family Practice
Medical Residency of Idaho, etc.)

Objective:
#10: Assure data are available to inform decision-making related to family caregiver supports
and services.

Steps to Accomplish:
A. Implement ongoing data collection regarding the needs of family caregivers in Idaho.


Continue to gather and use information from family caregivers to inform program
planning and implementation



Continue to collect and improve existing data about caregivers at state and
community levels through the use of Behavioral Risk Factor Surveillance System
(BRFSS) and other existing tools



Partner with economic development and data analysis organizations to track and
synthesize data pertaining to economic impact and implications of family caregiving

B. Implement data collection strategies to evaluate impact of programs and systems change on
family caregivers.


Use findings to guide quality improvement and program planning



Report findings to stakeholders, funders, and policy makers to ensure accountability
and responsible use of resources
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Acronyms and Abbreviations
ACL

Administration on Community Living (federal agency)

AARP

Formerly the American Association for Retired Persons – now just AARP

AAA

Area Agency on Aging, six of these located across Idaho

BH

Behavioral Health, a division within Department of Health and Welfare

BHPC

State Behavioral Health Planning Council

BRFSS

Behavioral Risk Factor Surveillance System

CHEMS

Community Health Emergency Medical Services

CHW

Community Health Workers – personnel that are part of the Statewide Health
Innovation Plan

CIL

Center on Independent Living (same as Independent Living Center; three of these
across Idaho)

CSA

Center for the Study of Aging at Boise State University

DDC

Developmental Disabilities Council

FPMR

Family Practice Medical Residency

IAPG

Idaho Alzheimer’s Planning Group

ICA

Idaho Caregiver Alliance

ICOA

Idaho Commission on Aging

IDHW

Idaho Department of Health and Welfare

IFFCMH

Idaho Federation of Families or Children’s Mental Health, a non-profit organization

IGFA

Idaho Guardians and Fiduciary Association

IHA

Idaho Hospital Association

IHC

Idaho Healthcare Coalition

IHCA

Idaho Health Care Association (nursing homes and assisted living facilities)

ILC

Independent Living Center (same as Center on Independent Living)

IPCA

Idaho Primary Care Association

IPHA

Idaho Public Health Association
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JAVA

Justice Alliance for Vulnerable Adults

NWD

No Wrong Door – an initiative of the Idaho Commission on Aging

PCC/PCP

Person-Centered Counseling/Person-Centered Planning

PCMH

Person-Centered/Patient-Centered Medical Home

PTC

Powerful Tools for Caregivers, an evidence-based program teaching caregivers about
self-care

RBHB

Regional Behavioral Health Board

SHIBA

State Health Insurance Benefit Advisors

SHIP

State Healthcare Innovation Plan

SILC

State Independent Living Council

VAMC

Veterans Administration Medical Center

VHA

Veterans Hospital Administration

25

Bibliography
AARP Public Policy Institute (2012). Across the states: profiles of long-term care and independent
living Idaho: Valuing the invaluable update: understanding the impact of family caregiving
on work.
AARP Public Policy Institute (2015). Caregiving in the U.S. executive summary. June, 22. AARP Public
Policy Institute (2016). Caregivers of younger adults: a focused look at those caring for
someone age 18 to 49. June, 8. Retrieved from http://www.caregiving.org/wpcontent/uploads/2015/05/2015_CaregivingintheUS_Care-Recipient-18-49_WEB.pdf.
American Psychological Association (2012). Stress in America: Our health at risk. January, 5-8.
Cirerol, T., & Toevs, S.E. (2014). Idaho needs and respite capacity report.
https://hs.boisestate.edu/csa/caregiver-and-respite-provider-capacity-assessment-2014/
Day, T. (2016). About caregiving, guide to long-term care planning. National Planning Council.
Retrieved from http://www.longtermcarelink.net/eldercare/caregiving.htm.
Department of Health and Welfare (2015). 2016 Legislative budget book. FY 2015 Appropriation, 28.
Families and Work Institute, Society for Human Resource Management, & Life Meets Work. (2012).
Workflex employee toolkit. Retrieved from
http://www.whenworkworks.org/downloads/workflex_employee_toolkit.pdf.
Fox, S., Duggan, & Purcell, K. (2013). Family caregivers are wired for health, Pew internet and
American Life Project. Washington D.C.: Pew Research Center & Oakland, CA: California
Healthcare Foundation. Retrieved from http://www.pewinternet.org/2013/06/20/familycaregivers-are-wired-for-health/.
Hou, W., Sun, W., & Webb, A. (2015). Why do people lapse their long-term care insurance? Boston,
MA: Center for Retirement Research at Boston College, 15-17. Retrieved from
http://crr.bc.edu/wp-content/uploads/2015/09/IB_15-17.pdf.
Idaho Department of Labor (2015). Idaho’s population growth slowed during recession.
Employment News. Retrieved from https://idaholabor.Wordpress.com/2015/03/12/idahospopulation-growth-slowed-during- recession/.
Kaiser Family Foundation, (2014). Distribution of spending on long term care 2014. Retrieved from
http://kff.org/medicaid/state-indicator/spending-on-long-term-care/.
Kaiser Family Foundation (2016). Long-term care insurance less bang more buck. Retrieved from
http://khn.org/news/long-term-care-insurance-less-bang-more-buck/.
MetLife Mature Market Institute & National Alliance for Caregiving (2006). MetLife caregiving study:
Productivity losses to U.S. business. Retrieved from
http://www.caregiving.org/data/Caregiver%20Cost%20Study.pdf

26

MetLife Mature Institute, National Alliance for Caregiving, & University of Pittsburgh (2010).
MetLife study of working caregivers and employer health care costs. Retrieved from
https://www.metlife.com/assets/cao/mmi/publications/studies/2010/mmi-workingcaregivers-employers-health-care-costs.pdf.
National Alliance for Caregiving & AARP Public Policy Institute (2015). Caregiving in the U.S. 2015 –
focused look at caregivers age 50+. Retrieved from
http://www.caregiving.org/wpcontent/uploads/2015/05/2015_CaregivingintheUS_CareRecipients-Over-50_WEB.pdf.
Pew Research Center (2015). Family support in graying societies: how Americans, Germans and
Italians are coping with an aging population. Washington DC. Retrieved from
http://www.pewsocialtrends.org/2015/05/21/family-support-in-graying-societies/.
Powerful Tools for Caregivers (2016). Retrieved from
https://www.powerfultoolsforcaregivers.org/about/.
Scism (2015, May 1). Long-term care insurance: Is it worth it? Wall Street Journal.
Vitaliiano, R.P., Murphy, Young, H.M., Echeverria, D., & Borson, S. (2011). Does caring for a spouse
with dementia promote cognitive decline? A hypothesis and proposed mechanisms. Journal
of the American Geriatric Society, 59(2011), 900-908.
Witter, D. (2011). The cost of caregiving to the U.S. economy and what business leaders can do
about it. Business Journal, (December 2011).
Wong, M., McNamara, T., Shulkin, S., Lettieri, & C., Careiro, V. (2008). Idaho indicators aging and
work. State Perspectives at Boston College. Retrieved from
https://www.bc.edu/content/dam/files/research_sites/agingandwork/pdf/publications/stat
es/Idaho.pdf.

27

Idaho Lifespan
Family Caregiver
Action Plan
Legislative Update, 2017

Mission
To advance the well-being of caregivers by promoting collaboration
to improve access to quality, responsive supports and services.

Alliance Partners
Family Caregivers

Idaho Commission on Aging

Idaho DHW: Public Health, Medicaid, Health and Behavioral Health
Children’s Behavioral Health, and
Providers
Service Integration
Center for the Study of Aging
Idaho Parents Unlimited

Jannus Corporation

Blue Cross

AARP Idaho

And many other public and private organizations

House
Concurrent
Resolution 24,
2015

Create a caregiver taskforce
Examine policies, resources and
programs available for caregivers in
Idaho and other states
Identify innovative ways to support
unpaid family caregivers
Report findings

Idaho Family
Caregivers

Family Caregivers in Idaho
• 300,000 family caregivers in Idaho
• 201 million hours of uncompensated care
• 70% of family caregivers are employed full or
part-time
• Looming crisis
• 2010: 6:1 ratio working-aged to older adults
• 2020: 3:1 ratio
•

Idaho is ranked 42nd in providing support for family
caregivers
•

Ranked 49th for high levels of worry, stress, and
exhaustion experienced by caregivers

Value of Family Caregivers
•

Provide $2 billion of unpaid care each year

•

Provide complex medical and psychological care

•

Delay need for costly institutional care
•

•
•
•

48% ($271 million) of Idaho’s Medicaid budget for longterm care services used to pay for care in nursing and
intermediate care facilities (2014)

Reduce hospital admissions/re-admissions
Reduce utilization of emergency departments for
crisis care
Enable care recipients and families to thrive

Data-driven
Action Plan

Available at: https://hs.boisestate.edu/csa/idaho-lifespan-family-caregiver-action-plan/

Goal 1: Streamlined, coordinated
system of supports for caregivers.
Idaho Action
Plan Goal 1:
Caregiver
Support

Objective 1 – Develop respite resources.

Objective 2 – Ensure culturally appropriate
information and resources are available.
Objective 3 – Establish training resources for
family caregivers : responsibilities, techniques,
and self-care.
Objective 4 – Establish a network of experts
equipped to serve as information and support
navigators.

Respite:
Statewide
Assessment

 No statewide standards for respite providers
 No registry for family caregivers or providers

Respite:
Findings

 No central tracking of information about respite requests
or units provided
 Inability to track equal units of respite between organizations
Ex: voucher vs reimbursement

 Respite described and funded differently by each agency
 Significant differences in billing charges for similar services
Ex: respite vs companion services

Caregiver Self-care:
Evidenced-based
Programs

Goal 2: Increase public awareness about
unpaid family caregiving and help people
within our communities identify as
caregivers.

Action Plan
Goal 2:

Awareness

Objective 5 – Family members recognize themselves as
caregivers and the general public is aware of the needs and
contributions of family caregivers across the lifespan.

Awareness:
2-1-1 Careline

Goal 3: Recognize the importance of family
caregiving and embed the voice of family
caregivers in policy and system change.

Action Plan
Goal 3:
Systems
Change

Objective 6 – Recognize family caregivers as part of their
family members’ health care and social support team.
Objective 7 – Embed family caregiver perspective and
involvement in Idaho’s efforts to transform its primary
care, long-term care, and behavioral health systems.
Objective 8 – Include family caregivers in Idaho’s efforts to
enhance employment opportunities and tax policies that
support families and the state’s economic vitality.

Idaho SHIP

System Change
Initiatives

Idaho Alzheimer’s
Planning Group

Idaho Behavioral
Health Planning Council

Regional
Collaboratives

Multidisciplinary
Work Group

Training,
Support, Access
to Care

Cross-system
Collaboration

Linking
Resources

Jannus, Inc.
Community Partnerships
of Idaho
AARP Idaho

Recognition of
Caregiver as
Partner

Public/Private
Partnerships

Extending Reach
and
Sustainability

Goal 4: Ensure a coordinated voice for
family caregivers in Idaho.

Action Plan
Goal 4:
Infrastructure

Objective 9 – Build on the established foundation of the
Idaho Caregiver Alliance and ensure that the Idaho
caregivers across the lifespan have a coordinated voice.
Objective 10 – Assure data are available to inform decisionmaking related to family caregiver supports and services.

What is needed?

Sponsoring agency
State-wide reach
Capacity to work across sectors

Resources
People
Money
Infrastructure

Next Steps
Legislative action
Concurrent Resolution
Continued collaboration
Advance the well-being of family
caregivers

Thank You
ICA Leadership Team:
Pam Oliason, Pam.Catt-Oliason@aging.idaho.gov
Kelle Sweeney, ksweeney@jannus.org
Marilyn Sword, frontiergroupidaho@gmail.com
Tiffeny Stees, tiffenykiiha@u.boisestate.edu
Sarah Toevs, stoevs@boisestate.edu

Access to Plan and Overview:
https://hs.boisestate.edu/csa/idaho-lifespan-family-caregiver-action-plan/

https://hs.boisestate.edu/csa/files/2016/09/ICA-Action-Plan-Overview.pdf
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MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Monday, February 20, 2017

TIME:

3:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:

None

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare
Committee (Committee) to order at 3:04 p.m.

APPROVAL OF
MINUTES:

Senator Anthon moved to approve the Minutes of the February 6, 2017 meeting.
Vice Chairman Souza seconded the motion. The motion carried by voice vote.
Senator Agenbroad moved to approve the Minutes of the February 8, 2017
meeting. Senator Harris seconded the motion. The motion carried by voice
vote.
Senator Jordan moved to approve the Minutes of the January 24, 2017 meeting.
Senator Martin seconded the motion. The motion carried by voice vote.

GUBERNATORIAL Vote on the Reappointment of Janet Penfold to the Board of Health and
APPOINTMENT:
Welfare. Senator Martin moved to send the Gubernatorial reappointment
of Janet Penfold to the Board of Health and Welfare to the floor with
recommendation that she be confirmed by the Senate. Vice Chairman Souza
seconded the motion. The motion carried by voice vote.
Vote on the Reappointment of Tom Stroschein to the Board of Health and
Welfare. Senator Agenbroad moved to send the Gubernatorial reappointment
of Tom Stroschein to the Board of Health and Welfare to the floor with
recommendation that he be confirmed by the Senate. Vice Chairman Souza
seconded the motion. The motion carried by voice vote.
S 1060

Relating to Health Care. Rebekah Hall was recognized and introduced herself
to the Committee on behalf of the Idaho CMV Advocacy Project (Project) to
present S 1060. Ms. Hall advised her third child, Keira, was born with congenital
cytomegalovirus (CMV). Ms. Hall introduced Keira to the Committee.
Ms. Hall explained she had no knowledge of CMV until her daughter was
born severely affected with congenital CMV. It was difficult to find information
about CMV but she finally was able to learn enough to become something of
an expert on the disease. Several years later, she is disappointed that many
people, including health care professionals, have never heard of CMV. Lack of
awareness affects Keira who faces inadvertent discrimination by caregivers and
others who believe Keira has an infectious disease. Ms. Hall feels her daughter
is treated like something to be avoided rather than like a child to be loved.

Ms. Hall said the proposed legislation will provide education to prevent
the infection of numerous infants with CMV as well as combat current
misinformation. The Project's goal is to make complete and accurate information
easily available to all Idahoans. To demonstrate the critical need, a 2010 survey
of the American Council of Obstetricians and Gynecologists revealed only 44
percent of doctors routinely counsel their patients about CMV. Also in 2010, the
National Institute of Health reported the most important reason a CMV vaccine
has not been developed is the insufficient education about the problem of CMV,
particularly in women of child-bearing age and the lay public. In 2015, an article
was published showing the overwhelming effectiveness of CMV awareness and
hygienic precautions in prevention the transmission of CMV to babies in utero.
Ms. Hall informed the Committee the Project needs the participation of the
Department of Health and Welfare (Department), and the Department has been
supportive. The Department believes it can realistically commit to spending
$5,000 in the first year. This is a good start, and it will allow for publication of
educational materials and distribution to doctors' offices and day care centers.
It will also help create a State-sponsored website regarding CMV. The Project
hopes to expand funding to include personnel to conduct a more comprehensive
public education plan and eventually CMV testing for newborns who fail the
initial hearing screen.
Ms. Hall provided the Committee with a binder of information (see Attachment 1)
regarding the Project, information about CMV, letters of support, a bibliography
of scholarly peer-reviewed articles, samples of education and awareness flyers,
and a copy of Utah legislation that was the model for S 1060.
Senator Lee asked if there is a state doing a good job with CMV education
that could provide a model to help Idaho get up to speed quickly. Ms. Hall
answered the state doing the best job is Utah, and its Department of Health
has an ideal CMV public health website giving comprehensive information on
prevention and treatment.
Vice Chairman Souza inquired what time frame would be required to have
actual educational materials in physician offices. Ms. Hall responded it will likely
take a year or two or more because additional funding will be needed, but for the
first year, $5,000 is a reasonable expectation from the Department.
Senator Agenbroad asked what caused the change in the fiscal note for the bill.
Ms. Hall replied the Project had a steep learning curve in bringing this legislation
and had a good response to the bill. However, there was a misunderstanding
between the Project and the Department regarding how much funding the
Department could commit this fiscal year. The Project's goals have not changed,
but the expectations are different.
TESTIMONY:

Erica Jensen introduced herself to the Committee to speak in support of
S 1060. Ms. Jensen is a parent who was diagnosed with CMV during her
second pregnancy. She was carrying triplets and lost one baby early in the
pregnancy. Subsequently, she was sick with cold symptoms and tested positive
for mononucleosis. When she expressed concerns to her doctor about her
symptoms, he consulted with a specialist for a second opinion. The specialist,
Dr. Bobrowski, recommended Ms. Jensen be tested for CMV, and the test was
positive.
Ms. Jensen read a letter from Dr. Bobrowski in support of S 1060 (see
Attachment 2).
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Ms. Jensen has been a registered nurse for 12 years and remembered reading
only one paragraph about CMV in nursing school. Many of the doctors told her it
was extremely rare, and when she returned to work at the hospital, she found
not one of her coworkers was familiar with CMV. She went on to receive two
immunoglobulin infusions as treatment for CMV and delivered two healthy girls a
few months later who were CMV free.
TESTIMONY:

Jessica Rachels was recognized to testify in support of S 1060. She introduced
her husband and children to the Committee. Ms. Rachels said when she was
pregnant with her second child, she worked as a child care provider. She was
never informed about CMV or that working at a child care caused her to be at
higher risk for infection. The American Academy of Pediatrics recommends child
care workers should be counseled about the risk of CMV and tested for CMV.
Ms. Rachels did not learn anything about CMV until after the birth of her
daughter Natalie, who was diagnosed with congenital CMV. Ms. Rachels
commented as a child care worker, she washed her hands numerous times
throughout the day. When pregnant, she recalls not always making it a priority to
wash her hands before eating snacks or lunch. She doubled up on tissues when
wiping children's noses thinking that was sufficient protection, and often she did
not wash her hands immediately since there was no sink nearby. She did not
know she was putting her unborn child's health at risk. If she had been provided
education about CMV, her daughter's outcome might have been different, and
she would have gladly taken steps to protect her daughter.
Ms. Rachels informed the Committee her daughter suffers from cerebral palsy,
has undergone 10 surgeries, and has had several types of devices implanted
to improve her quality of life. The State of Idaho has spent $1.1 million to
assist with these surgeries and treatments. Over the course of one year, the
State could save $100,000 or more for each child that is prevented from having
severe disabilities caused by CMV. Education will provide expectant mothers
with information to significantly decrease the chances of their unborn children
contracting the virus.
Chairman Heider asked if the Project's goal was for the Department to spread
CMV education around the State. Ms. Rachels responded yes.

TESTIMONY:

Patrick Rachels introduced himself to the Committee to read a letter from Claire
Szewczyk in support of S 1060 (see Attachment 3).

TESTIMONY:

Dieuwke Dizney-Spencer introduced herself as the Deputy Administrator for
the Division of Public Health at the Department of Health and Welfare to answer
questions from the Committee.
Chairman Heider asked if the Department has a current plan to provide
information about CMV. Ms. Dizney-Spencer replied the Department does
not have an active campaign regarding prevention of CMV. She has met with
representatives from the Project, and the Department is willing to assist with
developing factual information that can be distributed Statewide.
Vice Chairman Souza inquired why the funding was cut so drastically from
initial proposal, and whether the Department sees the CMV educational program
as important to those affected by CMV and the State. Ms. Dizney-Spencer
answered the original estimate was based on the State of Utah's budget
to implement and maintain the more comprehensive Utah CMV program
that includes a screening component. The Department derived its $5,000
estimate based on annual funding for a similar educational program for women
considering abortion services, which includes similar printing, mailing, and
website services.
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Vice Chairman Souza asked for further explanation of the funding for the
availability of abortion services and why it is the State's job to inform people
about abortion services. She further inquired whether it has to do with last
year's ultrasound bill. Ms. Dizney-Spencer replied she does not recall the
exact legal reference but it began prior to the ultrasound bill. There is a law
stating the Department must provide a packet of three booklets of factual
information to any woman considering receiving an abortion within the State.
Vice Chairman Souza stated she is not seeing the connection between the two
issues, but it is disturbing to see the difference in the amount of funding for
such an important and preventative education program. She asked what is the
process for changing the funding within the Department. Ms. Dizney-Spencer
responded she did not intend to draw a comparison between the two programs
but was using the other program to demonstrate the amount needed to distribute
information through a website and printed materials. The $5,000 amount is a
good starting point. There is a possibility to co-brand existing information, and if
the cost to develop information can be minimized, it is easier and less expensive
to distribute the information. The Department has additional suggestions for
placing information in Women Infants Children clinics and at conferences and
educational presentations held around the State.
Chairman Heider asked if the Department feels screening is important
to prevent CMV. Ms. Dizney-Spencer answered CMV screening is not
preventative but would involve screening of newborns to see if the child has been
infected. Utah's program provides CMV screening when a child fails its newborn
hearing test. Preventive education can be done without including a screening
component, which would take some additional work. Chairman Heider asked
if the Department has enough concern about CMV to help doctors be able to
screen for CMV and implement preventative measures. Ms. Dizney-Spencer
responded the Department is very willing to do anything possible to assist with
prevention efforts. Adding mandatory screening would have to be accomplished
through legislation.
Senator Jordan inquired whether it is the Department intends to work with cities
that license day cares to ensure the cities are informing day care licensees of
this issue. Ms. Dizney-Spencer answered yes and stated Ms. Rachels has
already contacted the Idaho STARS program. CMV education is being added to
training for child care providers.
Senator Lee commented it is difficult to find maternal health information on the
Department's website. There are many things pregnant women need to know
that were not common knowledge in the past, like the importance of avoiding
cat litter boxes, and everything possible needs to be done to increase CMV
awareness. Senator Lee asked for confirmation that the Department stands
ready and willing to help with this effort.
TESTIMONY:

Lisa Hettinger, Deputy Director at the Department, introduced herself to
respond to the question. Ms. Hettinger advised the Department has been
actively working on a new website to make things easier to find. The site is
called Live Better Idaho and a big component will be accessing information in
the community to make current information more accessible. The Department
has been working aggressively with other partners that have information like
CMV prevention to continue the outreach. All divisions in the Department are
looking at their areas of expertise and coordinating with partners to gather
information. The Department intends to use existing information as much as
possible and needs some time to look at the screening component. Many health
plans already pay for that type of screening, and more research is needed to
see if money will be required to implement a screening program. If so, it will be
brought forward at the next legislative session.
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Chairman Heider asked if S 1060 is passed this year whether the Department
will be more proactive in allocating funds to this endeavor. Ms. Hettinger replied
the Department will be working to figure out exactly what would be required to
implement a screening program and whether funding for screening would be
necessary.
MOTION:

Senator Martin moved to send S 1060 to the floor with a do pass
recommendation. Senator Lee seconded the motion. The motion carried by
voice vote.

TESTIMONY:

Chairman Heider recognized Stephanie Beedman to come forward to make
a comment. Ms. Beedman explained she is a Boise State University student
who is at the Statehouse on a field trip from Lewiston. She happened to walk
into the Committee and found the topic very interesting. She is a brand new
grandmother and was also a day care provider for 10 years at a facility with 150
children. Her daughter currently works at a child care center with about 100
children and recently gave birth. She never heard of CMV and is breathing a
sigh of relief that her daughter and the baby did not contract it.

H 43

Relating to Medical Assistance. Matt Wimmer, Administrator for the Division
of Medicaid, introduced himself to the Committee on behalf of the Department.
The Department is requesting this law change to allow support of behavioral
health services for children with serious emotional disturbance in families
with incomes up to 300 percent of federal poverty level. These children are
at significant risk for poor life outcomes, including unemployment, criminal
behavior, justice system involvement, incarceration, and suicide.
Mr. Wimmer informed the Committee behavioral health services for this group
of children are currently provided through the Division of Behavioral Health
using State general funds. Shifting coverage of these services to the Medicaid
program will allow the Department to use federal matching funds to serve more
children with significant needs. It will also enable the Department to comply with
the settlement agreement in the Jeff D. lawsuit and allow the Department to
provide services that will have a significant, long lasting, and positive impact on
these children's lives to enable them to reach their full potential.
Mr. Wimmer explained the Department is in the process of developing a system
of care that will better meet the needs of these children under the name Youth
Empowerment Services, a child-centered provider team approach to care. Under
this model, a care coordinator will work with the child, family, service providers,
and natural community supports to facilitate a comprehensive approach to care
that will help ensure good outcomes and a better life for these children.
Mr. Wimmer advised the net fiscal impact is neutral. There is a fiscal impact to
the Medicaid budget of approximately $1.18 million in State general funds, but
the impact is fully offset by a reversion from the Division of Behavioral Health's
budget. There is also a need in the Medicaid budget for $2.97 million in federal
spending authority for the change. This offset is permanent and will carry forward
into future budget years as well as the increase in federal funds. The impact is
incorporated into the Department budget recommended by the Governor's office.
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Senator Foreman asked how 300 percent of federal poverty level was
determined as the cut-off. Mr. Wimmer answered that is the point today at which
families are fully responsible for behavioral health services under the Division of
Behavioral Health. It also relates to federal limitations on access to those funds.
Senator Foreman asked if it is correct that the future impact on the General
Fund could double from $1.18 million to $2.36 million. Mr. Wimmer replied the
fiscal impact noted on the bill is for one-half a fiscal year. The $2.36 million
represents a full fiscal year. Vice Chairman Souza asked if the bill shifts funding
from the General Fund to Medicaid. Mr. Wimmer responded that is correct.
Vice Chairman Souza asked how the term "serious emotional disturbance" is
defined and who determines the diagnosis to know children fit into this definition.
Mr. Wimmer answered that "serious emotional disturbance" requires a child be
diagnosed with a mental health disorder in the Diagnostic and Statistical Manual
of Mental Disorders, 5th Edition (DSM-5) used by mental health practitioners
and physicians. In addition to having a diagnosis, the child needs to have a
significant level of functional impairment that impacts daily life, or the child is
unable to do the things one would expect a child of their age to do.
Senator Jordan inquired if there are estimates or examples of future costs
and situations that can be avoided by providing these mental health services.
Mr. Wimmer replied he does not have any quantifiable data, but it is known if
children can be reached before teenage years, there is significant potential for
savings in juvenile corrections, reduced foster care, and other state services.
Senator Foreman said he read the Jeff D. settlement agreement over the
weekend and asked if there is any flexibility if the proposed change did not pass
in its exact form presented. Mr. Wimmer answered the State has obligations
under the agreement and can either use federal funds or more expensive State
General Funds to fulfill the obligations.
TESTIMONY:

Jim Baugh introduced himself as Executive Director of DisAbility Rights Idaho
(DRI), a private non-profit organization that provides free legal and advocacy
services and public policy analysis concerning the impact of legislation on
Idahoans with disabilities. Mr. Baugh stated he supports H 43. The Jeff D.
lawsuit was filed by a legal aid organization about 35 years ago but DRI has
peripherally participated in the case through amicus briefs from time to time and
occasionally advised and assisted in crafting the settlement. To comply with the
settlement and have an adequate children's mental health system would not be
possible without an increased commitment of State General Funds. Idaho is
always in the top six states for child suicide rates and always in the bottom two
to three states for per capita expenditures on children's mental health services.
Mr. Baugh commented this bill will not solve Idaho's mental health services
problem, but it is a good step forward with zero General Fund impact, and it will
allow the State to take a huge step forward in complying with the settlement.
The Medicaid model is the best way to go in this case because it is the best
at comprehensive mental health services. The Department has thought this
through very well, and it seems to be the only sensible thing to do.

TESTIMONY:

Christine Pisani of the Idaho Council on Developmental Disabilities and
Jennifer Griffis provided written testimony (see Attachments 4 and 5).
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Senator Foreman said he read a statistic that 20 percent of children under
the age of 18 have some sort of serious mental health issue, and asked if it is
accurate. Mr. Baugh replied mental health statistics are very interesting. The
category "seriously emotionally disturbed" is frequently used in many statutes
and it doesn't always mean the same thing. In the federal Individuals with
Disabilities Education Act, the definition is not the same as in the Idaho Code.
That number might include all children with a serious mental health diagnosis
or who meet some definition of "serious emotional disturbance." He thinks 20
percent is quite high to meet the Idaho statutory definition, but he does not have
a better number to provide.
Senator Jordan thanked the Department for bringing forward this solution. It
makes a lot of sense, and it may never be known how many children this helps.
Senator Jordan commented a school counselor friend had three elementary
school students in one week who either attempted or planned suicide, and this
help is needed.
MOTION:

Senator Jordan moved to send H 43 to the floor with a do pass
recommendation. Vice Chairman Souza seconded the motion.
Vice Chairman Souza observed the CMV legislation could prevent a large
impact to people's lives but only $5,000 will be spent, while millions will be
devoted to treating serious mental health issues. This bill is important and
needed, but it is also important to focus on prevention of issues whenever
possible.
Senator Foreman commented he agrees with Vice Chairman Souza but he
believes in taking a balanced approach to prioritize a limited number of dollars.
The State is off to a good start with the CMV issue, and he is sure it will be
increased as time goes on.
The motion carried by voice vote. Chairman Heider acknowledged the
Department's efforts to address the many issues facing people in the State of
Idaho to get the care they need.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:12 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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Renee A. Bobrowski, MD, FACOG
Stella Puppy, LLC
5220 N. Lakemont Lane

Boise Idaho 83714

February 11. 2017
Health and Welfare Committee
Idaho State Legislature
Boise Idaho 83702
RE: Senate Bill No. 1060

Dear Committee Members:
I am writing in support of Senate Bill No. 1060 with the goal to not only increase awareness
of Cytomegalovirus (CMV) but provide education for prevention.
I am a Maternal Fetal Medicine (MFM) physician, specializing in the care of high risk
pregnant women. But long before I became an MFM, I was an intern in Obstetrics and
Gynecology and delivered my first baby affected by congenital CMV. That was 28 years
ago, and unfortunately it would not be my last. I have seen firsthand the devastating effects
of in utero infection, which include hearing and/or vision loss, microcephaly/brain
abnormalities, profound mental delay, failure to thrive, seizures and death.
Intrauterine CMV infection is the most common of all recognized intrauterine infections,
with the Centers for Disease control estimating that it occurs in up to 2.3% of all live births.
Outcomes range from asymptomatic to profoundly symptomatic requiring life long,
intensive medical care. Current evidence indicates that most but not all symptomatic
congenital CMV infections result from primary infection of the mother.
A CMV vaccine is not currently available, nor anticipated in the near future. There is no
cure for CMV. Treatment during pregnancy and/or in the newborn does not guarantee a
child will not suffer the sequelae of CMV. It is frequently a life altering disease, affecting not
only a child but the entire network of family and friends. We are therefore, at the present
time, left with trying to prevent transmission.
The economic and emotional costs of caring for a single child with congenital CMV are
enormous. The most recent estimate of nationwide cost of caring for children with
congenital CMV was $1-2 billion in the 1990s. Thus the cost of funding this and similar
programs in all 50 states is far less than treatment and care for one child affected by
1

congenital CMV, making it a most worthy investment. Sadly the greatest loss for an
affected child is the unrealized potential to lead a happy and productive life.
It has been suggested that up to 85% of women, i.e. future mothers, are NOT aware of
CMV infection, transmission or its effects. And one cannot prevent something one is not
aware of. Manicklal et al stated in Clinical Microbiology Reviews (2013 Jan:26(1):86-102)
that ‘successful implementation of strategies to prevent or reduce the burden of
congenital CMV infection will require heightened global awareness among clinicians and
the general population.” There are currently only 5 states with legislation enacted to
provide for public education about CMV infection. Idaho has the opportunity to lead the
country in developing their public health initiative against CMV.
It is difficult to argue against funding for education in order to prevent even one child
being affected by CMV. It is, after all, education that makes prevention a reality.
I kindly ask your support for Senate Bill No. 1060 so that we can build a strong CMV
education program for the families of Idaho.

Respectfully,

Renee A. Bobrowski, MD, FACOG
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February 20th, 2017
Public Testimony Before Senate Health and Welfare Committee
Regarding Health Care/Cytomegalovirus #S1060
Senator Heider, Senator Souza and Members of the Committee,
My name is Claire Szewczyk and I am a first year audiology graduate student at Idaho State University. I
am also one of the co-founders of the Idaho CMV Advocacy Project, a grassroots campaign that was
started to spread awareness across the state.
In 2014 I was an undergraduate student at Utah State University working for the Sound Beginnings
program in Logan, Utah. It was there I met and worked with Daisy, a young girl who inspired the
Cytomegalovirus Public Education and Testing law for the state of Utah. I, like the majority of the
hundreds of thousands of women in the state, had never heard of “Cytomegalovirus” or “CMV” before.
That was until I became an employee for the Utah Department of Health.
The law that was passed by Utah directed the Department of Health to create an educational program to
inform pregnant women, and women who may become pregnant, about CMV. As a former employee, I
was also a part of the Cytomegalovirus Public Health Initiative and was able to see firsthand how this
program impacted the state. In the three and a half years since its inception, the Utah Cytomegalovirus
Public Health Initiative has provided a substantial amount of resources to women and families –
everything from brochures and pamphlets for hospitals, physicians and daycares, to public transit
campaigns, public service announcements, and even a public health conference. The program made such
an impact to the community, I even had people who would tell me, “Oh I saw your advertisement about
CMV on the bus today!” or “There were brochures about CMV at our health fair!”
Cytomegalovirus is also the number one non-genetic cause of sensorineural (inner ear) hearing loss.
Outside of genetic factors, sensorineural hearing loss is the most common birth defect – with three times
the prevalence of Down syndrome! Hearing loss is a very important thing to consider with the
development of children. It causes delay in the development of speech and language. The language deficit
causes learning problems that result in reduced academic achievement. Communication difficulties often
lead to social isolation and poor self-concept, and ultimately it may play a role in vocational choices. Just
think about that – Cytomegalovirus is the number one contributor to sensorineural hearing loss
accounting for almost 50% of cases and sensorineural hearing loss is the number one birth defect in
children. Yet only about 9% of women in the United States know what CMV it is!
It is time for Idaho to change this. We can make a difference by following suit with Utah through the
passage of this bill for a CMV educational program. The consideration of this legislation would only be
doing a service for the many children impacted by CMV every day. As a future audiologist, I can do
nothing but advocate for this.
Thank you for the opportunity. I am happy to answer any questions you may have.
Claire Szewczyk
Idaho CMV Advocacy Project
idahocmv@gmail.com
idahocmv.com

February 20, 2017
Senator Lee Heider, Chairman
Senate Health and Welfare Committee
Statehouse
Boise, ID 83720

RE: HB 43 Medicaid Services for Children with Serious Emotional Disturbance
Chairman Heider and Committee Members:
The Council on Developmental Disabilities is authorized by federal and state law to
monitor systems and policies and to advocate for improved and enhanced services
that enable Idahoans with developmental disabilities to live meaningful lives,
included in their communities. The Council is comprised of 23 volunteers appointed
by the Governor.
The Council applauds the Department of Health and Welfare for ensuring quality
outcomes are more likely achieved for children with SED through the services this
legislation will provide. The Council supports House Bill 43 as the expansion of services to
children with serious emotional disturbance (SED) will significantly improve health,
education, employability, and quality of life outcomes for children who experience SED.

Christine Pisani
Executive Director

Dear Senate Health and Welfare Committee,
I am writing in support of HB 43, which would allow IDHW to provide coverage for
children under age 18 with serious emotional disturbance with family incomes up
to 300% of the federal poverty level. This bill is critical to the successful
implementation of the Jeff D. settlement agreement and will allow many Idaho
children to receive necessary treatment for serious emotional disturbance.
For the past five years our daughter, who is now 11, has been living in residential
treatment centers outside he state of Idaho. My husband and I made this
heartbreaking decision because the intensive treatment services she needed
were not available within Idaho’s communities. It is my desire to see effective,
community-based treatment available for Idaho children and families. Parents
and children should not have to experience the trauma of long-term separation in
order to receive needed mental health treatment. This bill is an important step in
that direction.
Thank you in advance for your support for this bill, as well as future efforts of
IDHW to improve the children’s mental health system in Idaho.
Sincerely,
Jennifer Griffis
Grangeville, ID
jengriffis@gmail.com
208-507-1754
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:10 p.m.

H 41

Relating to Individuals with Disabilities. Senator Burgoyne introduced himself
and Representative Troy to the Committee to present H 41. The federal ABLE Act
was signed into law in December 2014, and this legislation has been in process
since that time. It is consensus legislation and has the support of the Governor.
Senator Burgoyne explained ABLE stands for "Achieving Better Life Experience."
The ABLE Act permits those with developmental disabilities and others with
disabilities that began prior to age 26 to open savings accounts in strictly-regulated
state programs without jeopardizing their eligibility for Supplemental Security
Income (SSI), Medicaid, and other federal assistance programs. The ABLE Act is
in the same part of federal code as the college savings program and there are
similarities in how they are administered. In 2015 Congress amended the law to
allow residents of one state to open an ABLE account in another state.
Senator Burgoyne informed the Committee other states spent as much as
$1 million to establish their ABLE account programs, and those programs are
maintained through assessment of service charges against account holders.
If Idaho was to adopt its own ABLE account program, the start-up costs and
maintenance service charges would likely be very high due to Idaho's small
population. H 41 would allow Idaho residents to open ABLE accounts in other
states, and the bill also provides a technical assistance component to help Idaho
residents understand how to use the accounts.
Senator Burgoyne commented prior to the enactment of the ABLE Act, federal
law provided that anyone with more than $2,000 in assets was ineligible for federal
aid. The ABLE Act allows contributions of up to $14,000 per year to a maximum
of $100,000 to be held in special accounts. Most people with developmental
disabilities will never reach that maximum balance. An ABLE account is similar to a
Special Needs Trust (SNT), which is a mechanism for people to set aside money for
needed items not covered by Medicaid or other assistance. SNTs can be expensive,
however, and ABLE accounts can be an adequate substitute for some people.
Senator Burgoyne stated the Idaho Council on Developmental Disabilities, Idaho's
College Savings Program, DisAbility Rights Idaho, the University of Idaho Center
on Disabilities and Human Development, Idaho Parents Unlimited, the Idaho State
Independent Living Council, the Living Independence Network Corporation, the
Department, and the Governor's Office all support this bill.

Senator Burgoyne commented this legislation would allow Idaho residents to
open ABLE accounts in other states and specifically provides that Idaho will not
establish an ABLE account program. The bill includes a financial literacy training
component, as well as technical assistance relating to the ABLE Act. A parent,
guardian, or conservator with an interest in a disabled person's welfare might
receive this technical assistance. The authorization is subject to an appropriation
and the technical assistance function will not happen unless the needed $45,000
per year is approved by the Legislature in a separate appropriations bill.
Senator Burgoyne explained the federal government disregards ABLE accounts
for purposes of eligibility, and it is unknown whether there are any purely state or
local assistance programs that would not be covered by the federal exemption.
However, the bill provides that ABLE accounts maintained by Idaho residents in
other states will be disregarded from need-based State or local grants. The purpose
of the ABLE Act is to allow disabled individuals to achieve a degree of dignity and
independence and not be held down because they can't save money. He often
sees people who are unable to obtain dental care because Medicaid doesn't cover
it. Failing to have dental care can turn into a medical problem covered by Medicaid,
and a few of that kind of case would exceed the cost of the ABLE program.
Senator Burgoyne said it is extremely difficult for vulnerable adults to maintain
freedom and independence. There are financial and other benefits to ABLE
accounts. Medicaid recipients could set money aside for education or training, or
to repair wheelchairs, purchase adaptive devices, and so forth. When a Medicaid
participant dies, Medicaid is entitled to recover benefits from the ABLE accounts,
and that is a potential benefit to the State. Some Medicaid expense might be
avoided if people have money to pay for things not covered by Medicaid.
Senator Burgoyne stated here is no information available through non-profits
or the private sector for ABLE account participants to receive training about the
accounts. A few states have ABLE account programs and websites specific to their
own programs. There is a federal website portal and it will be important for that
website to have the correct information for Idaho residents. The modest amount
requested for the half-time position will allow participants to be informed and assist
with training in financial literacy. The ABLE account program would be administered
through the State Independent Living Council (SILC) with an existing position.
Vice Chairman Souza inquired whether someone could open an ABLE account
in more than one state. Senator Burgoyne believes the answer is yes. Vice
Chairman Souza asked if a person could have both an ABLE Account and a special
needs trust. Senator Burgoyne answered he is not entirely certain. Heather
Conder, a local attorney, introduced herself to the Committee to answer yes.
Representative Caroline Nilsson Troy was recognized to continue the
presentation. Representative Troy commented the bill is only 46 lines but it took
several years to develop the legislation. Time was a benefit due to the federal rule
change allowing non-residents to open ABLE accounts in other states. Idaho has
a financial interest in allowing ABLE accounts and ensuring their proper use. It is
expensive to set up an ABLE program because the Social Security Administration
(SSA) requires daily updates on expenses coming out of ABLE accounts to make
sure participants are spending appropriately and staying under the savings cap.
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Representative Troy stated Idaho Medicaid does not cover all needs of adults
with disabilities. The program is much like a health savings account (HSA), and
money can only be spent on specific health needs, such as vision and dental
care, wheelchairs, and so forth. Medicaid may be able to recover some taxpayer
investment. Upon the death of an account holder, the State has a claim against
the unused portion of the ABLE account to help reimburse Medicaid expenditures.
The technical assistance piece of the bill will help citizens make the best use of the
program to use funds in the most sensible way. No new positions will be created
with this bill, and it utilizes existing government in a responsible and innovative
manner.
Chairman Heider asked if a participant could use an HSA instead of an ABLE
account. Representative Troy answered it is not allowed, and current law caps
savings at $2,000. Chairman Heider asked why Idaho does not set up its own
ABLE account program. Representative Troy answered it would require a large
pool of participants and it would be expensive for Idaho to set up its own program.
By working through states that have already established ABLE accounts, it would
be more efficient with a larger participant pool.
Senator Harris asked who monitors the accounts. Representative Troy replied
the accounts are monitored daily by the SSA.
TESTIMONY:

Jack Hanson introduced himself to the Committee to speak in support of H 41.
(See Attachment 1.) Mr. Hanson said the technical assistance portion of the bill
will help him understand money and how saving money works. He can start saving
for a house of his own, things like eye glasses and eye glass repair not covered
by Medicaid, or a car for him and his girlfriend. If he saves more than $2,000, he
loses his Medicaid benefits, Supplemental Nutrition Assistance Program benefits,
and SSI.
Mr. Hanson commented the 2014 federal ABLE Act allows people with disabilities
to save more than $2,000 without losing his benefits. He will never be able to save
$100,000, but he might be able to save up to $15-20,000 because he is a hard
worker and is looking for a job. H 41 will give him peace of mind knowing any
savings in an ABLE account will not count against him for any state or federally
funded benefits now or in the future.
Chairman Heider asked if Mr. Hanson has up to $2,000 in spendable income to
put into an ABLE account every month. Mr. Hanson replied he does not have a
job and the answer is no. He has been working with Senator Martin on this issue
since February 2016. Senator Martin is one of his closest friends and he considers
Senator Martin to be a mentor.

TESTIMONY:

Toni Brinegar introduced herself to the Committee to speak in support of H 41.
Shortly after her son's birth, he slipped into a coma. After 24 hours, she was told
her son had a brain hemorrhage and would need immediate brain surgery. The
baby had surgery, arrested on the table, and was brought back. Her son will turn 18
this year. This experience was her introduction into the world of disability. An image
of her son's brain looks like someone took an eraser and erased big pieces of his
brain. Despite that, her son experiences joy on a daily basis and is a gift.
Ms. Brinegar explained transportation became an issue as her son grew and she
was no longer able to lift him into their vehicle. She and her husband chose to
modify their mini-van and purchase a Bruneau turning seat for him to access the
van. That piece of equipment cost $5,000 and it was used. The equipment now
needs to be replaced and the cost is $9,500. This is an example of an expense
for which she and her husband have to set aside money for her son because they
aren't going to be around forever to provide for him.
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Ms. Brinegar commented one of the components of H 41 that would be helpful to
her family is the technical assistance piece. Now, she must take a day off from work
or stay up very late to do research on her options. Having someone in Idaho who
could help would make her life better.
Chairman Heider asked if Ms. Brinegar has money to put into an ABLE account
for her son. Ms. Brinegar answered her grandmother invested some money for
her son, and the account has almost reached $2,000. She is looking to move those
funds from the current account to an ABLE account.
TESTIMONY:

Mel Leviton introduced herself as Executive Director of the SILC. (See Attachment
2.) The SILC's mission is to promote independent living philosophy for all Idahoans
with disabilities. Ms. Leviton supports H 41 as furthering the SILC's mission.
The SILC serves people from across all disability types regardless of the age the
disability occurred.
Ms. Leviton said currently Idahoans are limited to getting technical assistance and
complex information regarding ABLE accounts from a Washington, DC based call
center and website, called the ABLE National Assistance Center (Center). To begin
the process, a person must complete an online form and wait to be contacted by
someone at the Center. While the Center provides much valuable information,
including a list of states that accept out-of-state participation, it also requires a
certain degree of financial literacy and language proficiency.
Ms. Leviton explained a person can have only one ABLE account. There are
currently 14 states that allow out-of-state participation, the two closest being
Washington and Oregon. Some participating states also have websites that
are equally complicated and provide only state-specific information. While the
resources might be viable for some, they are of little value for someone who has
difficult reading, limited understanding of financial matters, or no internet access.
There will be no information on how Idaho benefits would be impacted by having
an ABLE account.
Ms. Leviton commented HSAs are employer-based, so if there is no employer,
there can be no HSA. Through ABLE technical assistance, peoples with disabilities,
families, and community partners will receive assistance, training, and information
from well-qualified, in-state SILC staff. The SILC will provide a dedicated web page,
phone, and in-person training with the most current information. Financial literacy is
limited within the disability community. When someone has subsisted on very little
money, as little as $735 per month in the case of an SSI recipient, the person does
not have experience in money management. Someone on SSI could earn up to
$85 per month without losing any benefits. At $86 per month, $1 in benefits is lost
for every $2 earned, up to $1550 per month, at which time all SSI benefits would be
lost. The numbers change annually. Sometimes there are expenses that can be
deducted to make the determination, and it is a complicated issue.
Ms. Leviton stated the SILC will provide financial literacy workshops across the
State, including in rural areas, to help people with disabilities and their families
gain financial management skills needed to build a brighter future. SILC staff will
also provide face-to-face instruction in accessible spaces on how ABLE will affect
benefits, how certain benefits will still be retained, and how to set up ABLE accounts
in participating states. Instruction can be provided in many formats such as large
print and Braille. SILC staff will make four to five week-long regional trips to include
small cities as well as remote communities to provide workshops. Follow-up will be
done by telephone and electronic support as requested.
Ms. Leviton mentioned the SILC is grateful to the Governor for recommending
funding for this legislation in his FY 2018 budget. Personal savings and an
understanding of financial matters greatly improves quality of life.
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TESTIMONY:

Heather Conder introduced herself to the Committee as a Boise attorney who
works with families of children and adults with disabilities to speak in support of H
41. Ms. Conder said she prepares a number of SNTs and feels the ABLE Act
is very important.
Ms. Conder stated she recognizes there are questions about the need for ABLE
accounts if SNTs are available. An ABLE account allows families to conserve
assets, in contrast to the way an SNT is administered and taxed. There are two
types of SNTs, first party and third-party. Ms. Conder explained a first-party SNT
allows an individual to put away his own assets, excluding social security benefits
which cannot be put into the SNT. A third-party SNT allows someone else to put
money aside for an individual. The first-party SNT is established with a person's
own money, often from a personal injury settlement or an inheritance, and it must
contain required language providing for Medicaid payback to satisfy a Department
of Health and Welfare lien. A third-party SNT established with anyone else's money
does not include provisions for Medicaid payback because the funds were never
characterized as belonging to the beneficiary. The SSA monitors ABLE accounts,
while an SNT does not have specific reporting provisions.
Vice Chairman Souza clarified her earlier question related to understanding the
parameters that would limit someone from having multiple sources of savings and
thanked Ms. Conder for answering the question.

TESTIMONY:

Christine Pisani introduced herself to the Committee on behalf of the Idaho Council
on Development Disabilities (Council) to speak in support of H 41. (See Attachment
3.) The Council is authorized by federal and State law to monitor systems and
policies and to advocate for improved and enhanced services to enable Idahoans
with developmental disabilities to live meaningful lives. The Council is comprised of
23 volunteers appointed by the Governor.
Ms. Pisani explained the Council has advocated for ABLE accounts since 2013.
The ABLE Act allows people with disabilities to save without jeopardizing their
benefits. One of her constituents helped persuade Senator Risch to support the
ABLE Act legislation through her story about being forced to drive an accessible
van with a door that had to be closed with a bungee cord. That constituent would
like to save for a better accessible van through an ABLE account.
Ms. Pisani commented ABLE accounts will allow for short- and long-term savings
opportunities and the ability for friends and families to contribute to ABLE accounts
on behalf of individuals with disabilities, providing the same type of flexible savings
tools available to other Americans. Adults with disabilities struggle to make ends
meet and lack information and knowledge about financial opportunities and the
consequences of financial decisions. In 2013, more than 12 million Social Security
Disability Insurance (SSDI) and SSI beneficiaries received monthly benefits, which
is often their only source of income. Medicaid eligibility is dependent on eligibility for
SSI. The asset limit of $2,000 creates a disincentive to work and save for financial
needs and perpetuates a cycle of poverty.
Ms. Pisani informed the Committee that working-age adults with disabilities
and families with children with disabilities have additional costs related to health
care, assistive technology, education, housing, transportation, personal support
services, and employment. Savings from ABLE accounts may be used to fund
qualified essential expenses such as medical and dental care, prevention and
wellness, education, financial management, administrative services, funeral and
burial expenses, employment training, housing, and transportation. The Council
recognizes educating about financial literacy has the potential to assist with
understanding how credit works and how quickly debt can accrue. People might
better understand how to protect financial information, decreasing the risk of
financial exploitation, a serious issue with the disability population.
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Ms. Pisani said she has been doing this work in Idaho for 20 years, and to her
knowledge there is no non-profit that could provide the type of financial literacy
education necessary for the wide variety of people with disabilities. There is a
complex set of information that must be well understood, including SSA rules,
Medicaid eligibility, SSI, qualifying disability-related expenses, SNTs versus ABLE
accounts, and the ABLE Act itself. Best practice indicates face-to-face statewide
education will accommodate the unique learning needs of the disability community
and address challenges such as remote locations or lack of internet access.
Ms. Pisani stated the Council fully supports H 41. This legislation is a great step
in the right direction to further the independence of people with disabilities and
provide peace of mind for their families.
Senator Foreman commented the key issue driving this legislation is the SSA's
$2,000 asset limit and asked why that was implemented. Ms. Pisani said she does
not understand the logic but it is a federal requirement.
Senator Jordan asked when the $2,000 asset limit was established. Ms. Pisani
answered she does not know but perhaps Jim Baugh will be able to answer that
question.
TESTIMONY:

Jim Baugh introduced himself to the Committee as the Executive Director of
DisAbility Rights Idaho (DRI), a private non-profit organization that provides legal
and advocacy services for people with disabilities. Mr. Baugh commented this
legislation might sound strange because of the way the safety net was designed
in the 1970s. The notion was to give people access to safety net services, but
only if they are poor enough or disabled enough. The moment a line was cross,
the person was no longer entitled to any benefits. To leave the safety net is like
jumping off a cliff, because all benefits go away if a person earns one more dollar
than the limit. This has the effect of trapping people in poverty. Over the last 10
years, disability advocates have worked to make leaving the safety net more like an
off-ramp than a cliff so there is a way to earn some money but not lose all benefits
and perhaps get to a point where benefits are no longer needed.
Ten years ago, the Legislature passed the Medicaid for Workers with Disabilities
program that allows people to maintain Medicaid benefits as they earn more money
until they get to a point where no longer require the benefit. This approach has not
been done with savings, and the ABLE Act is the first step. The U.S. Congress
created a program to be administered by the Internal Revenue Service and SSA
where every penny will be monitored. Idaho can be proud of H 41 because it
doesn't cost much to set up, but very few people receiving SSI will be able to save
$2,000 to $5,000 because they can barely pay for food and rent. There are very few
ABLE accounts to be set up, and that means there is not a big body of money to
be invested. The returns from investment will be insufficient to fund administration
of the program. The smaller the state, the less benefit due to the scale. H 41 will
allow other states to assume the obligation of paying the administrative costs while
allowing Idahoans to take advantage of the program.
Mr. Baugh asked who will use ABLE accounts if so few people can save any
money. He has a brother with Down's Syndrome, and it is unlikely his brother
can save more than $2,000. However, when his mother's estate was settled, his
brother inherited $9,000. Mr. Baugh put the inheritance into an SNT for his brother.
Had his brother not had Mr. Baugh to set up the SNT, his brother would have lost
all his benefits until the money was spent down. Mr. Baugh thinks the program
could be set up better, but it can work for some Idahoans. This bill is the best
chance to make it work.
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TESTIMONY:

Dana Gover introduced herself to the Committee to speak in support of H 41. (See
Attachment 4.) She became disabled at age 18. Ms. Gover said she was brought
up on a ranch and was raised to believe it is important to save money.
Ms. Gover explained when she became disabled, there was no program for
personal care services in Idaho. When the Legislature approved personal care
services, she was on Medicaid and worked and went to college. She was told she
would not be able to save more than $2,000. She is now on Medicaid for Workers,
and she can save up to $10,000. She has expenses for work and is paying her
parents back for a van that her parents had to buy because she could not save
enough money to buy it for herself. If she lost her benefits, she would lose her
personal assistance services. Providers come to her home to help her get up and
get dressed so she can go to work. Medicaid does not cover these expenses.
Ms. Gover mentioned about two years ago, her great aunt left her $10,000 so she
set up an SNT. The attorney took $5,000 and she used the rest to have a roll-in
shower installed. With an ABLE account, she would be able to save money to
purchase a home for herself. She does have money she would love to put into an
account or to repair her wheelchair or van.

TESTIMONY:

Charlene Quade provided written testimony in support of H 41 (see Attachment 5.)
Senator Burgoyne was recognized to conclude his presentation of H 41. He urged
support of the bill.

MOTION:

Senator Harris moved to send H 41 to the floor with a do pass recommendation.
Vice Chairman Souza seconded the motion.

DISCUSSION:

Senator Foreman said he has concerns because the bill gives tax breaks to
some but not to others, and it is a redistribution of wealth. The bill also grows
State government spending, and transfers functions from the private sector to the
public sector. There are agencies better suited to handling education and set-up of
the accounts.
Senator Lee commented she was contacted by a number of constituents who
were surprised Idaho did not allow for ABLE accounts. Families in her community
are very dedicated to their loved ones and are working extra jobs and finding
whatever non-profit help they can. The families are concerned about their adult
children and are trying to plan for a time when the family can no longer be the
support. This is just a small piece to help families take care of each other rather
than the government doing it.
There being no more discussion, Chairman Heider called for the vote. The motion
carried by voice vote. Senator Foreman requested he be recorded as voting nay.

PRESENTATION: Child Welfare System Report. Chairman Heider recognized Lance McCleve
from the Office of Performance Evaluations and asked how long he would need
to present the report. Senator Lee suggested the presentation be rescheduled to
allow adequate time. Mr. McCleve said the presentation would be better if he had
longer than 15 or 20 minutes. Chairman Heider asked the Secretary to reschedule
the presentation for a day the following week.
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ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:20 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:09 p.m.

APPROVAL OF
MINUTES:

Senator Lee moved to approve the Minutes of the February 9, 2017 meeting. Vice
Chairman Souza seconded the motion. The motion carried by voice vote.
Vice Chairman Souza moved to approve the Minutes of the February 14, 2017
meeting. Senator Lee seconded the motion. The motion carried by voice vote.

H 38

Relating to Mental Health. Ross Edmunds, Administrator for the Division of
Behavioral Health, Department of Health and Welfare (Department), introduced
himself to the Committee. Mr. Edmunds explained the concept of a mental health
directive (MHD). A person of sound mind prepares in advance what he or she would
like to have for care and treatment should the person not be able to make decisions
for him or herself. The family can use the MHD to make decisions for the person.
Mr. Edmunds stated there are two different ways someone can be committed to
the Department. The first is when a person is at risk of life-threatening harm to
himself or someone else, or is gravely disabled, the person can be civilly committed
to the Department through a court process. The second type is a restoration to
competency, when a court deems a person charged with a crime is not competent
to stand trial and cannot contribute meaningfully to his or her own defense. After
being committed to the Department, the person is sent to an institution where
competency is restored so the person can go back and stand trial for the crime.
Mr. Edmunds informed the Committee H 38 has to do with the second type of
commitment and amends Idaho Code § 18-212. When a person is committed
to the Department for restoration of competency, the Department becomes the
legal guardian for the person and has a legal obligation to restore the person to
competency. If the person has a MHD that says the person doesn't want to take
a certain type of medication, yet that is the medication that would restore the
person to competency, the bill would allow the Department to ignore the MHD to
provide the necessary treatment. Currently, the law allows the Department to act
contrary to a MHD in a civil commitment, but not for a restoration to competency
commitment. The bill would allow the Department to proceed in the same manner
for both types of commitment.
Mr. Edmunds explained the Department has determined the bill has no fiscal
impact. There will be no increase in the population served, but the bill simply allows
the Department to meet its obligations under the law as it exists today.

Senator Martin asked if a person has committed a crime and is awaiting trial in a
facility, could the person go before a judge to get a court order to avoid treatment.
Mr. Edmunds answered the bill would allow the Department to act contrary to an
advance MHD. When a person comes to an institution, the person can refuse
medication, even with a MHD in place. The only way the Department can require
medication is through a commitment order from the court that includes a medication
override. Senator Martin asked for clarification if the Department would be acting
in accordance with a court order. Mr. Edmunds replied that is correct.
MOTION:

Senator Lee moved to send H 38 to the floor with a do pass recommendation.
Senator Anthon seconded the motion.

DISCUSSION:

Senator Foreman inquired whether the bill would allow the Department to override
the MHD solely to prosecute the person, or if there is a medical reason or concern
for disregarding the MHD. Mr. Edmunds responded there are two different issues.
The first is a court order override of a person's refusal to take medications. The
second is the MHD. The bill gives the Department the ability to provide necessary
treatment without regard to the MHD because the person has been committed
to the Department. If a person refuses medication, then the Department must
have a direct court order related to the specific commitment that contains a
medication override. Senator Foreman further inquired whether the Department
can proceed with treatment contrary to a MHD without a court order for the purpose
of prosecuting the person. Mr. Edmunds explained there are two different issues.
The first is a person's refusal to take medication at the time he or she is committed.
The second is an advance MHD. The bill would allow the Department to ignore the
advance MHD. If a person refuses medication upon commitment, the Department
must have a court order to require medication. The purpose of the medication
could be to bring the person to a level of competency that would allow the person
to stand trial for a crime. The Department's role is not to assist with prosecution,
but to restore competency to allow the person to meaningfully contribute to his or
her own defense to have a fair trial. Senator Foreman asked if the Department
can override the MHD without a court order if the person is committed and facing
trial. Mr. Edmunds answered today, the Department cannot override the MHD
without a court order. The bill would give the Department the ability to act contrary
to the MHD without a direct court order based on the fact the person is committed
to the Department, and the Department is legally responsible to restore them to
competency. If at the time of treatment, the person refuses any treatment, a court
order would be necessary to provide treatment.
There being no more discussion, Chairman Heider called for the vote on the
original motion. The motion carried by voice vote. Senator Foreman requested
he be recorded as voting nay.

H7

Relating to Massage Therapists. Mitch Toryanski, Legal Counsel for the Idaho
Bureau of Occupational Licenses (Bureau), introduced himself to present H 7 on
behalf of the Idaho Board of Massage Therapy (BMT). Mr. Toryanski introduced
Linda Chatburn, a licensed massage therapist and member of the BMT.
Mr. Toryanski stated the bill gives the BMT the ability to review and approve the
curriculum of massage therapy schools registered with the Board of Education
(BOE). Students are graduating from some registered massage therapy schools
that do not meet the BMT's curriculum standards. BOE rules say the education
programs of proprietary schools are supposed to prepare students for employment.
Massage therapy schools are required to follow applicable trade or curriculum
standards set by the BMT. After enrolling in a massage therapy program, paying
tuition, and completing the course, some students find they are not qualified to
be licensed.
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Mr. Toryanski explained the BOE has one staff person who processes dozens of
registration requests from many different schools in a wide variety of fields. The
BOE staff person cannot review all curriculum offered by the schools and does not
have massage therapy expertise. The BMT has agreed to review and approve
the curriculum of the applicant schools for the BOE. It will result in more work for
the BMT, but students who enroll in the registered proprietary schools will know
prior to enrollment that their training will allow them to be licensed and go to work.
The curriculum review will be accomplished without the BOE having to hire more
people. The bill is an example of two state agencies working together to accomplish
a goal with existing resources.
Mr. Toryanski informed the Committee the bill will have no impact on the
General Fund or the Bureau's dedicated fund because the BMT will perform the
curriculum reviews during regularly-scheduled meetings. The bill provides a limited
government approach to a consumer protection issue.
Vice Chairman Souza asked how long the BOE has been involved in reviewing
curricula for schools other than the public school system. Mr. Toryanski answered
he did not know, but the Executive Director of the BOE is present.
Matt Freeman, Executive Director for the BOE, introduced himself to respond to
the question. Mr. Freeman explained the Legislature gave the BOE authority
to register proprietary schools in 2009.
Vice Chairman Souza inquired how many schools the BOE reviews. Mr.
Freeman estimated 36 proprietary schools, and the BOE also registers private
post-secondary institutions that offer degrees.
Chairman Heider asked once the BOE reviews a particular school's curriculum, if
the school is accepted going forward or if a new review is required every time the
school registers. Mr. Freeman replied proprietary schools register on an annual
basis. If the curricula has not significantly changed, it is a fairly quick registration
process. Chairman Heider asked once the BOE agrees a school has an
appropriate curriculum if subsequent graduates will be accepted from that school.
Mr. Freeman responded there are a number of requirements for registration in
addition to reviewing the curricula. Once the schools are registered, they are
lawfully allowed to offer a program in Idaho. The BOE registers the schools, and
the BMT licenses the massage therapists.
Senator Lee asked for clarification that when schools register with the BOE, it is
not a BOE endorsement of the curriculum or any statement about the quality of the
school. Mr. Freeman replied that is correct. It is simply a registration and there is
no representation about quality or employability.
Senator Harris inquired who sets the curriculum standards. Mr. Freeman
answered for the BMT, educational content standards are established in rule. This
includes the coursework, content, and hours required for massage therapists.
Senator Lee wondered if massage therapy schools are not currently required to
register as private proprietary schools. Mr. Freeman answered that is incorrect.
Massage therapy schools are proprietary schools required to register with the BOE,
and BOE rules require that a proprietary school's course of study follow applicable
trade board curriculum standards. The curriculum standards for massage therapists
are contained in administrative rule for the BMT. The BOE has a staff of one person
who does not have the expertise to determine whether or not a massage therapy
school's curriculum meets the BMT requirements.
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Senator Anthon stated he is struggling with the bill and asked if his reading of
Idaho Code is correct that the BMT is only authorized to determine the qualifications
of an applicant and whether someone should be licensed. Mr. Freeman deferred
the question to Mr. Toryanski.
Senator Anthon said he sees a difference between licensure and determining
curriculum. Perhaps the schools should be allowed to decide their own curricula,
and students will either pass or fail the licensing exam. Mr. Toryanski answered it
is reasonable for a citizen who wants to go to massage therapy training to assume
that if a school is registered by the State, then it must meet the State's standards.
The BOE is supposed to ensure the curriculum is up to trade board standards, but
the BOE does not have the manpower or expertise to do it. The BMT has the
expertise and can do the review. If a school approached the BOE about registration,
the registration application would include the curriculum. The BOE would then give
the curriculum to the BMT and ask that it be reviewed to determine if it meets
BMT standards. The BMT would look at the classes and ensure sufficient course
hours were devoted to the required topics.
Senator Lee asked if the BMT only matches the curriculum to the massage therapy
standards. She is concerned about what would happen if the BMT kept schools out
of business due to other marketplace concerns. Mr. Toryanski replied the BMT
exists for one reason only and that is to keep the public safe. If the BMT is acting in
a way to minimize competition, then the BMT is acting against the instructions of
the Governor and against their charge in statute. The BMT already reviews all the
curriculum, but it is done at the time individual licensure applicants come forward to
submit their paperwork. The BMT must review everyone's curriculum individually
to ensure it meets the BMT standards. If the BMT is authorized to review the
curriculum for a school registration, then the BMT would know applicants qualify for
licensure based on graduation from that school. It could serve to streamline the
licensing process for the BMT.
Chairman Heider commented the duties of a board generally are not to approve
curriculum but to approve the people for licensure based on their education. For the
BMT to approve the curriculum of 200 educational programs seems a bit onerous.
Mr. Toryanski agreed it is true the BMT is concerned with individual licensure. The
BMT is a volunteer board and wants regulation of schools to stay with the BOE.
The BMT recognizes there is not enough manpower at the BOE to review the
curriculum and has offered to take on the task.
Senator Agenbroad asked whether massage therapy schools are eligible to
receive any kind of student aid, and if this legislation would change that. Mr.
Toryanski responded schools receive funding depending on how they operate, but
all massage therapy schools are already supposed to meet the minimum standard.
There would be no effect on funding as a result of this bill. Senator Agenbroad
said he is more interested in the ability of the student to obtain a student loan to
attend the schools. Mr. Toryanski answered the BMT is focused only on ensuring
the public is safe, and he does not know how to answer that question.
Senator Harris inquired whether any other boards at the Bureau approve curricula
in this manner. Mr. Toryanski replied the Board of Cosmetology regulates
cosmetology schools, and the BMT would be the second board at the Bureau
with this authority.
MOTION:

Senator Martin moved to send H 7 to the floor with a do pass recommendation.
Vice Chairman Souza seconded the motion.

DISCUSSION:

Senator Lee said she still has some questions and is unsure of her support for
the bill.
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Senator Anthon stated he will oppose the motion. Idaho Code requires applicants
to pass a nationally-recognized competency exam. He commented the schools
should teach what they want to teach, and the success of the students will be
recognized by whether or not they pass the exam. For example, the University of
Idaho College of Law is an excellent school, but only 60 percent of his graduating
class passed the Idaho State Bar Exam. That result is due to other factors and not
because a regulatory agency did not approve the curriculum.
There being no more discussion, Chairman Heider called for the vote on the
original motion. The motion carried by voice vote. Senators Lee, Anthon,
Agenbroad, and Harris requested they be recorded as voting nay.
H 11

Relating to Optometrists. Mr. Toryanski was recognized to remind the
Committee that H 11 would require all optometrists to become certified to use
pharmaceutical agents for diagnostic and therapeutic purposes. If the Committee is
willing to reconsider the bill, the Board of Optometry would appreciate having it sent
to the Fourteenth Order for amendment.
Chairman Heider remarked a proposed amendment would extend the
implementation date of the bill by two years.
Senator Lee said she was hopeful current licensed optometrists could be
grandfathered so the requirement would only apply to new licensees. It would allow
a few optometrists at the end of their careers to continue their current practices.
Vice Chairman Souza remarked that grandfathering would be accomplished by
adding more years until the effective date of the deadline, thereby accomplishing
the goal of giving these few practitioners time to finish out their careers.
Senator Foreman commented he too was hoping the amendments would allow
all current practitioners to continue practicing until their normal retirement and not
just extend the deadline for a couple of years. The proposed amendment is not
what he wants to see.
Senator Jordan asked whether others could submit amendments if the bill is sent
to the Fourteenth Order. Chairman Heider responded the bill would be sent with
the proposed amendments. Senator Jordan asked whether a different amendment
could be submitted. Chairman Heider answered yes.

MOTION:

Vice Chairman Souza moved to reconsider H 11. Senator Lee seconded the
motion. The motion carried by voice vote.

MOTION:

Vice Chairman Souza moved to send H 11 to the Fourteenth Order for possible
amendment. Senator Lee seconded the motion. The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:00 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:08 p.m. Chairman Heider informed the attendees that
the purpose of the meeting is only to receive information, and no votes will be
taken. He thanked attendees for coming to the meeting and advised attendees to
keep comments directed to the issues.

PRESENTATION: Revised Immunization Exemption Form. Richard Armstrong, Director of
the Department of Health and Welfare (Department) introduced himself to the
Committee to provide a follow-up to an earlier presentation. There has been
concern expressed about the Department's opt-out form for immunizations. The
Department reviewed the form to make it shorter and revised language that some
people found offensive (see Attachment 1).
Director Armstrong stated the original form contained one page devoted to
education and informed consent and a second page designed to meet legal
obligations of the Department and school districts related to immunizations. The
Department concluded the education component could be handled more efficiently.
The revised document is exclusively designed to address public health and school
district statutory responsibilities.
Director Armstrong mentioned Idaho rules require schools to maintain
immunization documentation on a form provided by the Department. Duties
contained in Idaho Code require the Director to protect the public from the spread
of infectious or communicable diseases or from contamination. There is a
long-standing body of case law that also applies and requires the Department to
exclude students from school during an outbreak unless they are immunized or the
threat of disease is contained. When a disease enters a school, the Department has
the legal obligation to rapidly and efficiently remove children who are at risk. The
revised opt out form is specifically designed to provide the tools on a common form.
For example, the Spokane, Washington schools recently employed this strategy
during an outbreak of mumps and removed 160 children from school who were not
immunized or had compromised health from some other medical condition.
Director Armstrong explained the revised document lists the diseases for which
immunizations are available, along with a physician's statement section for children
who are not eligible for immunizations due to health conditions. The bottom section
allows for an exemption for religious or other reasons along with a short statement
that the parent or guardian understands in the event of a disease outbreak, the child
may be excluded from school for the duration of the outbreak. The Department
must ensure parents are aware of the unilateral action a school may take.

Senator Foreman commented the acknowledgment on the form that their child
may contract a vaccine-preventable disease might be problematic, and he asked
if that sentence could be left off the form. Director Armstrong answered the
Department's goal is to make it as easy as possible for a parent with an objection
to opt out of immunizations. Legally, the Department must know the parent
understands there are diseases with a vaccine available. It must be clear that the
parent assumes the responsibility for the decision.
Senator Foreman suggested all the information about immunizations be put on a
separate sheet. The schools could be asked to give it to the parents and obtain
an acknowledgment that the parent received the information sheet. Director
Armstrong replied part of what government is supposed to do is be efficient.
Director Armstrong said he spends most of his time working with his staff
to make sure they are only doing what they must do to meet the letter of the
law without burdening school districts, public health districts, and citizens with
unnecessary paperwork and documentation. The opt-out forms must be managed
and stored, and part of the goal is to have a simple form that will reduce the cost of
administrative overhead by everyone involved. The Department is trying to strike
a balance between personal responsibility and accountability, and the role and
responsibility of public health. The revised form contains the shortest statement the
Department felt it could use and still meet its statutory obligation.
Senator Jordan stated the revised form is a significant improvement, and she
asked if parents must sign an acknowledgment of risk when a child signs up to
play school sports. Director Armstrong replied there are acknowledgments on
sports forms.
Vice Chairman Souza complimented Director Armstrong on the simplicity
of the revised form. She asked if the Department was planning to create an
information-only page using the previous page one information about the
vaccinations. Director Armstrong answered yes. The Department has not yet
consulted with all of its partners in the immunization network nor talked to 114
school districts. The education material will be developed and what it looks like
will depend on the work group.
Vice Chairman Souza referred to Dr. Hahn's previous testimony in which she
stated it was common for a parent to opt a child out of one or two immunizations,
while some opt out of all immunizations. If a parent opted out of the chicken pox
immunization, then in the event of a chicken pox outbreak, the child would be pulled
out of school, but not if there was an outbreak of measles if the child was already
vaccinated for measles. Director Armstrong said the most common occurrence is
that the parent arrives at school and opts out, then returns to school a week or two
later to let the school know the immunizations have been given.
Senator Anthon asked if the Department intends to implement the sample form
provided. Director Armstrong responded the suggested form will be provided to
the stakeholder coalition and they will be encouraged to use it. The Department has
no authority over an individual school district, and he realizes some districts have
been very strict in requiring immunizations. If a school district makes a different
decision, the Department has no statutory authority to enforce the form, and a
school district could employ a more stringent form. Senator Anthon stated the
school districts administer how they accept the students and whether or not to use
the form, but the rules mandate the Department to provide the form. He asked if
this situation will arise in the future if the form is not implemented next school year.
Director Armstrong answered the Department created the form and will send it
out. Senator Anthon asked if the form will be provided to the school districts for
the next school year. Director Armstrong answered that is the Department's
intention. If a school district wants to add something to the form, the Department
has no authority to tell the school district what to do. The Department assumes the
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vast majority will use the form provided, but he can't force someone if they want
to add something else.
Senator Foreman asked in the event a parent only completes the bottom section
of the form and does not complete the rest, if the Department will accept the form.
Director Armstrong replied the Department's instructions will be that the school
district employee ask the person whether the opt out applies to all immunizations
on the list. If someone absolutely refuses to fill out the top part, the Department will
assume it applies to all immunizations.
Vice Chairman Souza commented she was surprised to hear some school districts
act independently in how they deal with this issue and asked how that fits with the
exemption statute. She does not read the statute as allowing school districts to use
their own discretion. Director Armstrong answered he has run into the situation
and does not know if it is still occurring. School districts are not subdivisions of the
Department, and he can't make people do things, and there is the possibility it
could happen.
Senator Lee said she appreciates all the work that has gone into the revised form.
In her district, it is likely parents won't have any problem signing the statement
acknowledging the child will be removed from school in the event of an outbreak,
but she does think some parents will not agree with the statement that the child
might contract a vaccine-preventable disease. A parent might not sign the form at
all if they don't agree with those two statements. Senator Lee asked how these
sentences can be statutory when Idaho Code allows the parent to submit only a
signed statement. Director Armstrong responded the Department wants parents
to know their child is at risk of a preventable disease if there is an outbreak. The
statement is only to acknowledge schools are incubators of disease. It places no
liability on the parent, who has already accepted the responsibility by opting out,
and he wants to make sure the parent knows it is not the Department's or the
school district's responsibility. This is protection for the institutions.
Senator Anthon asked if the form is promulgated by the Department. Director
Armstrong answered yes. Senator Anthon inquired whether the school has any
right to say whether or not it will use the form. Director Armstrong replied the
school is required to use a form provided by the State to document the situation.
PRESENTATION: Relating to Immunizations. Leslie Minookian introduced herself to the
Committee as a former executive who worked on Wall Street for several years, and
she has produced an award-winning documentary on vaccines. (See Attachment
2 for presentation.) Ms. Minookian said she has served on many national and
local non-profit boards. There is generally a perception that those who question
vaccinations are uneducated, and that is far from the truth. The average parent
who challenges and questions is actually highly educated. She understands and
appreciates that Director Armstrong believes everything he says and is trying to do
what is best for Idahoans. The parents who have an issue are trying to do what
they think is best for their children. She would like to sit down with the Department
and discuss the science and share her observations on what is happening around
the country.
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Ms. Minookian mentioned the childhood vaccine schedule has tripled from 22
doses of 7 vaccines in the 1980s to 69 or 70 doses of 16 vaccines today. There
were not massive disease outbreaks in the 1980s that warranted introduction of the
increased vaccines and dosages. Vaccines contain many toxins and contaminants,
such as mercury, aluminum, formaldehyde, antibiotics, monosodium glutamate,
monkey kidneys, cells from aborted human fetuses, and chicken embryos. Certain
vaccines are far more reactive for children who receive them, and contamination
could be the reason. Vaccine safety studies are deeply flawed and do not use
proper placebos. To study whether or not a pharmaceutical product is safe, the
placebo should be something inert. In vaccine safety studies, however, another
vaccine or a solution that contains mercury or aluminum is used as the placebo.
These other components mask any adverse reactions from the vaccine and do not
provide a true picture.
Ms. Minookian said children's health in America is in decline, and the U.S. has
the worst infant mortality rate in the developed world and the highest vaccination
rate in the first year of life. Countries that give half the number of vaccines have an
infant mortality rate roughly one-third that of the U.S. No one can predict whose
child will have an adverse reaction from a vaccine, and vaccine makers have no
liability for their vaccines. A vaccine maker cannot be sued; instead there is a trust
fund set up using a $.75 per vaccine tax levied on all vaccines. This fund has
paid out $3.3 billion to compensate victims of vaccine injury, and many are denied
compensation. Thirty thousand adverse effects are reported every year, with 13
percent of those classified as serious.
Ms. Minookian referred to comments made by Director Armstrong at the
Committee's meeting of January 18, 2017 and advised that a study showed
vaccinations do not account for the impressive declines in mortality seen in the first
half of the 20th century. Nearly 90 percent of the decline in infectious disease
mortality happened before the widespread use of vaccines or antibiotics. Clean
drinking water, public sanitation, and rising socioeconomic conditions were the
cause. Tuberculosis has all but died out in the U.S., despite there being no vaccine
in wide use. Polio died out across Europe at the same rate as in the U.S., even
though there was no vaccine used in Europe.
Ms. Minookian commented all live virus vaccines have the ability to shed and
spread disease after the vaccination. Some killed and weakened vaccines can also
spread disease and cause changes in the diseases themselves. Thousands of
people who were vaccinated for whooping cough have no or very mild symptoms,
yet they can spread the disease to both vaccinated and unvaccinated individuals.
The pertussis vaccine only protects against a single strain of bacteria and causes a
40-fold increase in the colonization of parapertussis in animal tissues.
Ms. Minookian stated there have been tens of thousands of whooping cough
cases around the U.S. in the last five to ten years, and 80 to 90 percent of those
who contracted whooping cough were fully vaccinated. The greatest risk to young
children for whooping cough is their older, vaccinated siblings, but the Centers for
Disease Control (CDC) continues to blame outbreaks on the unvaccinated. An
independent research study found 100 people need to be vaccinated to avoid one
case of the flu, making the vaccine 99 percent ineffective. During a 2006 outbreak
of mumps in the Midwest, 99 percent of children who got mumps were vaccinated.
In the recent U.S. measles outbreak, over 50 percent of measles cases were adults
who were vaccinated in childhood. A 2011 measles outbreak in Canada resulted in
725 cases despite 90 to 95 percent of the population having been vaccinated. The
most susceptible were older children ages 12 to 17.
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Ms. Minookian mentioned vaccine-induced immunity is not permanent and
pushes the diseases to a time when they are more dangerous. It is safer to get
most childhood diseases before puberty. Levels of immunity that are conferred
by vaccines fall away and then people are more susceptible. The idea that an
unvaccinated child should be excluded from school is not supported by the data.
Most children getting the diseases are vaccinated. Anyone is at risk, not just the
unvaccinated. Vaccines induce antibodies, but antibodies does not mean immunity.
Ms. Minookian advised there is a tremendous amount of corruption in vaccine
research. A doctor at the CDC reported high officials altered data in studies to
conceal the fact that the Measles-Mumps-Rubella (MMR) vaccine causes autism.
Merck & Co. (Merck) is the subject of a federal lawsuit for falsifying data on its
mumps portion of the MMR vaccine and Merck is the only vaccine provider licensed
to sell MMR in this country. Former scientist employees of Merck allege they were
threatened with jail and forced to put animal antibodies and other things into the
safety studies to make the studies prove the vaccine was more effective than it was.
A group of 12 scientists have come together and submitted a letter to the CDC chief
of staff. They allege special interests are influencing their ability to do their jobs and
affecting scientific integrity and policy.
Ms. Minookian commented that herd immunity is a myth. If vaccines work the
way they are purported to work, the outbreaks in fully and nearly fully vaccinated
populations would never happen. Herd immunity is real when people contract
diseases naturally and derive lifelong protection, and get community boosting
when their children and grandchildren contract diseases. Vacccine-induced herd
immunity is assumed but the science data shows it is an illusion, and it is not
necessary for 95 percent of the population to be vaccinated.
Ms. Minookian said the Department is mandated to protect public health, but Idaho
Code does not require one person's life to be risked for the herd. The CDC states it
uses tracking registries and data to identify areas of under-vaccination to bring them
into compliance. The U.S. Department of Health & Human Services has floated the
idea of a national adult immunization plan and an initiative to track everyone and
their vaccination status. This plan would allow people to be detained anywhere,
any time, indefinitely without appeal involving diseases such as flu or measles.
Ms. Minookian stated the Department says its exemption form helps school
administrators track exemptions and provide statistical information to the
Department. Many parents do not want to be tracked and opt out of the voluntary
registry. Requiring parents to detail which vaccinations they do not want their
children to receive is the same as forcing participation in the vaccine tracking
registry. Idaho Code clearly states the form is not required, yet it is pushed on the
parents, which makes parents mistrustful that the Department will follow Idaho
Code. When there is an outbreak, all families are notified, not just the unvaccinated.
Vaccination status is not proof of immunity. Requiring any form is the same as
having a surreptitious vaccine registry.
TESTIMONY:

Betsy Moynihan, a school nurse in the Boise School District, introduced herself
to the Committee. She sees many parents at school who do not have their
children vaccinated and want to sign the exemption form. She reviews the form
with the parents and many are shocked to read the immunization information.
Many times parents just don't want the MMR immunization, and sometimes most
of the immunizations have already been given but the series isn't finished. The
information is helpful to the parents because they are not as knowledgeable. Ms.
Moynihan said she is disappointed the old form won't be used. She does not talk
anyone into having their children immunized, but so many just don't understand and
need the education. She has never had a parent be upset by the exemption form.
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Her school prints the form on pink paper so it is easy to identify which students are
not immunized in the event of an outbreak.
Vice Chairman Souza commented that the Director has promised to make the
informational handout available to the parents.
TESTIMONY:

Dr. Tom Patterson introduced himself to the Committee as a pediatrician for the
last 21 years. He is an associate clinical professor of pediatrics at the University of
Washington and a pediatric provider at Family Medicine Residents of Idaho. He
understands not everyone will react to a vaccine the same way or receive the
same level of protection from a vaccine. If there is an outbreak, it is important to
know who has been vaccinated and who has not. This is about protecting children
rather than violating rights of privacy. He would want his child to be excluded from
school if his child was not immunized.
Dr. Patterson commented the Department's form is good. For every procedure
he does, including immunizations, he must have informed written consent, and not
vaccinating is also a procedure. When a child presents to the emergency room with
a fever, he evaluates the child in the context of the vaccination history, meaning the
child might be susceptible to things he doesn't usually look for like pneumococcal
disease or haemophilus influenzae Type B (HIB). He has seen one unimmunized
child who requires constant care due to HIB, and the child has lived in a facility
his entire life.
Dr. Patterson said immunizations are the number one greatest advance of modern
medicine. He would prefer to have some side effects rather than death or disability
from a disease. Diseases confer about six to nine years of natural immunity, while
the vaccine confers six to seven years of protection. He has seen chicken pox
decrease and other diseases disappear. He used to make a living from rotoviral
gastroenteritis with dehydration. After the first rotovirus vaccine, there were some
safety concerns. Dr. Patteron mentioned medical providers and the general
public can report adverse effects from vaccinations to a vaccine safety data link
website. Since the second rotovirus vaccine came out, he has seen only one case
of rotoviral gastroenteritis.
Dr. Patterson mentioned he recently participated in a mock debate on the side of
anti-vaccine. The experience helped him realize the person who doesn't vaccinate
loves their child and does the best they can for their child, and he doesn't want to
take that away. If a child has had all vaccines but one, the school would have
to exclude for every outbreak without the form. The herd immunity is different
for every disease. This is not about vaccination, it's about keeping kids safe. He
doesn't want anyone to be vaccinated who doesn't want to be vaccinated.

TESTIMONY:

Sarah Walton-Brady introduced herself to the Committee as the parent of
three children. She recently learned one of her children may have autism. Ms.
Walton-Brady said she has issues with the old form, and she will likely take issue
with the new form. She is pro-choice about vaccinations. She did not like the old
form because did not want to agree with the printed statements on the form or
explain the reason for her exemption. She understands the Department may not
want to be legally liable. Vaccine inserts list many side effects including possible
death. She suggested adding "hold harmless" language to the exemption form.
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TESTIMONY:

Dr. Greg Ferch introduced himself to the Committee as a 25-year practicing
chiropractor who has studied the immunization issue. Decisions are often made
based on assumptions that immunizations will protect people. However, 97
percent of whooping cough cases will occur in people who are immunized. Since
the chicken pox vaccine was introduced, the incidence of chicken pox has been
reduced, but there has been an increase in shingles. Hepatitis B immunity only
lasts four to five years. The lowest rate of shingles occurs in pediatricians because
they are constantly exposed to sick children. There are more cases of shingles
in parents and grandparents because they are no longer caring for children with
chicken pox and getting a natural booster of protection.
Dr. Ferch mentioned a school will be shut down and hazardous material
remediation done because someone broke a thermometer on the sidewalk. Yet
there is mercury in immunizations at much higher levels than exposure to a broken
fluorescent light bulb. The CDC said Lumber Liquidators flooring caused cancer
because of formaldehyde saturation of the flooring, but formaldehyde is included
on the list of vaccine ingredients. Parents have reported that within hours after
vaccination, their previously normal child lost ocular tracking ability, speech and
language, and ability to ambulate. Dr. Ferch said he is willing to have his data
challenged scientifically. Informed consent means both sides of the subject are
informed, not just one side.

TESTIMONY:

Miste Karlfeldt introduced herself to the Committee as the Executive Director of
Health Freedom Idaho. There has been a lot of information presented on both sides
of the issue. Parents are making immunization decisions based on information and
take issue with the statement that they are knowingly putting their children at risk if
they do not vaccinate. If the exemption form is used as education, it should also
include the vaccine insert that shows the potential harm from vaccines. Education
should be between the parent and the doctor, not between the parent and the
school. It is the parent's decision whether or not to immunize and they should not
have to report their choice to the State. Ms. Karlfeldt believes the exemption
form is just a workaround for the immunization registry, and it does not truly allow
for an opt-out.

TESTIMONY:

Samantha Congdon introduced herself as a registered nurse and president of the
School Nurse Organization of Idaho, representing 102 school nurses throughout
the State of Idaho. (See Attachment 3.) She is not here to discuss the pros and
cons of vaccines but rather to talk about the form used in schools. Parents have the
right to opt out of having their children immunized. Some parents take great issue
with the front of the current form, and Ms. Congdon allows them to write in that
space that they do not agree with the form. However, the form allows school staff
to quickly identify students who might be at a higher risk of disease in the event
of an outbreak. Her district uses an electronic medical records system but other
districts use secretaries and parent helpers to go through school records to find the
exemption forms. If a parent wrote an exemption on a sticky note, it would be very
difficult to find that in a student's cumulative file in a timely manner.
Ms. Congdon informed the Committee that having a standardized form helps
the schools. The only data given to the Department are numbers of students
and number of exemptions, not names or anything else. The form is part of the
student's confidential school file, and it can only be obtained by subpoena. The
National Association of School Nurses has published a Framework for the 21st
Century in School Nursing Practice. The model focuses on the student, school,
and community. Some parents don't have a family medical provider, and they call
the school nurse to ask for medical advice. Not everyone comes from an intact,
stable household or has a parent that can do the research. She appreciates the
Department adjusting the exemption form and urged that the standard exemption
form be maintained.
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Director Armstrong was recognized to conclude the remarks. He informed the
Committee the Department does not maintain a central database, and there is no
centralized reporting. The Department gets global statistics only. The CDC can't
get any personal information about immunizations because the Department does
not have the information. He stated the Department always enjoys hearing from
constituents to improve its services.
Senator Anthon commented that, based on his reading of the law, the current
form is an overreach. He can't understand why it would be necessary to identify
what church or religious organization a family belongs to, and that information has
nothing to do with statistics or sorting out children in the event of an outbreak. It is
unnecessary to justify a philosophical exemption, which is a parent's right under the
law. He hopes the Department will take steps to correct a mistake that was made.
ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:38 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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Herd Immunity Presentation to
Senate Health and Welfare
Committee
By Leslie Manookian
Board Member of Health Freedom Idaho
February 23, 2017

CDC Vaccine Schedule to Age 18
1983
Vaccines
Diphtheria
Tetanus
Pertussis
Measles
Mumps
Rubella
Polio

2014
Doses

Vaccines
5
6
5
1
1
1
4

23
Source: CDC

Diphtheria
Tetanus
Pertussis
Measles
Mumps
Rubella
Polio
Hib
Rotavirus
Hepatitis B
Pneumococcal
Influenza
Chicken Pox
Hepatitis A
HPV
Meningococcal

Doses
6
6
6
2
2
2
4
3
3
3
4
19
2
2
3
2
69
2

Adult Vaccine Schedule:
If you live to 80 and follow CDC’s schedule, you’ll
get another 91 doses of 11 vaccines
• Flu shot annually (63)
• Shingles – (1)
• TDaP – (3)
• Tetanus-Diphtheria (every 10 years=12)
• Varicella – (2)
• HPV – (3)
• MMR – (6)
• Pneumococcal – (1)
Source: CDC

3

Vaccine Ingredients:
Cells from aborted fetuses
Monkey kidneys
Chicken embryos
Mouse brain
Chicken kidneys
Monkey lung tissue
Cow milk protein
Sheep blood
Cow heart
Cow pancreatic enzymes
Human blood protein
Gelatin – various animals
Calf serum

Aluminum
Mercury
Formaldehyde
Yeast
Antibiotics
MSG
Polysorbate 80
Disinfectant
Soy protein
Antibacterials
Viruses
Bacteria
Genetically engineered organisms

http://www.cdc.gov/vaccines/pubs/pinkbook/downloads/appendices/B/excipient-table2.pdf

4

Vaccines: Flawed Safety Studies
• Placebos are not placebos
• Vaccines studied singly but given in large
combinations
• Vaccine safety studies use healthy subjects
• Vaccine research compares vaccinated to
vaccinated populations
• No large, long-term clinical study comparing
vaccinated to unvaccinated
5

Vaccines: Declining Health of Children
• 54% of US kids chronically ill or obese
• 26% at risk of developmental disability (06yrs)
• 1 in 50 kids has autism, 1 in 31 boys (3%)
• 31% are overweight or obese
• 1 in 400 diabetic (+20% in 10 years)
• 1 in 300 boys, 1 in 333 girls develop cancer
1

2

3

4

5

1
2
3
4
5
6

6

https://www.acco.org/Information/AboutChildhoodCancer/ChildhoodCancerStatistics.aspx
http://www.academicpedsjnl.net/article/S1876-2859(10)00250-0/fulltext - sec3.1.2
http://www.cdc.gov/nchs/data/nhsr/nhsr065.pdf
http://www.academicpedsjnl.net/article/S1876-2859(10)00250-0/fulltext - sec3.1.2
http://health.usnews.com/health-news/news/articles/2012/06/09/diabetes-rising-rapidly-among-us-kids
http://www.jeffgordonchildrensfoundation.org/site/c.5oIDJRPyGfISF/b.6874173/k.4BBE/Childhood_Cancer_Stats.htm
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Poor Health of Population
• US spends $2.7 TRILLION on healthcare
• US spends $270 BILLION on drugs
• US spends $8745 per capita on healthcare vs.
OECD average of $3484
• US life expectancy 78.7, OECD avg. 80.2 years,
Iceland, Japan, Switzerland 83 years
• US infant mortality rate 6 per 1000 live births,
OECD avg. 4, Iceland 1.1, Slovenia 1.6, Japan
2.2
Organization for Economic Cooperation and Development, OECD
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Vaccine Injury Reports to Vaccine Adverse
Reporting System (VAERS) since 1989
•
•
•
•
•

64,513 reports of “serious” adverse reactions
163,010 reported visits to ER
49,569 reported hospitalizations
65,934 did not recover
5,736 reported deaths

VAERS is a passive surveillance system and
estimates are that only 1%-10% of all adverse
reactions are reported, some reports come from
outside US
https://vaers.hhs.gov
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“Annual summary of vital statistics: trends in the
health of Americans during the 20th century”
• “Thus vaccination does not account for the impressive
declines in mortality seen in the first half of the
twentieth century….
• “Once again, nearly 90% of the decline in infectious
disease mortality among US children occurred before
1940, when few antibiotics or vaccines were available.”
• “State and local health departments implemented
these public health measures including water
treatment, food safety, organized solid waste disposal,
and public education about hygienic practices.”
http://www.ncbi.nlm.nih.gov/pubmed/11099582

9

Declining Disease Mortality in US
Before Vaccinations

10

Live flu vaccine “symptoms”
The nasal spray sometimes causes mild
“symptoms”, including:
• Runny nose
• Congestion or cough
• Headache
• Vomiting
• Muscle aches
• Fever
https://www.google.com/search?client=safari&rls=en&q=nasal+flu+vaccine+causing+flu+symptoms&ie=UTF-8&oe=UTF-8
https://www.ncbi.nlm.nih.gov/pubmed/15954490

Vaccinated Spread Disease
• Measles transmission from a twice vaccinated
individual
https://academic.oup.com/cid/article/58/9/1205/2895266/Outbreak-of-Measles-Among-Persons-With-Prior

• Sibling Transmission of Vaccine-Derived
Rotavirus (RotaTeq) Associated with Rotavirus
Gastroenteritis
• The Safety Profile of Varicella Vaccine: A 10Year Review
http://pediatrics.aappublications.org/content/125/2/e438

https://academic.oup.com/jid/article/197/Supplement_2/S165/844351/The-Safety-Profile-of-Varicella-Vaccine-A-10-Year

Vaccine Shedding
• Detection of Fecal Shedding of Rotavirus Vaccine
in Infants Following Their First Dose of
Pentavalent Rotavirus Vaccine
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4459210/

• Shedding of Ann Arbor strain live attenuated
influenza vaccine virus in children 6-59 months of
age
https://www.ncbi.nlm.nih.gov/pubmed/21513761

• Detection of measles virus RNA in urine
specimens from vaccine recipients
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC228449/

Pertussis (Whooping Cough)
• Vaccination increases rates of non vaccine
strain in lungs 40-fold
• Study Finds Parents Can Pass Whooping
Cough to Babies
• Acellular pertussis vaccines protect against
disease but fail to prevent infection and
transmission…
• Immunized People Getting Whooping Cough
http://www.nytimes.com/2007/04/03/health/03coug.html?_r=0

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3063653/

http://www.kpbs.org/news/2014/jun/12/immunized-people-getting-whooping-cough/

Does the flu vaccine work?
• "A review of 50 studies that included more than 70,000 adults
found that 100 people needed to be vaccinated to avoid one case of
flu. That means the vaccine failed 99 percent who took it — they
received no benefit at preventing the flu.”
• "Nor has it been shown to prevent flu complications, such as
pneumonia, hospitalizations and death, in well over 90 percent who
receive it.
• "There are no good studies showing that the flu vaccine is effective
for seniors," he says. "When you take apart and break down a
recent study that the government uses to promote the flu vaccine
to senior citizens, you'll find that 217 elderly people had to take the
high-dose flu vaccine to prevent a single case of flu — that's a 99
percent failure.
http://www.newsmax.com/Health/Headline/flu-shot-failure-David-Brownstein/2015/09/23/id/692861/

Vaccine Failure
• Analysis of Mumps Vaccine
Failure
• Largest Measles Epidemic in North America in
a Decade
• Primary versus secondary failure after varicella
vaccination: implications for interval between
2 doses
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC96204/

https://academic.oup.com/jid/article/207/6/990/898747/Largest-Measles-Epidemic-in-North-America-in-a

https://www.ncbi.nlm.nih.gov/pubmed/23838789

Antibodies and Waning Immunity
• Loss of Vaccine-Induced Immunity to Varicella
over Time
• Implications of vaccination and waning
immunity
• Study Calls Into Question Primary Justification
for Vaccines
• Antibody Response To Vaccine Does Not Equal
Immunity or Protection
http://www.nejm.org/doi/full/10.1056/NEJMoa064040#t=article

http://rspb.royalsocietypublishing.org/content/276/1664/2071

http://www.greenmedinfo.com/blog/study-disproves-cdcs-primary-justification-vaccination

http://www.vaccines.me/articles/cgezx-antibody-response-to-vaccine-does-not-

equal-immunity-or-protection.cfm

Dr. Thompson’s statement
I regret that my coauthors and I omitted statistically
significant information in our 2004 article
published in the journal Pediatrics. The omitted
data suggested that African American males who
received the MMR vaccine before age 36 months
were at increased risk for autism. Decisions were
made regarding which findings to report after the
data were collected, and I believe that the final
study protocol was not followed.
https://morganverkamp.com/statement-of-william-w-thompson-ph-d-regarding-the-2004-article-examining-the-possibility-of-a-relationship-between-mmr-vaccine-andautism/
http://www.newsmax.com/Health/Headline/autism-vaccine-coverup-CDC/2015/08/03/id/665245/

Merck mumps vaccine lawsuit
• “…efficacy tests for the measles, mumps, rubella vaccine
(MMR) were faked.”
• “This is a major federal case alleging fraud in vaccine
testing; it encapsulates how medical research can be
manipulated to achieve desired results, and why it may be
wise to question the integrity and the validity of “sciencebased medicine.”
• “…Merck knew its measles, mumps, rubella (MMR) vaccine
was less effective than the purported 95% level”
• Merck began a sham testing program in the late 1990’s to
hide the declining efficacy of the vaccine.”
• Whistleblowers were “threatened with jail were they to
alert the FDA to the fraud being committed.”
http://ahrp.org/former-merck-scientists-sue-merck-alleging-mmr-vaccine-efficacy-fraud/

More CDC Whistleblowers
• “It appears that our mission is being influenced
and shaped by outside parties and rogue
interests... and Congressional intent for our
agency is being circumvented by some of our
leaders. What concerns us most, is that it is
becoming the norm and not the rare exception,”
the letter states. “These questionable and
unethical practices threaten to undermine our
credibility and reputation as a trusted leader in
public health.”
http://www.huffingtonpost.com/carey-gillam/spider-bites-cdc-ethics-c_b_12525012.html

True Purpose of Vaccine Information to bring people into “compliance”
• “To identify areas of undervaccination for measles and
other vaccine-preventable diseases, state and local health
departments monitor compliance with school
immunization requirements”
• “The coverage target is ≥95% vaccination coverage for the
following vaccines: MMR; diphtheria, tetanus toxoid, and
acellular pertussis (DTaP)†; poliovirus; hepatitis B (HepB);
and varicella”
• “…health department or school personnel conduct a
vaccination coverage survey or census of enrolled students
to determine compliance with school requirements
• “Results of the school-level reviews are reported to the
grantee health department, which then reports aggregated
totals to CDC”
https://www.cdc.gov/mmwr/preview/mmwrhtml/mm6133a2.htm

School Nurse Organization of Idaho
snoi.org@gmail.com
https://snoi.nursingnetwork.com/

February 13, 2017
Dear Honorable Senate Members of the Health and Welfare Committee,
We are writing to voice our concerns regarding the change to Idaho’s immunization law
proposed in Senate Bill 1050. As school nurses, we value the current document because it
enables us to have meaningful conversations with parents to ensure they understand the
risks associated with opting to not vaccinate their children. Changing the requirement of a
state form for vaccine exemption at school entry gives way for potentially long lasting
public health ramifications because it would allow parents who aren’t truly choosing to be
exempt from requirements to write a statement saying they do not want to vaccinate their
child just because it is more convenient.
The current standardized document is easily accessible to parents and school personnel. It
explains the nature of the vaccine preventable diseases and possible outcomes should the
disease be acquired. It allows the parent to simply state their reason for exemption and
acknowledge that they have read the form. Idaho is surrounded by states whose
exemption process is more tedious requiring a healthcare provider to sign off on their
exemption request. Our current process is already too easy by most standards, and the
proposed changes have the potential to be detrimental to the overall public health of our
communities. The current document allows school nurses or in many cases the school
secretary to properly document and track students who are at risk. This is important in
the instance of an outbreak of a vaccine preventable disease so the school personnel can
easily identify and remove students, per law, to protect those students as well as the public
and to decrease the outbreak. Making the exemption process easier by having the only
condition being a “signed statement” allows opportunity for parents to avoid the required
immunizations out of convenience.
Our parent organization, The National Association of School Nurses recently published
Framework for 21st Century School Nursing Practice. This model is a collaborative
approach focusing on not only the student, but “whole school, whole community, whole
child”. This framework encompasses the daily work we do in caring for not only our
students, but also the communities in which we work and live. We are promoters and
protectors of public health. Senate Bill 1050 has the potential to weaken our
immunization standards and procedures and could affect not only student outcomes, but
our entire community. Those who are unable to be immunized, immune compromised,
and those who are too young to be fully vaccinated are going to be at greatest risk. We
stand against Senate Bill 1050.
Sincerely,
See Attached List

School Nurse Organization of Idaho
snoi.org@gmail.com
https://snoi.nursingnetwork.com/

Alicia Jordan, BSN, RN, NCSN - Kuna
Allison Serr, BSN, RN - Rupert
Anna -Liisa Pjesky, RN - Dalton Gardens
Amber Brumley, BSN, RN - Orofino
Angela Rich, LPN - Boise
Barbie Vander Boegh, BSN, RN - Caldwell
Becky Syltie, RN - Eagle
Betsy Howard, BSN, RN, NCSN - Meridian
Bonnie Powers, BSN, RN - Boise
Carolyn Gingrich, BSN, RN - Meridian
Christen Potter, RN, MEd - Boise
Christina Williams, BSN, RN - Meridian
Cindy Perry, BSN, RN, NCSN - Post Falls
Claudia Terrell, RN, NCSN, Med - Boise
Colene Letterle, RN, MEd, NCSN - Meridian
Deborah K.S. LaFond, BSN, RN, NCSN Meridian
Jackie Mass, RN, NCSN - Eagle
Jane Withers, RN - Boise
Jeannine Suter, BSN, RN - Boise
Jenny Rowland, BSN, RN - Eagle
Joy Harris, BSN, RN - Nampa
Judy Gerstenberger, BSN, RN - Spirit Lake
Julie Douty, MSN, RN - Greenleaf
Karma Laan, RN - Weiser
Kathie Gouley, BSN, RN, NCSN - Bellevue
Kim Sherrer, BSN, RN - Emmett
Kori Hibbard, RN - Boise
Kristen Hurless, BSN, RN, CPN - Meridian
Kyle Hodges, RN – Burley

Leanne Bullamore, BSN, RN - Coeur d'Alene
Linda Lubeck, BSN, RN, NCSN - Hailey
Marcia Watt, BSN, RN, NCSN - Meridian
Mary Dennis, BSN, RN - Nampa
Mary Morgan, FNP, MSN - Meridian
Mary Lou Cunningham, BSN, CNBC, MHS – Boise
Maureen Elia, BSN, RN – Boise
Melanie Lucas, RN - Rupert
Meredith Malan, BSN, RN - Meridian
Michelle Harding, BSN, RN - Coeur d'Alene
Nicole Kopping, BSN, RN - Meridian
Pam Bender, RN, NCSN - Caldwell
Pam Carson, BSN, RN - Boise
Pamela Peterson, BSN, RN - Nampa
Phoebe Gray - RN, PNP - Boise
Samantha Congdon, BSN, RN - Meridian
Sarah Olsen-Smith, BSN, RN, MA - Boise
Shelva Gaudette - RN, Ret LtCol, IDANG - Eagle
Sue McDonald, BSN, RN, NCSN - Boise
Sue Ropski, RN, MS, MPA, NCSN - Meridian
Susan Morgan, RN, NCSN, MEd - Emmett
Teresa Berg, BSN, RN - Kuna
Terri Lindemann, BSN, RN - Boise
Vicki Trefz, BSN, RN - Post Falls
Victoria Kimball, BSN, RN - Post Falls
Yvonne Trude, RN, MS - Rigby
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:12 p.m.

PRESENTATION: Child Welfare System Report. Rakesh Mohan, Director of the Office of
Performance Evaluations (OPE), was recognized to present the OPE report. (See
Attachments 1, 2, and 3 for report and presentation.) Mr. Mohan thanked the social
workers, foster parents, and Department of Health and Welfare (Department) staff
who were so helpful in preparing the report. Mr. Mohan especially recognized
Miren Unsworth for her assistance.
Mr. Mohan explained there are not many charts and graphs in the report
because it is very qualitative in nature. The report includes three new concepts.
First, the report discusses a systems approach, and child welfare issues have
not been addressed from this perspective in the past. Second, OPE made a
strong recommendation for State oversight, possibly through a joint legislative
standing committee. It was the first time OPE made this recommendation on an
issue and it was a difficult recommendation to make based on the topic, issues,
and problems. The recommendation would provide for accountability through
policy-making authority, visibility to the public about the issues, and accessibility to
all stakeholders. Third, Appendix E includes evidence-based preventive measures
developed by a consultant from Yale University based on research of practices
across the U.S.
Mr. Mohan reported the same consultant is working on one additional component,
to be completed in June 2017, a paper defining "the best interest of the child". OPE
will inform the Committee when this piece has been completed.
Vice Chairman Souza asked for a brief overview of what is contained in Appendix
E. Mr. Mohan answered that is a tough question, and he will let the team answer it.
Senator Lee thanked Mr. Mohan for his steadfast leadership in getting the report
completed so quickly. She asked whether Mr. Mohan has previously made such a
bold recommendation to institute a joint legislative standing committee. Mr. Mohan
answered OPE has never made such a recommendation in the past. He agonized
over the decision but ultimately felt it was the right thing to do. In 2005, prior to the
establishment of the Office of Drug Policy, OPE made a recommendation for an
interagency committee to coordinate substance abuse prevention programs. This is
a much stronger recommendation that he discussed at length with Lance McCleve.
It was the best solution to provide needed interdisciplinary and interjurisdictional
oversight. Twenty-one other states have a similar type of committee in place.

Lance McCleve of the OPE introduced himself to the Committee to present his
work on the Child Welfare System report. Throughout the evaluation, OPE found
critical gaps that have led to program inconsistency, lack of program fidelity, and
minimal system accountability. These gaps prevent the system from consistently
achieving the high level goals set through policy and the program design process.
Closing the gaps will require work from the Department and all players in the Child
Welfare System.
Mr. McCleve said the evaluation came to OPE in 2016 after concerns were
expressed in Joint Health and Welfare Committee hearing testimony about foster
care legislation. OPE found very quickly that the problems were not new and were
not unique to Idaho. The first major finding is a critical shortage of foster parents
that critically undermines the system's ability to perform as designed. There are
other issues with short-term placements that prevent consistent quality placements
and make placements difficult. Second, workload is an issue that goes back a
while. The Department has made efforts to address workload, but the evaluation
showed more can be done. The issue is not simply that the work doesn't get
done, but workload problems lead to compromised performance and a persistent
expectation gap within the program. Third, there is a culture of compromise in the
program in which poor performance is explainable, excusable, and expected. That
condition critically undermines meaningful accountability and affects how staff
actually implement policies. Finally, there is a need for a systems approach to
address problems in order to consistently achieve outcomes.
Mr. McCleve explained these problems are difficult to solve because they are
persistent in child protective systems. Most issues will not be solved but can be
managed over time, especially as multiple players in the system change. The child
protective system (CPS) consists of all agencies and groups who work together
on child welfare issues.
Vice Chairman Souza mentioned Mr. McCleve's statement that the problem
issues are not really solvable, and she asked whether they are not solvable with the
current State situation, or not solvable at all, even if necessary changes are made.
Mr. McCleve answered there is a lot of room for improvement in the system and
it could operate much better than it does. In this case, the term "solution" is not
definite, like two plus two always equals four. In the context of the CPS, problems
can be explained in multiple ways. Individual values influence how child protective
services work, what is focused on, and the decisions made. There are other pieces
of the system like courts and foster parents with different foci who will explain the
same facts with a different approach. These matters affect the ability to solve a
problem, because it can't definitively be said to be solved if someone else can
see it another way and suddenly it's a problem again. There are also significant
consequences for failure. When trying to work through problems, experiments can't
be conducted, because every case involves a child. There is no single solution like
adding more social workers. All solutions will improve the system, but constant
review of the program will be required.
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Mr. McCleve advised the system is comprised of multiple groups: courts, law
enforcement, schools, Children and Family Services, other divisions of the
Department, and federal partners. All pieces interact strongly and there are some
closely-knit relationships. For example, the court and the Department each have
to carry out the program, and changes in the Department can affect the court and
vice versa. Scheduling times for court was a challenge for the Department. The
result was social workers were standing around waiting for court times. Some
teleconferencing was implemented to save social worker time. There are different
sets of guidance for different partners. The most important thing is ongoing,
open collaboration and accountability for each partner as well as system-wide
accountability. Every outcome is the result of the behavior and actions of some
combination of system components. No outcome is isolated to any one group.
Mr. McCleve said the partners see the need for collaboration and are working in that
direction. The Department has put together a Child Welfare Steering Committee
that now includes some legislative representation. Federal accountability comes
in the form of Child and Family Service reviews, which hold the Department
accountable to seven outcomes and systemic factors that address CPS program
expected outcomes. The Department just completed its third round of reviews,
and it is a fairly comprehensive but high-level process. If the Department is not
in substantial compliance, it must develop a performance improvement plan.
Judicial oversight is done by making decisions on a case-by-case basis. Removing
children from homes and returning them to their homes can only be done by law
enforcement or order of the court. Guardians ad litem have a unique role as special
advocates to represent the interests of children and provide additional information
to the courts that is independent of what the Department provides. Idaho citizen
review panels were established throughout the State to observe the actions of CPS
and make recommendations to the Department in an annual report.
Mr. McCleve advised there have been improvements and positive changes to the
CPS. However, there are two important shortcomings at the system level. First,
there is a lack of accessibility and visibility that can lead to people feeling ostracized
or shut out or deliberately pushed away. Second, the CPS lacks system-wide
oversight. Failing to look at the system as a whole results in unclear, fragmented, or
diffused responsibility for child protection outcomes, which makes it difficult for the
system to function as efficiently as possible.
Mr. McCleve reported the shortcomings became apparent as a result of the OPE
review, interviews, and surveys. OPE discussed the fact that other states have
worked to address the same shortcomings using different approaches, such as
dedicated ombudsmen, non-legislative committees, and legislative committees.
The OPE recommendation is that some entity be formed to bring all the players
together, have a consistent system-wide view, and manage the issues long-term
to continuously improve the system. All but one of the preventive measures in
Appendix E would be administered through other groups besides the Department.
Mr. McCleve mentioned the "best interest of the child" material will be published
in a supplemental document in June 2017. There will be no recommendations or
findings, just useful information. Two areas for possible future study are community
services and the Court Appointed Special Advocate (CASA) program. Community
services can be difficult to access, and those that can be accessed are not always
most appropriate to meet needs of children and families. CASA was mentioned
several times during the study, but it was not part of this OPE evaluation.
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Chairman Heider commented there are so many groups having input and they are
all run by different organizations. He asked how those things could be coordinated
for the benefit of the child. Mr. McCleve answered the study felt like a little thread
on a sweater that when it was pulled, it kept coming out and pretty soon there
was a big pile of yarn. It is a serious challenge for the CPS in general, and it is a
complex undertaking. A significant number of cases go through the system and
work out as well as possible. The biggest challenge in collaboration involves
the courts and the Department, as well as other different branches and levels of
government. Currently, good will allows work to get done, but good will might not
always be there. It also takes strong leadership and lot of effort. With the oversight
recommendation, there will be a more formally established process. The CPS
program has a dedicated identity that doesn't exist with other groups
Chairman Heider asked if a part of the system is working such as CASA, does
that group take the lead, or is the Department always in charge. Mr. McCleve
responded there are some clearly defined boundaries and responsibilities but there
are also gray areas where discussion is needed. There is no formal way to handle
the gray areas at this time; the groups work out those issues among themselves.
Mr. Mohan explained the Chairman's comment about coordination is the reason
OPE made the recommendation for a joint oversight committee. The legislature
has authority or persuasive power, which will be helpful, and the Legislature is a
very people-centered body. Chairman Heider stated the Legislature has the least
authority in the Child Welfare System. When it comes to CASA, foster parents, or
law enforcement, they all have their own responsibilities, and it gets back to the
question of who will be charge of the child. All groups need to coordinate their
opinions and get behind what is best for the child. Mr. Mohan agreed no one
body can oversee all entities, but the Legislature is in a position to do more than
other entities.
Amanda Bartlett of the OPE introduced herself to the Committee to continue the
presentation. Ms. Bartlett said early in the review process, staff asked themselves
what should be accomplished for the children. Everyone can agree children
should be safe and have stability and a life where they can flourish and grow. It
is challenging because a child's needs are constantly changing, and there are
generally two parents who have a say in the child's life. When the State determines
a child's safety is threatened to the extend the child can no longer remain in the
home, then the State becomes the guardian. At that point, there are many entities
trying to do the best they can with available resources to achieve desired outcomes.
Central to the process is Child and Family Services, that is entrusted with the
authority to manage the cases, make placement decisions, perform assessments,
and provide resources for the family.
Ms. Bartlett said there are many branches that need coordinated efforts, but there
are also gaps within the Department. First, there is a gap in placement services,
including foster parent recruitment, retention, relationships, and placement support.
Second, there are gaps in program capacity, including high work loads, challenges
in streamlining redundant or difficult work flow processes, and retention of good
social workers. Finally, OPE found a gap within the culture itself. Faced with
challenges and lack of available resources to address challenges, there is a belief
that social workers cannot consistently provide quality social work and meet all
the necessary requirements.
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Senator Martin asked if OPE has identified a solution to foster parent issues.
Ms. Bartlett replied part of the solution is in recognizing that all problems are
interconnected. OPE made a number of recommendations, but the Department
will have to make a multifaceted effort to see improvement, starting with placement
services. OPE found the number of foster parents is decreasing and because of
that, there is a threat to the fidelity of the program. When a child comes into care,
the first task is to find a place for the child to stay. The child has specific needs,
and the goal is to keep siblings together, maintain children in their communities and
cultural communities, and keep the child close to their parents. A child may have
mental health or medical needs and there must be appropriate services available.
Ideally, there will be a placement that is well suited to meet all of a child's needs.
Now, with a declining number of foster parents, there are not enough choices.
Instead of a needs-based placement, it becomes an availability placement. This is
a problem within social work because there is a sense of anxiety that comes over a
social worker when having to make placement decisions.
Vice Chairman Souza asked if it is key for the Committee to understand why there
is a decrease in foster parents. Ms. Bartlett responded that is important. OPE
thinks the Department already has a recruitment plan and it should be continued.
The recruitment plan identifies multiple strategies for recruiting more foster parents,
but the plan did not include a goal of how many foster parents are needed in a
region or city to provide adequate placement options. The next question would
be what resources are needed to meet that goal. The current recruitment plan
assumes it will operate within existing resources, and OPE suggested finding
out if more resources will be needed. The Department also needs a robust
retention plan, and that plan should include ways to support foster parents and
understanding why there is so much turnover. Currently, there are as many foster
parents leaving the program as there are becoming newly licensed. In the foster
parent survey, some of the issues identified by foster parents involved relationship
issues with the Department. For example, one question asked whether or not the
Department understood foster parents' needs, and only 17 percent answered yes.
There were mixed results on whether or not financial supports were sufficient. It is
estimated that the cost of room and board exceeds what foster parents receive,
and foster parents are paying money out of pocket. This limits the pool of people
who could potentially be a foster parent. There is more specific detail on this issue
in the full report.
Ms. Bartlett explained the foster parent shortage is directly related to the second
gap of program capacity. The OPE survey asked whether or not social workers
think a problem often arises because of insufficient time, and 88 percent answered
yes. The survey asked similar questions of judges, foster parents, and CASA
volunteers, and all agreed time is precious and scarce. Social workers estimated
they are carrying 38 percent more cases than they can effectively serve. The
Department recently did a workload study and estimated that the average social
worker carries 13.5 cases, and those cases involve an average of 20 children.
These numbers represent 28 to 38 percent more than what social workers and
their managers think can be adequately handled. There are no magic staffing
numbers, and the issue is not about getting to a specific number of cases but also
determining the behavior of the children in their case loads. The more challenging
the case, the fewer cases can be handled. The newer and less experienced the
staff, the fewer cases a social worker can handle. Social worker travel also is a
factor, depending on whether the case is in a rural area requiring significant travel
time. The Department is constantly working to understand this number better.
When there are social workers with scarce time, there are real consequences, and
that includes inability to meet practice requirements, difficulty engaging families,
and decreased quality of services.
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Ms. Bartlett reported one social worker described the situation as having to settle
for C-grade work with an expectation of A-grade results. OPE received a comment
from a judge who said he believes most Department workers want to do a good job
and are good people, but their case loads are too big and their resources are too
small. He would give them a grade of "C" if he was a teacher.
Ms. Bartlett stated that OPE recommends continuing staff retention efforts,
especially involving professional ladders and professional development. The
Department should identify staffing shortages and create a plan to enhance
external processes. The work load issue must be addressed, either by increasing
resources or workers, or decreasing the work oad by incorporating more efficient
work processes and systems. For example, efforts such as using teleconferencing
for court appearances should be continued. The staffing issue and the foster parent
shortage are chronic issues that have been worked on for more than 10 years.
While some progress has been made, the problems persist. OPE encourages the
Department to continue and strengthen efforts, and to ask for additional resources if
needed.
Ms. Bartlett commented both the foster parent and social worker issues contribute
to the cultural gap. The OPE survey results showed 94.8 percent of social workers
are committed to improving the situation for children and families on their case
loads. However, there are strained relationships. Department staff has concerns
they are under constant scrutiny and criticism, and they feel defensive. When
making big decisions for children, there are lots of different opinions, and that
problem can only be managed, not solved. There is also a detrimental cycle of
priority and compromise. Every day children come into care with urgent critical
safety needs that must be addressed today. When there are urgent needs, other
important needs like building relationships with foster parents are deprioritized or
less time is spent on those needs. One social worker commented there is a lack of
realistic expectations. Best practices won't matter if the work force can't implement
them due to work load issues.
Ms. Bartlett said OPE recommends an ongoing assessment of the culture. There
are practice standards, policies, and law, but when someone is in the field making
decisions and it is unrealistic to meet all considerations, then the social worker must
decide which of the considerations is the most important. Some accountability
is lost as a result because there is a belief the expectations are unrealistic and
compromises are understandable. It is important to make sure the culture improves
as resources improve.
Ms. Bartlett mentioned there were similar problems identified in many other states.
The issues are compounded when there is mismanagement, but the consistency of
the problems from state to state demonstrates the difficulty of achieving desired
outcomes. OPE referenced a report from a federal commission to eliminate child
abuse and neglect, which found there must be an integrated and cross-program
monitoring and evaluation approach, and recognizing the outcomes for children
and families are the product of multiple programs. One social worker told OPE that
working in child welfare and social work feels like the engineers who worked on
the Apollo 13 mission. They were told to find a way to fit a square peg in a round
hole rapidly, using only random items in a box, and they just had to make it work.
The problems faced in the Child Welfare System are complex and high stakes.
Many times people achieve good results with limited supplies through creativity,
resourcefulness, and commitment. There will always be another issue to address,
but it is important to have a system where the parties have better tools in the box
to work with.
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Senator Lee referred to the responses from the Department and the Governor's
office in the full report. One was the assertion that if the Department had party
status in courts, it would make a difference. Senator Lee inquired whether that
issue came up during the OPE research. Mr. McCleve responded OPE did not look
into it directly because it was not part of the evaluation. The matter was brought up,
and in talking to social workers, it seemed to be a regional issue. Social workers
felt they could do their jobs better if they just didn't have to go to court because it is
beyond their expertise and challenging to present their work in an effective way.
This issue was absent from some of the other states' reports, but OPE did come
across mentions of party status. A number of CPS agencies in other states are
considered parties to the case.
ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:26 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:14 p.m.

RS 25380

Unanimous Consent for Referral to Senate State Affairs for Printing. Morgan
Howard introduced herself to the Committee on behalf of Senator Johnson.

UC REQUEST:

Chairman Heider asked for unanimous consent to send RS 25380 to the State
Affairs Committee for printing. There were no objections.

HCR 8

Relating to Department of Health and Welfare Rules Governing the Idaho
Child Care Program. Representative Kelly Packer introduced herself to the
Committee to present HCR 8. The concurrent resolution would reject IDAPA
16.06.12, § 750(10) of the rule. The House Health and Welfare Committee felt
the section was too inclusive and was a catch-all for any offense and would
limit facilities from receiving their licenses. Since there is already a long list of
exclusionary items, it was too broad.

MOTION:

Senator Martin moved to send HCR 8 to the floor with a do pass recommendation.
Senator Lee seconded the motion.

DISCUSSION:

Vice Chairman Souza read aloud the wording of the rule proposed to be deleted.
Representative Packer commented some of the offenses were listed in a previous
section, but it was felt this language is too broad.
Senator Jordan stated she will oppose the motion. She understands the concern
about being too broad, but in the context of looking out for child care situations, the
establishments are different and there is a broad range of danger that can exist for
children, and this rule is appropriate in that context.
The motion carried by voice vote. Senator Jordan requested she be recorded
as voting nay.

H 81

Relating to the Idaho Conrad J-1 Visa Waiver Program. Representative
Caroline Nilsson Troy introduced herself to the Committee to present H 81.
Representative Troy informed the Committee Idaho ranks 48th of the 50 states for
the number of practicing physicians per capita. Ninety-six percent of the State of
Idaho has a shortage of primary care physicians. The J-1 program was established
by the Legislature in 2004 to help address the shortage of doctors, especially within
primary care. It allows qualifying Idaho health care organizations in a federally
designated shortage area to apply for the placement of a foreign physician as a
recruitment option of last option. The health care organization must show that for
six months prior to the application, there has been a concerted effort to recruit
an American citizen as a doctor. If unable to recruit an American physician, the
organization can submit a waiver to the Idaho Department of Health and Welfare
(Department). The Department recommends up to 40 foreign trained physicians
per year to the U.S. Department of State for a J-1 visa. J-1 physicians must be
medical doctors or doctors of osteopathy, either currently licensed or eligible for
licensure by the Idaho Board of Medicine. They must agree to serve a minimum of
three years in the qualifying location, and they must serve Medicaid, Medicare, low
income, uninsured clients and offer a sliding fee scale.
Representative Troy stated while 30 slots are available each federal fiscal year,
Idaho has only used 13 J-1 visa applications since 2005, and there have been no
requests yet this year. The current J-1 program covers only very specific areas
of pediatrics, family medicine, internal medicine, obstetrics, gynecology, general
surgery, and psychiatry. H 81 will expand access to care for the underserved by
allowing up to 10 of the 30 spots to be filled by a specialist located in a federally
designated shortage area. The health care organization applying to fill a specialist
position must demonstrate a need for the type of specialty requested.
Representative Troy commented in her legislative district, Gritman Hospital has
been attempting to recruit an oncologist for a joint cancer care center to be opened
in conjunction with Pullman Regional Medical Center. The cancer care center
has been built in Moscow but it has been unable to recruit an oncologist despite
lengthy efforts.
Representative Troy explained the legislation also allows for a flex waiver,
meaning if all applications aren't used in the first six months, then ten of the
remaining J-1 visas can be applied for by Idaho health care organizations who are
not located in federally designated shortage areas. For example, St. Luke's is
based in Boise but operates a clinic in Riggins. Even though St. Luke's itself is not
located in a shortage area, the bill would allow St. Luke's to recruit a physician to
serve in another area such as Riggins. No more than five of the ten flex waiver slots
could go to specialists. This legislation balances the urgent need for primary care
physicians in underserved areas with the growing need for additional specialists.
If the rural areas use the J-1 visa program as a recruitment option, all 30 slots
could still go to primary care physicians.
Senator Martin asked if there is a provision in the bill or in Idaho Code that specifies
how it is determined that a health care organization has adequately tried to find a
local physician before using the J-1 visa program. Representative Troy answered
this could be made clear through rule. Senator Martin further inquired whether it is
correct there is currently no definition or prescribed time or process for making that
determination. Representative Troy deferred the question to Brian Whitlock.
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Brian Whitlock introduced himself as President and Chief Executive Officer of the
Idaho Hospital Association to respond to the question. Mr. Whitlock pointed out
page 5 of the bill, where current Idaho Code § 39-6107(2) specifies a six-month
vacancy requirement. Senator Martin asked if there is any requirement tied to
effort. Mr. Whitlock again referred to Subsection 2 that states, a waiver request
application will "only be considered for health care facilities that can provide
evidence of sustained active recruitment." In the past, recruitment efforts have
included newspaper advertisements and outreach to medical schools. This
documentation would be submitted to the Department before the application could
be submitted to the U.S. Department of State.
Senator Martin inquired if there is a financial benefit to the organization to fill a
position under the J-1 visa system rather than use a local doctor. Mr. Whitlock
responded in the specific situation described by Representative Troy, the facility
has been actively recruiting for more than six months. The American doctors who
have applied have gone elsewhere, possibly for more money in bigger cities.
Vice Chairman Souza asked if there is a financial incentive for physicians under
the J-1 visa program to come to smaller areas of the State. Mr. Whitlock replied
J-1 visa applicants have done their residency in the U.S. and enjoyed their time
here, and they typically want to contribute and give back to their communities.
Specifically, the J-1 visa is a primary care, rural-focused program. Other states
allow specialists to be considered for J-1 visas, and these specialists would have
the opportunity to practice in larger communities in other states. There is no
financial incentive to come to Idaho.
Senator Lee inquired if there are areas in Idaho that would particularly benefit from
this legislation. Representative Troy replied the majority of Idaho is federally
designated as underserved, with the exception being a few pockets of urban areas.
MOTION:

Vice Chairman Souza moved to send H 81 to the floor with a do pass
recommendation. Senator Harris seconded the motion. The motion carried by
voice vote.

H 128

Relating to Medicaid. Matt Wimmer, Administrator for the Division of Medicaid at
the Department of Health and Welfare, introduced himself to the Committee. Mr.
Wimmer stated the bill is a step to reform payment methods to promote better
and more efficient patient care. The bill is consistent with the existing statute but
expands on it to direct the Department to explore Idaho-based approaches to care
management. As indicated in the fiscal note, it requires that the Department's
approach to value-based purchasing be cost neutral or cost negative.
Mr. Wimmer explained new purchasing models pay health care providers based
on demonstrated ability to provide efficient care that has a positive impact on
patient health, rather than on a per-procedure or fee-for-service basis. Under a
fee-for-service system, a doctor who performs a great appendectomy gets paid the
same as someone who performs a poor appendectomy. If a patient must be seen
multiple times, payment is made for each visit. Value-based purchasing seeks to
reward providers for health systems that deliver high standard, cost-efficient care
by providing higher payments for those services. The value-based payment system
has been pursued in numerous other forms by other state Medicaid organizations,
commercial insurers in Idaho and nationwide, and Medicare. Overall, the programs
have been successful in delivering better outcomes at reduced costs.
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Mr. Wimmer informed the Committee the Department has improved quality of
care under the patient-centered medical home program in the past few years.
That program pays primary care practices who are recognized as patient-centered
medical homes by national organizations and rewards those providers for pursuing
higher standards of care. This approach has resulted in fewer hospital admissions,
reduced emergency room utilization, and controlled costs. H 128 allows the
Department to extend the approach beyond primary care to develop regional care
networks that will reward primary care, hospital, specialist and other provider
groups who work together effectively to improve patient care. The approach will
include episodic payments to incentivize quality for a single episode of care like a
knee replacement or birth. The bill allows the Department to pursue appropriate
federal authority to enable value-based purchasing. The Department will bring
specific rules back to the Committee to support future efforts. The Department has
been fairly effective in controlling per member, per month Medicaid costs, and this
bill provides the best option for future improvements.
Senator Foreman referred to line 35, subparagraph b, which says, "the Department
is authorized to pursue waiver agreements with the federal government as needed,"
and asked for explanation of that language. Mr. Wimmer replied the language
would enable a managed-care type approach. Because the federal requirements
for Medicaid programs are often very restrictive, the only way to enable some
programs is by a labor agreement, as with the behavioral health and dental plans.
This language recognizes under the current system, the Department would have to
apply for a waiver to use different approaches. More detail will be specified in rule.
Senator Harris inquired whether the federal government has certain requirements
that qualify a provider to be paid for value as opposed to paid for service. Mr.
Wimmer responded it depends on the structure. Managed care regulations provide
a little more flexibility but with a labor requirement attached.
MOTION:

Senator Jordan moved to send H 128 to the floor with a do pass recommendation.
Vice Chairman Souza seconded the motion.

DISCUSSION:

Senator Foreman said he would like to support the motion, but the language about
negotiating agreements with the federal government is too open and general.
Vice Chairman Souza referred to line 30 of the bill and stated the key word is
"may" and that gives her comfort. The bill does not say the Department "must"
or "shall" enter into agreements, it only provides an opportunity to save money
or achieve a better outcome.
Senator Jordan mentioned it's easier to put the pieces together after having
worked on this issue for a long time. The waivers are pretty specific for programs
or plans. While the language may sound broad in the legislation, between the
rules and the actual waiver applications, the specifics come into focus. This is a
good program for Idaho.
Senator Agenbroad said his experience is that the waivers get very specific.
There are guidelines for the federal and State governments as well as the provider.
To move to more outcome-based medicine, it is necessary to give the Department
flexibility to get there.
The motion carried by voice vote. Senator Foreman requested he be recorded
as voting nay.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:42 p.m.
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Senator Heider
Chair
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:01 p.m.

APPROVAL OF Senator Martin moved to approve the Minutes of the February 15, 2017 meeting.
MINUTES:
Senator Jordan seconded the motion. The motion carried by voice vote.
Senator Foreman moved to approve the Minutes of the February 16, 2017 meeting.
Senator Martin seconded the motion. The motion carried by voice vote.
H 115

Relating to Physicians and Surgeons. Anne Lawler, Executive Director of the
Idaho State Board of Medicine (BOM), introduced herself to the Committee. Ms.
Lawler informed the Committee H 115 amends two licensure sections of the Medical
Practice Act (MPA) relating to the Interstate Medical Licensure Compact (Compact).
Ms. Lawler explained Idaho became the third state to join, and there are now
18 states in the Compact. The Compact provides physicians a way to obtain an
expedited license in any of the Compact states, once the home state clears the
applicant. One of the steps to qualify an applicant for the Compact is to run a
current fingerprint-based criminal background check. For example, if a hypothetical
Dr. Souza was licensed in Idaho and wanted to be licensed in Utah, Wyoming, and
Montana, Dr. Souza would submit an application in the home state of Idaho. The
application would come to the BOM, and once the BOM has verified the doctor
meets the requirements of the Compact, then the BOM would send a letter of
qualification to the Compact. The Compact would notify Utah, Wyoming, and
Montana that Dr. Souza is eligible for an immediate license, once she pays the fees
to those states. The Compact reduces the time for licensure in each state, which
can ordinarily range from six weeks to nine months.
Ms. Lawler stated the MPA specifically authorizes the BOM to conduct fingerprint
background checks for all physician applicants for new licensure. However,
the BOM has been advised by Compact leadership and the Federal Bureau of
Investigation that it is advisable to add language to Idaho Code that authorizes
background checks specifically for qualifying an existing physician for the Compact.
H 115 adds language to clarify this additional use of background checks.
Ms. Lawler advised there is no fiscal impact to the General Fund or the BOM
dedicated fund. Fees for the background checks will be borne by the physicians
who seek to be qualified for the Compact.

Vice Chairman Souza inquired whether existing physicians had a background
check done for initial licensure but that background check was not part of the
Compact. Ms. Lawler answered that is correct. The initial licensure background
checks do not qualify for the Compact. A background check done for the Compact
is good for one year. Vice Chairman Souza asked if there is an advantage to a
doctor to be in the Compact if the doctor is not thinking of leaving the State, and if it
is mandatory to be in the Compact. Ms. Lawler responded it is not mandatory to be
part of the Compact. It is purely voluntary for physicians who may want to practice
across state lines or who want to do telehealth. Some radiologists are licensed in
25 or 30 states because the nature of their practice is to work remotely. Many
physicians in border towns want to practice in neighboring states. The Compact
makes it much faster to get a license in the other state.
Senator Lee asked for clarification that the Compact is voluntary for physicians,
and the number of physicians who take advantage of the Compact. Ms. Lawler
replied the Compact is just starting up and it is unknown how many physicians are
taking advantage of it. It is not required for any physician in any Compact state to
be in the Compact. It is simply another opportunity to be quickly licensed in multiple
states, and there are no background checks for existing licensees.
MOTION:

Vice Chairman Souza moved to send H 115 to the floor with a do pass
recommendation. Senator Martin seconded the motion. The motion carried by
voice vote.

H 129

Relating to Dietitians. Ms. Lawler introduced herself on behalf of the Dietetic
Licensure Board (DLB), which is part of the BOM. The BOM regulates medical
doctors, doctors of osteopathy, physician assistants, respiratory therapists, athletic
trainers, and dieticians. Ms. Lawler said the purpose of the bill is to update and
amend the Dietetic Practice Act (DPA). This bill represents the first substantive
update since the DPA was passed in 1994. The changes in the bill result from
changes in dietetic practice and new terminology adopted by the National and State
Academy of Nutrition and Dietetics. H 129 aligns the DPA with the MPA, but it does
not add any regulation or create new licensure. There is no fiscal impact to the
General Fund or the BOM's dedicated fund.
Ms. Lawler commented the original bill, H 45, had passed out of committee in
the House when the BOM received feedback from numerous national nutritionist
groups that opposed the legislation. These groups incorrectly believed the bill was
intended to prevent nutritionists from practicing in Idaho. To address the groups'
concerns, the BOM reworked some language and reviewed the changes with the
national groups, to their satisfaction, and brought this new legislation.
Ms. Lawler provided history of development of H 129. In 2015, a work group was
convened with members of the DLB, BOM staff, Idaho Academy of Nutrition and
Dietetics (Academy) representatives, and practicing Registered Dieticians (RDs).
The work group met monthly for 16 months to craft this legislation and reviewed
other practice acts in neighboring states along with the Idaho Nurse Practice Act
and Idaho hospital rules pertaining to dietetic practice. Also, the work group sought
input from the Idaho Medical Association, Idaho Hospital Association, Board of
Nursing, Idaho Association of Chiropractic Physicians, and Idaho Association
of Naturopathic Physicians. The BOM has also been working with the National
Association of Nutrition Professionals and the Board for Certification of Nutrition
Specialists to address concerns from the original version of the bill.
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Ms. Lawler explained the purpose of the bill is to reorganize and align the DPA with
the MPA. The most significant changes to the DPA include:
• Definitions formerly under Powers and Duties of the DLB were updated and
moved to the Definitions section;
• A new section that contains the scope of dietetic practice was updated to reflect
advancements in the profession since 1994, especially pertaining to Certified
Diabetic Educators;
• Protected titles were updated to reflect current national practice, and exemptions
were added to clarify anyone who is otherwise licensed under Title 54, such as
a physician or nurse, is not violating the statute by practicing dietetics within
their own scope of practice;
• The option to "discipline" a license was added, affording more options for
disciplinary action such as education;
• The requirements for licensure were updated to match the national certifying
agency's requirements;
• Expedited licensure was reworded to "Licensure by Endorsement;"
• A two-year renewal option was added to the existing one-year renewal;
• Grounds for discipline were updated to add the milder option of restricting a
license;
• A new Idaho Code § 54-3510A added sanctions for discipline imposed; and
• A section amended in H 45 was reverted back to the original language of Idaho
Code, with the exception that a code reference was deleted.
Ms. Lawler stated dietitians are health professionals with special skills to work with
patients on a medical level to improve health outcomes. For example, dietitians
who are certified diabetic educators are trained to adjust insulin doses. All dietitians
are trained to work with patients on tube feed or intravenous feeding, which are
highly medical interventions. Professional dietitians have been licensed for 23
years to ensure the public is protected. In 1994, there were fewer than 8 million
Americans diagnosed with diabetes. Today, there are 22 million, and the numbers
are growing. There are 89,000 RDs in the U.S., including 600 RDs in Idaho, who
could be better utilized to fight this disease.
Senator Foreman asked about the language allowing discipline of licensees who
are convicted of driving under the influence (DUI) or drug offenses. It concerns him
that those offenses don't pertain to the practice of dietetics and the discipline would
be layered on top of any sanctions levied by the State. He is also troubled by the
fact that some of the sanctions added to the bill seem to be punitive rather than
restorative. Ms. Lawler replied the authority of the BOM to discipline for driving
under the influence or drug offenses was added to align with the MPA. The BOM
has learned from the Professional Recovery Network (PRN) that helps rehabilitate
physicians with addiction issues that a person who is arrested for a DUI has
probably driven drunk between 200 to 500 times. The language does not mandate
the BOM take action against someone with a DUI but allows the BOM to help the
person seek recovery, education, and support. The goal is to help people get back
to a place where they are practicing safely. A number of physicians sit on the PRN
committee who have gone through the PRN program, and they are very thankful
they did because it changed their lives. People who have had DUIs often start
drinking more heavily, and many times the effects creep into their work. The bill
gives the BOM authority to look into the matter if there is a concern because the
BOM's mission is to protect the public.
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Ms. Lawler stated the disciplinary sanctions are just options for the BOM and it
does not mean they will all be imposed in each case. Education is foremost with
the BOM in each case of discipline, but certain things happen where it's okay to
take a punitive approach. The administrative fines imposed by the BOM almost
always involve a case of intentional covering of the truth. If an applicant purposely
fails to disclose something they are asked about, that is considered a lie, and in
that instance an administrative fine might be imposed. For example, on a license
renewal, a licensee is required to report any malpractice claims. If the licensee
doesn't report and the BOM finds out about it, there might be a fine.
Vice Chairman Souza mentioned she appreciated the explanation about the
penalties and inquired whether the language about conviction of a misdemeanor
in Idaho Code § 54-3511 is standard language for other medical professions. Ms.
Lawler replied the language is consistent with the MPA. The misdemeanor penalty
is criminal, and that would be used when someone is holding himself out to be a
dietician when unlicensed under the DPA; the County prosecutor would be the one
to pursue that charge.
Senator Martin referred to page 5, lines 8 to 12 of the bill and commented it look
like the requirement for DLB members to be dieticians is being deleted. Ms. Lawler
answered that language refers to the initial DLB that was empaneled after the DPA
was passed. The language is being deleted because it is no longer applicable.
Idaho Code § 54-3504(2) specifies the DLB shall consist of four members: three
dieticians and one public member.
TESTIMONY:

Dr. Henry R. Thompson introduced himself as a pediatric gastroenterologist
working at St. Luke's to speak in support of H 129. He is the Medical Director
for Pediatric Subspecialists and is the current Medical Director for the Pediatric
Dieticians at St. Luke's Children's Gastroenterology where he supervises 12
dieticians. This bill will allow the dieticians to practice at the same level on both an
inpatient and outpatient basis and fully utilize their skill set, which will greatly help
meet the needs of people in Idaho. There are four pediatric gastrointestinal doctors
who cover the entire State of Idaho. It is challenging to be everywhere to everybody,
and if he can use his full team to work to their level of training, it improves access to
care. On the inpatient side, dieticians use approved protocols to write orders related
to total parenteral nutrition and medical intravenous nutrition. On the outpatient side,
however, he needs to read and approve every single order for changing a tube feed
to a patient, which does not make sense and is not an efficient use of anyone's time.
Senator Lee commented the bill was presented as not changing any scope of
practice, and she asked what the bill will specifically do for Dr. Thompson's
practice. Dr. Thompson replied the bill will allow dieticians to practice in the entire
arena where they work. Sometimes, the law has not entirely kept up with the
times. RDs are allowed to perform certain tasks in an inpatient setting but not an
outpatient setting. The bill does not change what they do but it changes some of
the downstream effects on other people's workflow.

TESTIMONY:

Megan Williams introduced herself as the President of the Academy, representing
over 400 dieticians from across the State of Idaho in support of H 129. Ms.
Williams said her training included four years in an accredited program, one year of
internship, and sitting for a national credentialing exam. Dieticians work to improve
the health of Idahoans across the State in varied settings, including health care,
business and industry, community and public health systems, schools, colleges,
military, government, research, food service management, teaching, consulting,
media, writing, public speaking, and private practice.
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Ms. Williams explained in 1994, the practice of dietetics was in its infancy. Now
dieticians can receive specialty certifications to expand competency in many skills.
She is a certified diabetes educator, and titrating insulin under the supervision
of a medical provider is a small thing she can do to decrease a patient's risk
of developing complications related to diabetes as well as decrease medical
expenses. An inpatient dietician or someone working in outpatient nutrition support
can more effectively care for a patient requiring tube feeding or parenteral nutrition
by ordering changes to these therapies or required labs under the direction of a
medical provider. Insulin titration, feeding, and lab orders are just a few examples of
how the language of the bill was updated to reflect the current practice of dietetics.
The bill protects the title of dietician and does not restrict those who provide
nutrition services. The Academy appreciates the work of the BOM to reflect and
update current practice.
Senator Lee asked in Ms. Williams's experience as President of the Academy
whether it is widespread that individuals use the term "dietician" without being
licensed. Ms. Williams responded she is unaware of an instance where the BOM
has had to intervene. She more commonly sees the term "nutritionist" used freely.
The Academy is always vigilant for misuse of the term because the educational
standards for a dietician are different than for a nutritionist.
MOTION:

Senator Martin stated he had a conflict of interest pursuant to Senate Rule 39(H)
but intended to vote. His granddaughter is in a dietician program in Utah at this time.
Senator Martin moved to send H 129 to the floor with a do pass recommendation.
Senator Harris seconded the motion. The motion carried by voice vote. Senator
Foreman requested he be recorded as voting nay.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:38 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:06 p.m.

S 1126

Relating to Safe Havens. Senator Davis introduced himself to the Committee
and provided background on the Idaho Safe Haven Act. In 2001, there had been a
series of tragedies where newborn babies were left in dumpsters. Senator Davis
said he was asked to do something to help prevent these occurrences, despite
some controversy over the idea of a safe haven law. A reporter acquaintance,
Suzanne Hobbs from Pocatello, was a strong proponent.
Senator Davis stated abandonment of a child is still a crime, but the Legislature
agreed to trade the life of a child for a criminal proceeding. Idaho was among the
first to adopt a safe haven law. While some states have not included a time period
for the safe haven, Idaho chose 30 days as the time for a baby to be surrendered
after its birth with no questions asked. Senator Davis provided the Committee with
a photo of the original safe haven bill signing by Governor Kempthorne in 2001 (see
Attachment 1). He informed the Committee since 2001, there have been 28 "safe
haven" babies surrendered. Of that number, 25 were adopted, one passed away,
and two are currently in foster care in pre-adoptive homes. Senator Davis reported
that some time after Idaho's safe haven law was enacted, Ms. Hobbs and her
husband, who were unable to have children, adopted a "safe haven" baby girl.
Senator Davis commented he subsequently heard from Ms. Hobbs that fire
stations should be included in the law as places a baby could be dropped off. This
language was inadvertently omitted from the original bill. Instead, the law says a fire
department can accept a baby if responding to a 911 emergency call. S 1126 adds
"fire stations" and "tribal entities" as locations where a baby can be surrendered.
Senator Davis obtained confirmation from the tribes they were supportive of the
change, and David Gates of the Idaho Fire Chiefs Association and the Pocatello
Fire Department advised these two groups also strongly support the bill (see
Attachments 2 and 3). Mr. Gates also urged eliminating the requirement that a fire
department be responding to a 911 emergency call in order to accept a child.

Senator Davis mentioned that, unfortunately, the problem is ongoing. In Twin Falls,
on New Year's Eve 2016, a newborn was left on the side of the road in a diaper bag.
The bill is a greater opportunity to do more good by: 1.) publicly reemphasizing the
Safe Haven Act; 2.) aligning the law with what most fire departments' belief that the
Safe Haven Act already applies; and 3.) using the opportunity to make additional
changes to allow fire department personnel to accept a baby off premises without
a 911 emergency call having been made. Senator Davis would agree with the
Committee's decision to either recommend the bill as is, or send it to the Fourteenth
Order for amendment to polish the language.
TESTIMONY:

Allana Hobbs introduced herself to the Committee as Senator Martin's intern to
speak in support of S 1126. Her research showed 26 states have included fire
stations in their safe haven laws. It would also be a good idea to remind the public
about the Safe Haven Act and let them know fire stations can accept newborns.
Senator Jordan mentioned she was surprised to learn fire stations were not safe
havens under this law. She inquired of Senator Davis if he thinks the suggested
change is a positive one, and further commented Ada County has several
freestanding Emergency Medical Services stations which might also be included
as safe havens. Senator Davis answered one thing lawyers don't get to do very
often that is a fun thing to do is private adoption. It is a time when a courtroom is
filled with joy and happiness, and that is how he feels about this bill. Senator Davis
would welcome a motion to amend the bill to add Mr. Gates's suggestions.

MOTION:

Senator Jordan moved to send S 1126 to the Fourteenth Order for possible
amendment. Senator Martin seconded the motion. The motion carried by voice
vote.

APPROVAL OF
MINUTES:

Senator Anthon moved to approve the Minutes of the February 20, 2017 meeting.
Senator Martin seconded the motion. The motion carried by voice vote.
Senator Harris moved to approve the Minutes of the February 21, 2017 meeting.
Senator Lee seconded the motion. The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:29 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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March 2, 2017

Representative Lee Heider
Health & Welfare Committee
Idaho Senate
Cc/ Senate - Health & Welfare Committee
Safe Haven Amendment SB1126
Chairman Heider,
I would like to express the Idaho Fire Chiefs Association’s strong support of the proposed
amendment to the Safe Haven legislation, which would include fire stations as a Safe haven.
Currently the definition of “Safe haven” includes hospitals, physicians and their staff,
advanced practice nurses, physician assistants, and medical personnel when making an
emergency response to a "911" call from a custodial parent. The addition of fire stations to the
definition would be beneficial to those who are in need of this statute.
Fire stations are staffed with personnel who are trained to act in an emergency and should be
trusted to assist parents who would like to safely relinquish their newborn infant to a safe
place. There are numerous fire departments across state that could provide a safe alternative to
child abandonment.
I would also like to express a concern I have with another part of the statute, but I do not want,
in any way, to derail the current amendment. Within the definition, EMS providers are defined
as Safe Haven “medical personnel when making an emergency response to a "911" call from a
custodial parent…,” and that has caused issues recently when trying to implement Safe Haven
in our jurisdiction. It is not uncommon for fire and EMS services to respond to citizens who
have walked into the fire station, flagged down a responder to request aid, or have stopped to
assist a person in obvious trouble. The fire or EMS services are then initiating the response
and not responding to a 911call. EMS providers should be empowered to act a Safe Haven in
any circumstance. Our legal counsel is stating the “Safe haven” language is clear and there is
no room for interpretation; the response must be initiated by a 911 call. The language “when
making an emergency response to a "911" call from a custodial parent” is unduly limiting to
EMS personnel. If the process would allow, I would like to ask that an additional change be
considered. I would like to propose changing “Medical personnel when making an emergency
response to a "911" call from a custodial parent…” to Medical personnel acting/serving in the
capacity as a licensed provider, affiliated with a recognized Idaho EMS agency. This change

www.idahofirechiefs.org

Idaho Fire Chief’s
Association

David G. Gates - President
Pocatello Fire Department
Fire Chief
408 E. Whitman
Pocatello, ID 83201
Office: (208) 234-6202
Cell:
(208) 681-9611
Fax:
(208) 233-4043
dgates@pocatello.us

would be intended to provide additional opportunities for EMS providers to assist an infant in
need.
On behalf of the IFCA, thank you for taking the time to consider the important legislation.
Sincerely,

David G. Gates – MBA/EFO
President/Fire Chief
Idaho Fire Chief’s Association/Pocatello Fire Department

www.idahofirechiefs.org

March 2, 2017

Representative Lee Heider
Health & Welfare Committee
Idaho Senate
Cc/ Senate - Health & Welfare Committee
Safe Haven Amendment SB1126
Chairman Heider,
I would like to express the Pocatello Fire Department’s strong support of the proposed
amendment to include fire stations in the Safe Haven legislation.
Currently the definition of “Safe haven” includes hospitals, physicians and their staff, advanced
practice nurses, physician assistants, and medical personnel when making an emergency
response to a "911" call from a custodial parent. The addition of fire stations to the definition
would be beneficial to those who are in need of this statute.
Fire stations are staffed with personnel who are trained to act in an emergency and should be
trusted to assist parents who would like to safely relinquish their newborn infant to a safe place.
There are numerous fire departments across state that could provide a safe alternative to child
abandonment.
I would also like to express a concern I have with another part of the statute, but I do not want, in
any way, to derail the current amendment. Within the definition, EMS providers are defined as
Safe Haven “medical personnel when making an emergency response to a "911" call from a
custodial parent…,” and that has caused issues recently when trying to implement Safe Haven in
our jurisdiction. It is not uncommon for fire and EMS services to respond to citizens who have
walked into the fire station, flagged down a responder to request aid, or have stopped to assist a
person in obvious trouble. The fire or EMS services are then initiating the response and not
responding to a 911call. EMS providers should be empowered to act a Safe Haven in any
circumstance. Our legal counsel is stating the “Safe haven” language is clear and there is no
room for interpretation; the response must be initiated by a 911 call. The language “when
making an emergency response to a "911" call from a custodial parent” is unduly limiting to

EMS personnel. If the process would allow, I would like to ask that an additional change be
considered. I would like to propose changing “Medical personnel when making an emergency
response to a "911" call from a custodial parent…” to Medical personnel acting/serving in the
capacity as a licensed provider, affiliated with a recognized Idaho EMS agency. This change
would be intended to provide additional opportunities for EMS providers to assist an infant in
need.
Thank you for taking the time to consider the important legislation.
Sincerely,

David G. Gates – MBA/EFO
Fire Chief - Pocatello Fire Department
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CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:00 p.m.

APPROVAL OF
MINUTES:

Senator Agenbroad moved to approve the Minutes of the February 23, 2017
meeting. Senator Harris seconded the motion. The motion carried by voice vote.
Vice Chairman Souza moved to approve the Minutes of the February 27, 2017
meeting. Senator Lee seconded the motion. The motion carried by voice vote.
Senator Lee moved to approve the Minutes of the February 28, 2017 meeting.
Senator Martin seconded the motion. The motion carried by voice vote.

H 191

Relating to Pharmacy. Pam Eaton, President and Chief Executive Officer (CEO)
of the Idaho Retailers Association, introduced herself to the Committee on behalf of
the Idaho Retail Pharmacy Council and the Idaho State Pharmacy Association. Ms.
Eaton explained after two similar bills were presented earlier in the session relating
to pharmacist dispensing of tobacco cessation medication and tuberculosis skin
testing, legislators asked if there were other medications that would be appropriate
for pharmacists to dispense without a prescription. H 191 is the result and would
make it as easier for Idaho consumers to access medications for low risk conditions.
Ms. Eaton commented Idaho has a successful track record of allowing direct
consumer access to low risk prescriptive medications. Since 2011, the Legislature
has approved bills to allow pharmacists to dispense immunizations, fluoride
supplements, opioid antagonists, and epinephrine auto-injectors. Rather than
continue a piecemeal approach through separate legislation, H 191 would authorize
the State Board of Pharmacy (BOP) to add to the list of allowed medications
through open negotiated rulemaking for low risk conditions that could improve
public health in Idaho.
Ms. Eaton stated the bill does not authorize any specific drug or product and would
not give pharmacists discretion to prescribe any drug or product. Instead, the bill
would give the BOP limited rulemaking authority to promulgate rules for specific
drugs for conditions that do not require a new diagnosis, are minor and self limited,
have a CLIA wave test that is used to guide decision making, or are used on a
short-term emergency situation. The bill would also restrict the BOP from including
any controlled substances, compounded drugs, or biological products. Any new
rules promulgated by the BOP would be reviewed by the Legislature.

Ms. Eaton said the bill is needed because Idaho has a shortage of health
care providers, especially for patients who are uninsured or underinsured. Ms.
Eaton referred to a letter provided to the Committee from Aquinas College (see
Attachment 1), stating that the U.S. is one of the few countries in the world that
limits access to certain medications by requiring the patient to obtain a prescription
from a health care provider, which can be an inefficient process. For example,
someone wanting a motion sickness patch in anticipation of taking a cruise must
schedule an appointment with a prescriber, wait for the appointment, take off
work to attend the appointment, make a copayment for an office visit, obtain a
prescription, and take the prescription to a pharmacy to be filled. Increasing access
to medications such as these can result in increased competition and access,
lowered costs, and improved quality.
Ms. Eaton informed the Committee travel medications will likely be a good
starting point for the BOP. Looking at what other states allow, the list could also
include medications for cold sores and lice. For example, a lice outbreak at her
daughter's school was difficult to eradicate because over the counter treatments
were ineffective and most parents did not obtain a prescription from a doctor for
more effective lice shampoo.
Ms. Eaton mentioned the bill does not involve a radical change that will set Idaho
apart from other states. Idaho's approach is slightly different because it allows
changes to be made through rulemaking rather than by separate legislation, but
Idaho has the tightest restrictions on rulemaking of any state in the country. The
BOP has been recognized for its transparent and evidence-based decision making.
She is confident the BOP will only do what is best for the patient and have concern
for patient safety.
Ms. Eaton further commented this is not an expansion of the scope of practice.
The practice of pharmacy is evolving, along with research and education, and
pharmacists are trained more thoroughly to perform this type of work. She provided
letters of support from the Idaho State University School of Pharmacy faculty
and pharmacy students, the American Association of Retired Persons, the Idaho
Society of Health System Pharmacists, and another economist (see Attachments
2, 3, 4, 5, and 6).
Chairman Heider said he has heard concerns that the bill would allow pharmacists
without additional training to begin prescribing in every aspect of medicine, while
previous legislation has involved one drug at a time. Ms. Eaton responded the
bill spells out what can and cannot be prescribed and in what situations. Also,
pharmacists would not be allowed to prescribe medications for off-label purposes,
or in other words, for a purpose it was not originally intended for. Chairman Heider
asked if "off-label" means a doctor prescribes one thing, and a pharmacist could
give a comparable drug. Ms. Eaton replied that is "substitution."
Vice Chairman Souza referred to the smoking cessation legislation and mentioned
the bill required special training for those specific products. She asked whether
there would be additional training for any new medication that pharmacists could
start prescribing, and whether there is any anticipated increase in liability for the
pharmacists as a result of the increased authority. Ms. Eaton answered the BOP
will determine on a case-by-case basis whether additional training is needed for
patient safety, and it will be included at the time of rulemaking. No additional
liability is anticipated for the pharmacists. Research was conducted with insurance
companies who provide liability insurance, and in other states where pharmacists
have prescriptive authority, insurance rates did not increase.
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TESTIMONY:

Trent Galloway introduced himself as a fourth year student pharmacist at Idaho
State University where he is obtaining his doctorate in pharmacy. Mr. Galloway
stated he and his fellow pharmacy students strongly support H 191, and they are
ready, willing, and able to provide the services described in the bill. He and his
fellow students see the bill as an important step in helping pharmacists be better
utilized to their full ability in Idaho, and they were excited the bill passed the House
unanimously.

TESTIMONY:

Laura Churns introduced herself as a pharmacist and the Director of Pharmacy
Legislative and Regulatory Affairs at Albertson's Companies (Albertson's) to speak
in support of H 191. Albertson's is one of the largest food and drug retailers in the
U.S. and operates in 35 states and the District of Columbia. In Idaho, Albertson's
operates 41 stores with 38 in-store pharmacies. Including the corporate office,
Albertson's employs more than 4,400 Idahoans.
Dr. Churns commented the scope of service contained in the bill may sound new
for Idaho, but these are normal services Albertson's successfully provides in other
states. For example, Albertson's pharmacies provide travel health services in 13
states, and the program is well received by the patients as a quick and convenient
way for a patient to be screened and obtain travel medications at night or on
weekends. Another service provided is rapid strep testing. Dr. Churns described a
recent patient encounter in Washington where the patient was a teacher who came
down with a sore throat on a Friday night. The teacher was scheduled to leave
town the following morning to attend an event with her daughter. Upon presenting
at an Albertson's pharmacy that evening at 8:00 p.m., the teacher was tested for
strep. When the test came back positive, she was able to receive an antibiotic
and begin treatment immediately at less cost than going to the doctor's office and
without seeking emergency care.

TESTIMONY:

Susie Pouliot introduced herself as the CEO of the Idaho Medical Association,
the largest organization representing physicians in the State of Idaho, to speak in
opposition to H 191. Ms. Pouliot stated if passed in its current form, the bill would
be the most liberal independent prescribing law in the U.S. There are currently only
two states that allow independent pharmacists to prescribe, California and Oregon,
and there are additional parameters in those two states' laws that do not exist in H
191. California and Oregon laws include the drug classes allowed to be prescribed,
and both states require consultation with their respective state medical boards and
other entities to develop prescribing protocols, including protocols for patients under
the age of 18. There are no such requirements in H 191, and the BOP would have
discretion to decide how to use its broad new authority.
Ms. Pouliot commented the bill contains no specific guidance on the classes of
drugs a pharmacist could prescribe. Such drugs could include travel medications,
lice treatment, pink eye, or others, or even contraceptives. There is no specific
direction from the Legislature on age limit or parental consent parameters for
prescribing contraceptives as included in other state laws. The prescription of
contraceptives will likely be a controversial policy issue that would be decided by
rulemaking. While Idaho has a higher bar and all rules are ultimately approved by
the Legislature, the rulemaking process does not afford the same level of public
scrutiny, attention, or broad-based input as the legislative process.
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Ms. Pouliot referred to H 195 and H 212 as examples of bills which outline in great
detail the parameters for scope of practice, specific educational requirements,
and specific drugs and types of patients the providers are allowed to treat. H 191
is dramatically different from that approach because the bill contains none of
those parameters and presents a question of whether the Legislature will cede
its authority to the Executive branch to determine these policies. It also puts the
BOP in the inappropriate position of acting as an advocate for the pharmacy
profession rather than its proper role as a regulator of the profession to protect the
public. Advocacy should remain solely in the realm of provider associations, not
the regulatory boards, and H 191 could change that.
Senator Foreman commented Ms. Pouliot brought up some good concerns, but
the bill answers those concerns for him. The State is of necessity an advocate for
everybody. The BOP would be allowed to write proposed regulations, and the
necessary safety valve is legislative review. The bill would make health care more
affordable and more available. Senator Foreman said H 191 does not bother him,
because all rules come back to the Legislature and the bill is not a blank check.
Ms. Pouliot thanked Senator Foreman for his perspective and responded she fully
understands the rulemaking process. She pointed out this bill is distinctly different
than the past approach where the Legislature sets the parameters in statute first
and the regulatory boards follow along with rules. H 191 reverses that approach to
allow the BOP to set parameters in rule, albeit with legislative review.
Senator Martin mentioned if this authority is granted to the BOP, a certain amount
of money will be transferred from physicians to pharmacists. He asked if the
financial issue is a concern to Ms. Pouliot's members. Ms. Pouliot answered
the financial issue has never come up with her members, because everyone is
aware there is a shortage of physicians. There are some good arguments to be
made for expanding access for patients to obtain health care in places other than a
doctor's office. Her only concerns are with the way the bill is drafted because policy
parameters are not strictly defined in the bill.
Vice Chairman Souza commented that sometimes during the rulemaking process
the entire Committee room is packed with people, and the process is followed very
closely. The Legislature takes rulemaking very seriously, and it is an important part
of the Legislature's job especially with Idaho's new constitutional amendment.
Ms. Pouliot thanked Vice Chairman Souza and said she will try to comfort her
members with that encouragement.
TESTIMONY:

Francoise Cleveland introduced herself on behalf of AARP Idaho and its 85,000
members to speak in support of H 191. Ms. Cleveland reported that according
to the U.S. Census Bureau and Social Security Administration, one in three older
Idahoans rely solely on Social Security for their income at an average of $14,603
per year, with an estimated one of every six dollars spent on health care. Every
opportunity to reduce costs for the senior population should be examined. Older
Americans use prescription drugs more than any other segment of the U.S.
population, typically on a chronic basis. For older adults, prescription drugs are
critical to improve quality of life.
Ms. Cleveland stated AARP Idaho supports cost-reducing policies that increase
access to quality health care. Providing alternate access for prescription medication
saves both time and money for the patient as well as any caregiver involved. The
pharmacists are one of the most successful health care providers in Idaho, and this
bill will increase the availability of health care, especially in rural communities.
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TESTIMONY:

Alex Adams introduced himself as the Executive Director of the BOP. Mr. Adams
advised the BOP approach to rulemaking is "what do we want - evidence-based
change; when do we want it - after peer review." He feels the BOP has done a good
job of sorting fact from fiction, as exemplified by the tobacco cessation bill. With that
legislation, the BOP reviewed the peer-reviewed literature, talked to other states
and jurisdictions that had implemented similar services, learned from other states'
experiences, and brought a bill based on those experiences. Education, screening,
referral, documentation, and notification requirements are all critical elements that
will be considered in rulemaking for each drug, class of drug, or device that is
authorized under H 191 on an individual basis. It would not be possible to write
"one size fits all" criteria in legislation.
Pam Eaton was recognized to summarize the bill presentation. Idaho has the
most stringent rulemaking process in the country and is the only state where
the Legislature looks at the rules and approves or does not oppose them. In
other states, agencies can pass rules without oversight. Ms. Eaton informed the
Committee she moved to Idaho from Washington, where she held a similar position
on behalf of industry groups. In Washington, the only way to stop agencies from
implementing overreaching rules with immediate effect was to file a lawsuit or ask
the Legislature to pass a law to stop the rule after the fact. Idaho's rulemaking
process is exceptional, and her counterparts in other states are jealous.

MOTION:

Senator Martin moved to send H 191 to the floor with a do pass recommendation.
Vice Chairman Souza seconded the motion.

DISCUSSION:

Senator Lee stated she appreciates the hard work that has gone into developing
the legislation and intends to support the bill. She always considers how
much discretion to give agencies and understands the concern. If this was an
environment without scarce resources or no areas of limited access, she might look
at it differently. The legislation can always be readdressed in future should the BOP
take its discretion too far. She commends the BOP for its efforts to increase access
in a measured, peer-reviewed, and data-driven way, and she looks forward to
considering new proposals and constituency concerns in the future.
Senator Jordan said she too will support the bill because of Idaho's rulemaking
process compared to other states without the same robust level of review. There
are a number of people in the State who are uninsured or underinsured, and some
have the additional burden of being underemployed. It is critically important for
people to have access to basic health care, and if there are ways to facilitate that
access through appropriate avenues, it is a win-win for everybody.
Vice Chairman Souza concurred with Senator Lee's comments about the close
scrutiny of the Legislature and Senator Jordan's comments about improving access
to health care. For people who don't have a lot of money and are struggling,
health care premiums can be exorbitantly high and out-of-pocket expenses are
particularly difficult. People often will forego having small things taken care of due
to high deductibles or no insurance. This bill might help someone decide to stop
smoking or purchase head lice shampoo or take a first step to stop an issue from
progressing and becoming a expensive problem. She intends to support the bill.
The motion carried by voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:44 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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March 2, 2017
Senator Lee Heider, Chairman
Senate Health and Welfare Committee
Idaho State Capitol
Boise, ID 83720
RE: H 191
Dear Chairman Heider and Members of the Committee,
On behalf of 185,000 AARP Idaho members, I am encouraging your full support for House
Bill 191. This bill would allow the Idaho Board of Pharmacy the rulemaking authority to
designate to pharmacists the prescriptive authority for drugs within certain classifications.
According to the U.S. Census Bureau and the Social Security Administration, one in three
older Idahoans rely solely on Social Security for their income at an average of $14,603 per
year. With an estimated one of every six dollars spent on health care, every opportunity to
reduce unnecessary cost for the senior population should be examined. Older Americans
use prescription drugs more than any other segment of the U.S. population and typically on
a chronic basis. For older adults, prescription drugs are critical in managing their chronic
conditions, curing diseases, keeping them healthy and improving their quality of life.
AARP Idaho supports cost-reducing policies which increase access to quality health care.
Providing alternative access for prescription medication saves both time and money for the
patient as well as for any family caregiver involved. Since pharmacists are one of the most
accessible health care providers in Idaho, this bill will increase availability to health care,
especially in rural communities or when a patient cannot secure a timely appointment to
see a provider. As highlighted in the U.S. Public Health Service’s evidence-based report,
Improving Patient and Health System Outcomes through Advanced Pharmacy Practice, A
Report to the U.S. Surgeon General 2011, increasing pharmacist involvement in patient care
results in greater cost savings across the health care spectrum.
Since this authority would be given through the administrative rules process, the important
principles of governmental transparency and public scrutiny would still be followed thus

ensuring public safety. Ultimately, the legislature would still have the authority to reject the
language before the final rule goes into effect.
For these reasons, we urge your support for H 191 and appreciate your consideration of
this legislation. If you have any questions, please don’t hesitate to contact my Associate
State Director of Advocacy, Françoise Cleveland at (208) 855-4005.
Sincerely,
Lupe Wissel, State Director
AARP Idaho
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MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Thursday, March 09, 2017

TIME:

3:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:

Senator Lee

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 3:00 p.m.

APPROVAL OF
MINUTES:

Senator Jordan moved to approve the Minutes of the February 22, 2017 meeting.
Vice Chairman Souza seconded the motion. The motion carried by voice vote.
Senator Martin moved to approve the Minutes of the March 1, 2017 meeting. Vice
Chairman Souza seconded the motion. The motion carried by voice vote.
Senator Harris moved to approve the Minutes of the March 2, 2017 meeting. Vice
Chairman Souza seconded the motion. The motion carried by voice vote.

HCR 9

A House Resolution Relating to Rare Diseases. Representative Wintrow
introduced herself to the Committee to present HCR 9. Rep. Wintrow stated the
resolution is written to raise awareness about rare diseases that occur in Idaho,
especially in young children, and the lack of pediatricians and pediatric neurologists.
She has already received e-mails of interest from people who want to get involved
and create networks to help with this issue. Rep. Wintrow yielded to Tonya Harvey
to present additional information.
Tonya Harvey introduced herself to the Committee as the mother of a two-year-old
son with a rare disorder. Her son was born a happy full-term baby but shortly after
his birth, he began showing a variety of symptoms and struggled with breathing
and eating. They saw numerous specialists and attended up to four doctor
appointments per week, but no one could diagnose the problem. At 11 months,
her son became unresponsive at day care and was hospitalized for nearly three
weeks. They were referred to Seattle Children's Hospital, and six months ago he
was diagnosed with glucose transporter type 1 deficiency syndrome, a rare genetic
metabolic disorder involving deficiency of a protein required to carry sugars across
the blood frame barrier. The disorder leaves the brain starved of fuel and energy,
and there is no cure. The treatment is a special diet that tricks the brain to use
fats for fuel instead of sugar.

Ms. Harvey said her goal is to advocate for awareness and change for rare
disorders. There is one genetics clinic in all of Idaho and there is a nine month
wait list. Her son almost died while awaiting treatment at that clinic. She feels
Idaho's programs are overcrowded and underfunded. Her son is on all of the State
programs, and they have been waiting months for home nursing. Physicians
must be educated on the importance of early recognition of disorders to avoid
devastating impacts on brain development. It creates stress on families to travel
outside of Idaho, and other states reap the financial benefit for that treatment.
Idaho should invest more time, attention, and resources on children's disorders.
A communications network is needed for Idaho's specialists to network with
specialists in surrounding states to manage patients in Idaho with less travel. Idaho
needs pediatricians and family practice doctors who are willing to devote a portion
of their practice to rare disorders.
Ms. Harvey commented she is grateful for all her son's doctors, and Seattle
Children's Hospital has proven to be a life changer for her son because they
preserved his brain development by acting quickly. Not all moms are as aggressive
at finding a diagnosis as she is, and she wants to be an advocate to support
families affected by rare disorders and complex diseases.
Senator Jordan asked if Ms. Harvey is aware of information about states with more
resources dedicated to these rare diseases as a model for what the ideal might look
like in Idaho. Ms. Harvey replied Seattle Children's Hospital works closely with
the University of Washington and has a number of neurologists, while St. Luke's
Children's Specialty Unit has the only pediatric gastroenterologist and pediatric
pulmonologist in the entire State. Seattle and Salt Lake City are good resources for
specialists, but it would be nice to reduce travel out of state for doctor visits.
Senator Souza commented the Legislature has been discussing telehealth. She
asked if it would be helpful to use some kind of video conferencing or technology
solution with a specialist in Seattle for some of the visits, or must the neurologist
perform a hands-on examination. Ms. Harvey answered she doesn't know anything
about telehealth. She has since learned about Project Echo, and she thinks it would
have been instrumental in getting an earlier accurate diagnosis and avoid needless
procedures and travel. Project Echo has committees that review cases as a group
and uses a Skype-type consultation that is cost effective and more efficient.
Dr. James M. Quinn introduced himself to the Committee to describe Project
Echo, an extension of a community health program in New Mexico. A specialist in
hepatitis noticed a huge increase in hepatitis C in the area, and the doctor tried to
get people to come to Albuquerque to the hospital. There were many rural patients
who did not want to travel that far, and there were patients who didn't speak English.
The specialist began a program to travel to the rural areas to treat the patients, and
those patients got as good treatment as the patients who traveled to Albuquerque.
Dr. Quinn commented medicine should be brought to the people, not the other way
around. Traveling to a large city from a rural area is intimidating and expensive,
especially when multiple trips are required. Clinics in rural areas and large health
centers can be connected by computer technology. The patient can be in a familiar
environment and have the same discussion with the doctor as if physically present.
Dr. Quinn suggested obtaining New Mexico's model as a template. People will go
along with this approach if legislators support it and take the information back to
their constituents. Patients will save money, time, and their jobs, and the State will
save money by not sending Medicaid dollars to neighbor states. This would keep
people in their homes.
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Rep. Wintrow was recognized to summarize the presentation. The resolution
is a good start in raising awareness of the issue. She agrees with the concept
of bringing the knowledge to the patients and creating learning communities to
support doctors in Idaho.
MOTION:

Senator Jordan moved that HCR 9 be sent to the floor with a do pass
recommendation. Senator Martin seconded the motion. The motion carried by
voice vote.

H 195

Relating to Chiropractic Practice. Ryan Fitzgerald introduced himself to the
Committee on behalf of the Idaho Association of Chiropractic Physicians (IACP)
to present the bill, which addresses the administration of injectable intravenous
(IV) nutrients by Idaho chiropractors.
Mr. Fitzgerald said over the last 40 to 50 years, nutritional substances formerly
provided to patients by oral and topical means are now administered by injectable
and IV methods. Idaho chiropractic physicians (DCs) have provided nutrition via
oral and topical means since the inception of chiropractic in Idaho, and many DCs
have obtained advance training to provide injectable and IV micronutrients to their
patients. Due to federal regulatory changes by the Food and Drug Administration
(FDA) in 2008 and 2012, the labeling and regulation of injectable and IV nutrients
has changed from a basic natural substance to a prescriptive product which has
eliminated the ability of Idaho DCs to provide these treatments.
Mr. Fitzgerald worked with other industry groups and state agencies to develop
a balanced approach to allow chiropractic patients to continue accessing these
treatments. H 195 allows a DC who has completed standardized, accredited,
post-doctoral education to obtain a clinical nutrition certification by the Idaho State
Board of Chiropractic (BOC). The certification would allow the DC to administer
IV and injectable nutrients for patients. The bill will establish a specific list of
vitamins, minerals, sterile fluids, and emergency substances that can be utilized by
chiropractors holding the certification. The bill also provides a set of standards to
ensure patient safety, including the requirement for the DC to follow specific safe
dosing requirements established by the FDA.
Mr. Fitzgerald stated the bill requires a certified DC to obtain the nutritional
substances from a distributor licensed by the Board of Pharmacy to ensure
compounding of nutritional substances and the measurements or dosing of those
substances will be completed by a licensed pharmacist at a licensed pharmacy
outlet. A certified DC would be required to obtain informed consent when providing
this type of treatment and must maintain lifesaving certifications and equipment to
ensure patient safety in the case of an adverse effect. Finally, the bill directs the
BOC to establish continuing education requirements and guidelines for biennial
recertification for DCs holding a certification in clinical nutrition.
Mr. Fitzgerald informed the Committee the first few pages of the bill include
clean-up language from the Legislative Services Office. Pages 4 through 7 of the
bill contain identical language as H 10 which has already been signed into law
by the Governor. Beginning on page 8, the bill includes a new section outlining
the stated formulary and safety standards, while page 9 provides the accredited
education DCs will be required to obtain. The last page adds chiropractors to the
list of health care providers identified by the Board of Pharmacy who can obtain and
administer limited substances.
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Mr. Fitzgerald commented the bill is a basic and transparent approach to the use of
nutritional substances with specific standards and education that all licensees and
the regulatory board can understand. There is no fiscal impact to the General Fund,
but it does establish a certification fee to cover the cost of reviewing applications
by the BOC. This bill has involved three to four years of work and represents the
balanced approach requested by legislators.
TESTIMONY:

Dr. Tim Clenha introduced himself to the Committee to speak in support of H 195.
Dr. Clenha is a DC who has practiced in Boise since 1989. He moved here from
California as an athlete to play football and track at Boise State University in 1980.
He finished his bachelor's degree in health science in 1985 and his doctorate in
chiropractic from the University of Western States in 1989.
Dr. Clenha said his nine years of education prepared him in all basic health
sciences, nutritional studies, sports injuries and prevention, general patient care,
phlebotomy, and blood lab analysis. He is a diplomate as a board-certified
chiropractic orthopedist, which is an additional 400 hours of training covering
simple and complex bone and soft tissue injuries utilizing splints, casts, and taping
procedures and provided training in treatment using nutritional supplements. He
served 13 years as one of the sports DCs for the Idaho Steelheads. He served in
nearly all capacities in the IACP, including three years as president. He worked on
the task force for H 195 over the last 18 months to coordinate efforts with University
of Western States in Portland on educational standards and with the BOC on
statutory language.
Dr. Clenha informed the Committee an Idaho DC is often the initial health care
provider, especially in rural areas. Idaho ranks near the bottom of states in regard to
physician to citizen ratio, and patients will seek out DCs for conservative treatments
not requiring hospitalization. DCs often see acute musculoskeletal pain caused
by pathogens such as bacteria and viruses. Often the patients have conditions
unresolved by other health care treatments and want safe, non-addictive, and
conservative approaches to care, sometimes as a last resort.
Dr. Clenha commented the chiropractic profession, begun in 1895, ranks nationally
as the third largest health care provider behind allopathic medicine and dentistry.
The average DC has completed a four-year bachelor's degree prior to the 4,500
hours required for the doctorate, including an average of 250 hours in nutritional
studies. The majority of over 700 DCs in Idaho practice nutrition in their offices
daily. As a profession, DCs balance physical, chemical, and emotional components
of life and focus on the significance of a health lifestyle, educating patients on
proper daily ergonomics, prescribing preventative and rehabilitative exercises, and
counseling on proper nutrition that limits inflammation-causing pain and disease.
DCs routinely perform spinal manipulation, utilize various physiotherapies like
ultrasound and electric muscle stimulation, and perform x-rays to better evaluate a
patient's condition. They take blood work and look for imbalances and deficiencies
and then prepare a treatment plan to restore health.
Dr. Clenha stated oral supplementation of vitamins, minerals, essential fatty
acids, digestive enzymes, and probiotics are routine treatments in his office.
When these measures are followed and the illness persists, there is time for
advanced nutritional delivery methods by subcutaneous, IV, and intramuscular (IM)
nutrient administration. An unhealthy gut prevents and delays healing, and a very
sick individual who presents in a dehydrated and malnourished state needs an
expeditious route of nutritional delivery.
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Dr. Clenha mentioned in 2007 he completed a 36-hour post-graduate course
taught by an adjunct professor of Texas Chiropractic College. The course provided
him with skills to perform advanced nutritional delivery methods. His patients
signed a consent form and received nutrients such as IM B-12 and specific doses
of IV vitamin C, among other micronutrients. The positive outcomes far surpassed
his expectations, and he continued to practice in this manner until he received a
cease and desist letter from the BOC in July 2016 when he stopped performing
this treatment.
Dr. Clenha advised the bill would establish standardized and accredited post
doctoral education all DCs must complete, whether they are previously trained or
not, in order to provide these additional nutritional methods. As a physician who
obtained proper training 10 years ago, he is willing to return to school to ensure he
meets all necessary standards established by the BOC. H 195 would re-establish
his ability to use injectable vitamins and minerals, assure appropriate education and
training from a federally accredited chiropractic university, and provide necessary
oversight and safety standards in treatment of patients. Patients will have access to
the health provider of their choice, offering alternatives to patients.
Senator Harris asked how much time the additional training will take to complete.
Dr. Clenha answered 100 hours.
TESTIMONY:

Suzie Pouliot introduced herself to the Committee on behalf of the Idaho Medical
Association, representing medical doctors and doctors of osteopathy, to speak in
opposition to the bill. The IMA opposes H 195 because of a lack of evidence-based,
peer-reviewed studies that demonstrate the results asserted in anecdotal stories
from patients who undergo these treatments. Many of the treatments that would
be allowed under the bill would likely have to be paid for out of pocket because
insurance companies typically do not cover these services.

TESTIMONY:

Dr. Marshall Priest, a Boise cardiologist for 38 years, introduced himself to
speak in opposition to H 195 because it is outside the scope of practice for
chiropractors as defined by the National Board of Chiropractic Examiners in 2015.
The only true medical indication for the IV infusion of vitamins and minerals is
for intestinal malabsorption, such as Crohn's disease, short gut syndrome, and
human immunodeficiency virus. Vitamin and mineral infusions are often packaged
as immunity drips, anti-aging drips, and energy drips, none of which have any
scientific evidence to support their efficacy.
Dr. Priest explained potassium is one of the elements that would be allowed for
infusion, and the normal limits of potassium in the human body are very narrow.
Exceeding that narrow limit could potentially trigger a fatal cardiac arrhythmia.
Iodine is another element listed for infusion, and iodine in certain people creates a
severe allergic reaction called anaphylaxis which creates difficult breathing, airway
obstruction, and cardiac collapse requiring resuscitation. Dr. Priest expressed
concern regarding accountability for adverse outcomes potentially relatable to
infusion of these substances and the ability to provide comprehensive resuscitation
in patients who have a severe adverse reaction. He asked the Committee to
consider the lack of scientific evidence and studies and the potential implications of
putting this language into Idaho Code.
Senator Jordan mentioned she understands the absence of studies and inquired
whether there are studies showing adverse reactions when the proposed protocols
are implemented in the chiropractic community. Dr. Priest answered he does not
know of any studies either supporting the efficacy or showing adverse outcomes.
Senator Martin asked if Dr. Priest is aware of any patient reactions resulting from
these treatments prior to the time they were precluded. Dr. Priest replied he is
not aware of any.
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Mr. Fitzgerald was recognized to summarize the bill presentation and stated this
practice has been ongoing in Idaho chiropractic offices for many years. It has
been available in Oklahoma since 1986, with over two million injectable nutrient
treatments and no adverse effects. The bill ensures safety standards, and the BOC
will bring rules to establish specific safety measures to be included in DC offices
such as oxygen and epinephrine. Patients are seeking these treatments and they
are currently being done in other medical offices, so he challenges the comments
regarding the efficacy of the treatments.
Vice Chairman Souza asked for more specifics about the safety equipment and
procedures for the chiropractor offices. Mr. Fitzgerald responded Alex Adams of
the Board of Pharmacy helped draft the bill. DCs will use FDA guidelines that limit
dosages to micro amounts. The IMA and Board of Pharmacy will provide guidance
on safety procedures, including epinephrine and oxygen as well as lifesaving
certifications and equipment. The rules may also provide for automated external
defibrillators (AEDs) in offices, and many DCs have AEDs in their clinics now.
MOTION:

Senator Harris moved to send H 195 to the floor with a do pass recommendation.
Vice Chairman Souza seconded the motion.

DISCUSSION:

Senator Anthon spoke in favor of the motion as the minimal amount of regulation
necessary to protect the public health and welfare. He would almost argue the
bill goes too far and appreciates the parties have worked together to bring the
legislation. His test is to talk to the local doctors in his area, and he trusts their
opinion. One of his local doctors is present today and would testify in favor of the
bill. This is good legislation and he supports it.
Senator Martin commented he appreciates the work of Senator Hagedorn and
others in crafting the bill, and he also supports the legislation.
The motion carried by voice vote.

S 1142

Relating to the Health Care Assistance Program. Senator Hagedorn introduced
himself to the Committee and explained he co-chaired a task force in summer
2016 to address health coverage for the Medicaid "gap" population. He referred
to the task force's final report (see Attachment 1) and reviewed the unanimous
recommendations in the report.
Senator Hagedorn stated S 1142 contains all the task force recommendations
except for Medicaid expansion and covers eligible participants with regular primary
care and care management for chronic conditions. The cost is roughly $10
million which will be insufficient to cover the enter gap population, but many with
chronic conditions are obtaining care through emergency rooms and hospitals
providing charity care. Those costs are passed on to the insurance companies and
subsequently to the insured through premiums.
Senator Hagedorn explained the objective is to get these patients healthy through
a managed primary care system. The bill will transfer the current system from
a volume-based fee-for-service model to a value-based system of care through
clinics utilizing a care coordination and case management model. The program will
pay a dollar amount per month per patient to a medical provider to improve and
maintain the patient's health. It will be up to the medical provider to take the risk
on how many times to see the patient to accomplish that goal, so it will be to the
provider's benefit to get the patient healthy as soon as possible.
Senator Hagedorn said he started working last summer with Director Armstrong to
put a bill together. The Department of Health and Welfare (Department) already
has some programs moving in the same direction. The objective is not to compete
with federal requirements for Medicaid but to set up an Idaho system to provide
primary care and incentive for providers to provide managed care.
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Senator Hagedorn informed the Committee a program participant must fill out an
application and have income, household composition, and citizenship verified to
ensure eligibility. The Department will set out other eligibility requirements in rule
regarding smoking-related illness and other chronic conditions, as the funding
will come from the Millennium Fund. Providers must also meet certain criteria to
provide health care services, as well as agree to collect and submit usage and
clinical data based on the population served so the program can be adjusted to
properly meet the needs of patients with chronic conditions. A monthly fee for each
participant who receives primary care and limited prescription care coordination
services will be paid to the provider, and the provider will charge the participant a
fee not to exceed $20.
Senator Hagedorn commented there is a population in need of assistance, and
Idaho needs to change the market and bend the health care delivery model cost
curve. He asked that the bill be sent to the Fourteenth Order for amendment to
clarify the care management and member accountability as well as the clinical and
utilization data to be collected and reported.
Vice Chairman Souza asked if this is an ongoing entitlement or a handout.
Senator Hagedorn answered it is not an entitlement but rather help people with
chronic illness get well and lower costs for a population that currently costs Idaho
taxpayers a tremendous amount of money. Vice Chairman Souza inquired if the
proposal is similar to direct primary care. Senator Hagedorn replied a direct
primary care physician testified to the task force about a direct primary care
program. That physician said to keep his doors open, he needs to see between 800
and 1,000 patients per month. A fee-for-service primary care physician testified he
needed to see 3,500 patients per month to continue operating. The direct primary
care doctor has more time to spend with patients to understand and care for their
needs. The public will see the benefit of seeing a doctor regularly.
Vice Chairman Souza commented the typical doctor visit in a regular doctor office
is seven to ten minutes, and in the direct primary care setting it tends to be 20 to
40 minutes. This extended time gives the physician a chance to inquire about a
patient's life stressers to turn illness visits into wellness visits. She asked if the
program will sunset or if it will be an ongoing effort. Senator Hagedorn responded
the bill sunsets in June 2022 to find out if the program is effective, based on provider
and patient feedback. It is likely the program will be amended every year to fine
tune it, based on what the federal government does with Medicaid and insurance
programs. For the last eight years, the focus has been on insurance, and there has
been no focus on the delivery of health care. A fee-for-service doctor must spend
40 percent of his revenue collecting fees and can only see patients seven minutes
a day. This program will allow a doctor to spend more time with patients. There
will be a shortage of doctors at first, and some things might need to be changed to
make it work, but Idaho needs to move in this direction.
Senator Harris referred to Idaho Code § 56-276 and asked the amount of the
monthly fee to be paid to the provider. Senator Hagedorn answered it is unknown
at this time. The estimate is from $700 to $1,000 annually per patient. Some
providers will take a chance and agree to see patients for $45 a person, and then
evaluate whether there was a return on investment. The first year, any primary
care provider is eligible to go under contract with the Department to take a certain
number of contracts.
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Senator Anthon also referred to Idaho Code § 56-276 and the fee not to exceed
$20 paid by the participant, and he asked whether it will be a monthly fee. Senator
Hagedorn replied it will be a fee per visit. The participant is the patient. The
provider will receive a monthly stipend from the Department every month. If the
participant needs to see the doctor, there will be some type of fee charged, as
determined by the provider. Senator Anthon commented the language might
need to be tweaked a bit.
Senator Jordan acknowledged Senator Hagedorn's work on this project. She
referred to the fiscal note regarding funding of $10 million from the Millennium
Fund and commented the Joint Finance and Appropriations Committee (JFAC)
took an action the previous day that calls into question whether that sum will be
available. Senator Hagedorn answered he is aware of the JFAC bill, and that is
a policy question to be determined. Spending from the Millennium Fund might
have to be reconsidered if S 1142 passes. Senator Jordan inquired if there is
funding available today, or if the earliest funding would be in FY 2018. Senator
Hagedorn answered until the JFAC bill passes both houses, funding is available
today in the Millennium Fund.
Chairman Heider said he appreciates all who came to testify. Since time does not
permit additional testimony, he asked for a show of hands who is in favor of the bill,
and how many are against. (A significant majority of hands raised were opposed to
sending the bill to the floor.) (See Attachments 2 and 3 for additional testimony.)
MOTION:

Vice Chairman Souza moved to send S 1142 to the floor with a recommendation it
be referred to the Fourteenth Order for possible amendment. Senator Foreman
seconded the motion.

DISCUSSION:

Senator Jordan declared she will vote against the motion. She is grateful for the
effort and conversation on the issue. The federal government proposal announced
this week includes continued Medicaid expansion, and she believes that approach
is clearly the best for Idaho from a fiscal responsibility standpoint. The $10 million
program cost could be used for matching funds at least through FY 2020. She
expressed concern that people did not have an opportunity to testify.
The motion carried by voice vote. Senator Jordan requested she be recorded
as voting nay.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 4:07 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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March 9, 2017
Senator Lee Heider, Chairman
Senate Health and Welfare Committee
Statehouse
Boise, ID 83720

RE: Senate Bill 1142
Chairman Heider and Committee Members:
The Council on Developmental Disabilities is authorized by federal and state law to
monitor systems and policies and to advocate for improved and enhanced services
that enable Idahoans with developmental disabilities to live meaningful lives,
included in their communities. The Council is comprised of 23 volunteers appointed
by the Governor.
The Council applauds the efforts and commitment of Senator Hagedorn for working
diligently to resolve the lack of health insurance coverage. The leadership of
Chairman Wood and Senator Hagedorn on health care coverage for Idahoans is
recognized and appreciated.
It is never a bad idea to provide funding to the primary care clinics. However, Senate
Bill 1142 does not resolve the coverage gap crisis. There will be no significant impact
on the issues faced by 12-13,000 Idahoans who experience serious and persistent
mental illness in Idaho. This population is currently served through the Department
of Health and Welfare, funded entirely by state general funds. The services available
are limited to people in serious crisis who are deemed either a risk to themselves or
others. The services do not provide for rehabilitative services or community based
supports to maintain a person’s mental health to prevent a relapse or crisis.
However, passing legislation to close the coverage gap this session would drastically
improve our state’s inadequate and broken mental health system.
The funding made available through this legislation will fund primary care, which is
not the same as comprehensive health care coverage. Primary care takes place on a
first come first serve basis and only covers certain types of prescriptions, mainly
antibiotics, but has limited ability to cover ongoing high cost prescriptions needed by
individuals with severe and persistent mental illness and chronic health conditions.
Many people require health care that includes frequent routine visits that may
include specialized treatments and medications.
If comprehensive health care is not passed this year, we will continue to pay for
emergency care for the uninsured in an inefficient and expensive way - through our
property taxes, state funds, and higher health care premiums, since the cost of
caring for the uninsured is often passed on to those that are insured. When we do
not provide preventative health care and pay only for care when people are in crisis
or at the end of their lives it costs the taxpayers of Idaho millions of dollars.

If you could do one thing to significantly improve the mental health system and the health of people
with chronic health conditions in Idaho it would be to pass comprehensive health care coverage.
78,000 uninsured Idahoans should not have to wait another year.
Christine Pisani
Executive Director

AGENDA

SENATE HEALTH & WELFARE COMMITTEE
2:00 P.M.
Room WW54
Monday, March 13, 2017
SUBJECT

DESCRIPTION

PRESENTER

S 1139

Relating to Health Care

Morgan Howard,
Intern for Senator
Johnson

H 222

Relating to the Secure Treatment Facility Act

Cameron Gilliland,
Deputy Administrator,
Division of Family &
Community Services

If you have written testimony, please provide a copy of it along with the
name of the person or organization responsible to the committee secretary
to ensure accuracy of records.
COMMITTEE MEMBERS
Chairman Heider

COMMITTEE SECRETARY

Vice Chairman Souza

Sen Anthon
Sen Agenbroad

Sen Martin

Sen Foreman

Sen Lee

Sen Jordan

Sen Harris

Jeanne Jackson-Heim
Room: WW35
Phone: 332-1319
email: shel@senate.idaho.gov

MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Monday, March 13, 2017

TIME:

2:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Anthon,
Agenbroad, Foreman, and Jordan

ABSENT/
EXCUSED:

None

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 2:07 p.m.

S 1139

Relating to Health Care. Morgan Howard introduced herself to the Committee as
an intern for Senator Johnson to present S 1139. Ms. Howard explained the bill
clarifies admitting privileges for advanced practice nurses and physician assistants.
Idaho Code is unclear as to whether these practitioners have the right to admit
patients to hospitals. The issue was brought to light by rural hospitals with fewer
physicians than larger hospitals.
Ms. Howard also presented some proposed amendments to the bill that were
drafted by the Department of Health and Welfare (Department). The first is a
rewrite of new Idaho Code § 39-1396 providing guidelines for hospitals granting
admission privileges. The amendments to sections two and three of the bill
include a reference to the new Idaho Code § 39-1396. The amendment to section
4 provides practitioners must be licensed and granted privileges by the facility's
bylaws, and the facility must practice oversight of those admitted. Finally, there
is a correction to title. Ms. Howard requested the bill be sent to the Fourteenth
Order for possible amendment.
Vice Chairman Souza asked if Ms. Howard could review the amendments, explain
the amendment language compared to the original bill, and state whether or not
Ms. Howard agrees with the amendments. Ms. Howard explained the amendment
to section 1 adds guidelines for admitting privileges. It specifies the practitioner
granted privileges must be recommended by the medical staff and approved by the
governing board of the hospital, and the practice must be within the scope of the
practitioner's license. Ms. Howard said the amendments seem reasonable and
there is no reason to grant privileges if not recommended by hospital staff. She
supports the changes.
Ms. Howard commented sections 2 and 3 replace the language "or other persons
specified in the bylaws" with a reference to Idaho Code § 39-1396 to streamline the
bill. She is in agreement with the changes. The amendment to section 4 specifies
the practitioners must be licensed and granted privileges in accordance with the
facility's bylaws. The language is to protect the hospital from legal liability, and
she supports these changes as well.
Senator Anthon referred to the word "through" at the beginning of line 2 on page 2
of the amendments and asked if that is the correct word. Ms. Howard responded
it is grammatically correct to her knowledge. The bill drafters in the Legislative
Services Office prepared the language to be consistent with Idaho Code.

Senator Lee inquired if the amendments are acceptable to the hospital association
and if there is concern about hospital accreditation if the bill passes. Ms. Howard
replied she is not aware of any objections to the amendments by the Idaho Hospital
Association or Idaho Medical Association. Senator Lee asked if Toni Lawson of the
Idaho Hospital Association could be recognized to respond to the question.
Toni Lawson introduced herself to the Committee as vice president of government
relations for the Idaho Hospital Association. She has not seen or reviewed the
amendments and cannot comment at this time. Hospitals have run into some
issues in this area, and her association wants to work with the Department this
summer to clarify some areas, hopefully without having to bring new legislation.
MOTION:

Senator Martin moved to send S 1139 to the floor with a recommendation that it be
referred to the Fourteenth Order for possible amendment. Senator Lee seconded
the motion. The motion carried by voice vote.

H 222

Relating to the Secure Treatment Facility Act. Cameron Gilliland introduced
himself as the Deputy Administrator for the Division of Family and Community
Services at the Department. He oversees the Southwest Idaho Treatment
Center (SWITC) and the State's crisis services for individuals with developmental
disabilities.
Mr. Gilliland explained H 222 authorizes the Department to establish, operate, and
maintain a secure treatment facility for individuals with developmental disabilities
who pose a threat to the safety of others. The facility would be located at the
SWITC campus with a maximum of four beds. Currently, the SWITC is asked to
serve some dangerous clients who have come through the court system and is
not adequately equipped to do so. Courts are understandably reluctant to place
someone in jail who is intellectually disabled or has severe autism but must assess
if the client is competent to stand trial while assuring safety of the public and the
client. Many of these clients who commit dangerous crimes such as murder, rape,
and felony assault are placed at the SWITC instead of in jail while the court sorts
out the issues. Mr. Gilliland displayed two items taken from clients, a spoon and
a stick both fashioned into weapons, that might be used against other clients or
staff. SWITC staff have collected dozens of such handmade weapons over the
past couple of years.
Mr. Gilliland said the SWITC's licensure requirements do not allow for the center to
be secure. Clients are free to move about the complex and the community as well
as have access to personal and household items that they may use as weapons.
The mix of little control and dangerous clients has resulted in significant worker's
compensation claims and attacks on clients, staff, and the community, as well as
multiple calls to law enforcement. During calendar year 2016, SWITC experienced
a 29 percent rate of worker's compensation claims, meaning nearly one of three
workers at the SWITC filed an injury claim, and 70 percent of those claims were
the result of intentional attacks by clients. Last year, there were 784 assaults at
the SWITC. Employee turnover at the SWITC is about twice that of the rest of
the Department. During the past five years, there have been 12 medical layoffs.
Workers have experienced traumatic brain injury, puncture wounds, human bites,
and sexual assault, including injuries causing permanent disability.
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Mr. Gilliland informed the Committee dangerous clients have also left campus
and attacked members of the public. A woman who stopped to assist one of the
runaway clients was assaulted by the client when she opened her car door to ask
him if he needed help. Another client attacked and injured a child at the Walmart
off Garrity Road. The need for secure facilities is ongoing and immediate. There
is currently a SWITC client who attacks female employees without warning by
grabbing their hair near the scalp. The client attempts to slam the employees' heads
into her knee while shouting, "I will kill you." Only well trained staff and vigilance
have prevented serious injury. This particular client had been in the Canyon County
Jail and the Idaho Department of Corrections (IDOC) prior to coming to the SWITC.
Due to the severity of danger posed by these clients, an emergency exists, and the
Department is requesting authority to implement secure features as soon as the
bill is signed into law.
Mr. Gilliland stated the bill contains safeguards to assure appropriate treatment
and outside oversight. Idaho courts will provide oversight by determining who will
come to the facility. A court must commit a client to the Department, and the court
would have to find the client is appropriate to be confined to the State's secure
treatment facility. In addition to court oversight, the Director of the Department
will make the decision regarding placement. Additional outside oversight will be
provided through licensure and rules to be developed after passage of the bill.
Licensure will require an annual survey similar to the process currently utilized for
the SWITC. Another form of oversight will be provided by the client's attorneys
and DisAbility Rights Idaho, and both will have unfettered access to the clients in
the secure facility.
Mr. Gilliland commented the bill does not result in a fiscal impact at this time.
If the bill passes, some secure features such as locks, cameras, alarms, and
possibly fencing of the current campus can be completed this year. Safety can be
improved quickly, while the Department continues to explore the costs and benefits
of constructing a new facility or remodeling an existing building. The cost of a new
facility has been estimated at $1.7 million, while remodeling a building would cost
considerably less. The Department will work with the Governor's office and the
Legislature to determine the best way to cover necessary costs in future years.
Mr. Gilliland said he bill represents significant collaboration and negotiation among
several stakeholders, including the Administrative Office of the Idaho Supreme
Court, DisAbility Rights Idaho, the Idaho Council on Development Disabilities, the
American Civil Liberties Union, Canyon County Sheriff's Office and Prosecutor's
Office, and the Idaho Sheriff's Association. At the final House hearing, no
stakeholders spoke against the bill. Passage will allow the Department to more
safely serve clients while protecting clients and the public.
Chairman Heider asked for a status update on a proposed plan to turn a facility
in Eastern Idaho into a secure facility. Mr. Gilliland responded there are two
facilities working their way through the process this year, and Chairman Heider
may be thinking of the secure mental health facility for adolescents that has been
discussed for Eastern Idaho. The secure facility contemplated under H 222 is for
the narrow population of individuals with developmental disabilities and possibly
also mental health issues.
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Senator Martin inquired about the source of funds to perform the security
upgrades. Mr. Gilliland replied existing funds will be used this fiscal year. There
are many buildings at the SWITC, and there is one building in current use that
was built with stronger windows and doors that can accept locks. Fencing and a
time-out room are also under consideration. No additional funding will be requested
this year. Senator Martin further inquired how the new building or major renovation
would be funded. Mr. Gilliland answered at one time it was contemplated to move
the entire SWITC campus and sell the land. An architect drew up some plans for
a new secure facility, and that was the source of the cost estimate. However, the
Department is reviewing other options. Some secure features can be put on the
existing building, but it may not turn out to be the best permanent situation. Senator
Martin asked if there will be a request next year for additional money to enhance
an interim facility. Mr. Gilliland replied he can't say for sure.
Senator Lee referred to page 1, line 29 of the bill that says, "when a person is
the subject of a court order pursuant to Idaho Code § 56-1404 for admission to a
secure facility, the department may disposition to the facility or another appropriate
placement." She asked how that is language differs from current practice, and she
further inquired what discretion is afforded the Department, since the court has
determined the person should be at a secure facility. Mr. Gilliland responded if
a person with developmental disabilities commits a crime and the court deems
the person incompetent to stand trial, the court will commit the person to the
Department, and this population is generally already going to the SWITC. The
bill would give the Department a more secure option in the facility, and he does
not foresee an increase in the number of clients coming to the Department. The
Department's psychiatrist and clinicians make a recommendation to the Director
whether a client goes to the secure treatment facility or is placed in the general
SWITC population. Generally, the person would go to the secure facility while the
Department assesses risk. If determined to be unsafe, the client would stay in the
secure facility until it was possible to transition to the general population.
Senator Lee inquired whether this in any way will relieve the pressures on the
county jails or IDOC facilities. Mr. Gilliland answered it will relieve the county
jails to the extent it will be an easier choice for the court to send the person to
the SWITC rather than to jail. However, the developmental disabilities population
represents a narrow segment of the larger mental health population.
Senator Foreman asked whether there was any thought given to simply asking for
emergency authority to put locks on the existing building and make it secure for the
time being. That would allow time to get bids and finalize plans to either build a
new building or convert an existing building, and the Department could come back
later with a new bill to implement the final plan. Chairman Heider commented
the SWITC property was going to be sold and the facility shut down, and the
Department would have had a significant amount of money for different options.
That is not going to happen now so the Department is looking to add security
features now and possibly build a different facility later. Mr. Gilliland added this bill
contains an emergency clause because some legislators suggested it is important
to implement these provisions now due to the existing dangerous clients.
Senator Anthon referred to page 2 and the criteria for admission starting on line 38
and stated the criteria involves the court make a finding that the criteria have been
met. He inquired what is the result if the court finds based on competent medical
testimony there is a developmental disability but the Department disagrees. Mr.
Gilliland answered the Court can commit and determine a developmental disability
regardless of whether the Department agrees. However, the Department works
with the court to make that determination. There have been cases where the
Department disagreed, but the Department still gets the client, and the client will
probably be sent to the SWITC.
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Vice Chairman Souza asked if the Department will want a trailer bill to finance the
$1.7 million for this year. She further inquired how the Department will determine
the true cost of the new facility. Mr. Gilliland responded the Department will
not request additional funding this year. Costs for a permanent facility will be
developed only if it is determined a different facility is required. Currently, there is
one client to place in the secure facility, and in the past there has been a maximum
of three clients at a time. The Department's primary concern is to develop some
immediately safety measures, and it is possible no additional funding will be
requested if the initial measures work. Primary treatment needs to be clinical and
not based on walls and doors.
Senator Lee referred to page 3, line 1 of the bill that says the court shall order the
person to be appropriate for admission to the facility. However, the bill goes on to
say in the next section that admission to the facility will be determined solely by the
director or the director's designee. Senator Lee asked if it is a policy change to give
so much discretion to the Director. She is concerned there is no one else who can
determine the client can be reassigned to a less restrictive facility. Mr. Gilliland
asked for clarification on Senator Lee's question. Senator Lee gave the example of
a person in a halfway house who takes a rod off the wall and beats someone to
death. If the court finds this person is not competent to stand trial, the law says
the person will be committed to the Department. The court may find the person
is a terrible danger to others and order the person to a secure center, but the
Department may or may not have a place to put the person. The bill would allow the
Department to use its assessment to place the person in a lesser facility. In some
cases, it results in placing people in the county jail or IDOC. Mr. Gilliland replied
the current statute pertaining to persons with developmental disabilities says the
Director and his designee have the authority to determine where someone is placed.
Sometimes the courts will overemphasize the danger of a developmentally disabled
individual, so the Department makes its own analysis based on years of experience.
At present, everyone who comes to the Department from the court is able to walk
off the SWITC campus and do harm to other people. The bill would not solve the
problem described, but it solves a problem for the Department in that there is
currently no secure facility, and the Department sometimes gets dangerous clients.
TESTIMONY:

Christine Pisani introduced herself to the Committee on behalf of the Idaho Council
on Development Disabilities (ICDD) and stated the ICDD has agreed not to oppose
the bill after it was changed from initial versions. Ms. Pisani testified in accordance
with Attachment 1. She expressed concern regarding cuts in funding for psychiatric
rehabilitation treatment services and disagreed with the characterization that violent
behavior has increased in the developmental disabilities population. She urged the
Department to work with stakeholders to develop plans for services designed to
prevent violent behavior and reduce incarceration, and to provide these services
in home communities.
Senator Lee asked whether Ms. Pisani believes there is a need for a place to
securely house dangerous individuals away from others. Ms. Pisani responded
the community has suffered greatly at the loss of mental health services to meet
the needs of the developmental disabilities population. Additional mental health
services would likely prevent this type of placement.

TESTIMONY:

Jim Baugh introduced himself to the Committee as the Executive Director of
DisAbility Rights Idaho (DRI), which is the protection and advocacy system referred
to in the statutes. His organization provides free legal and advocacy services,
including public policy analysis for Idahoans with disabilities, and has unique federal
authority to investigate instances of abuse and neglect in the disability population.
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Mr. Baugh stated DRI is not unconcerned about the safety of residents, and
resident to resident abuse is one of the types of situations DRI investigates. He
understands the need to design a physical setting that is a safer environment
allowing for better observation and interventions to prevent injuries. Mr. Baugh
complimented the Department for working through several versions of the bill and
negotiating with stakeholders.
Mr. Baugh reiterated Ms. Pisani's comments that developmental disabilities haven't
fundamentally changed, but what has changed is people with developmental
disabilities are not getting adequate mental health treatment services because
Idaho has not developed its mental health facilities with that specialty in mind.
This is a small sub-population, and while people with developmental disabilities
are more likely to have or develop a mental illness, it is a difficult sub-population
to treat. Standard mental health treatments require patients to provide feedback
and manage medications, and that is more difficult for a person who has limited
communication or may not understand abstract concepts. It is an area for
improvement, and in other states it has been shown that specialized treatment can
prevent people from becoming violent.
Mr. Baugh commented the language about the Department making decisions about
moving someone in and out of the secure facility pertains to moving the person
between the secure building and the general SWITC population. Those decisions
are more competently made by the clinical staff and the Department, as opposed to
the court. The statute does not give the Director of the Department the authority to
place a person in the jail. That placement would have to be done by the court.
TESTIMONY:

Kieran Donahue introduced himself as the Canyon County Sheriff and also on
behalf of the Idaho Sheriff's Association. He said this bill is about the safety of the
client as well as the public and other clients.
Sheriff Donahue stated the Canyon County jail currently has a unique individual at
the jail who was taken on by the Department about ten years ago and is now in
her mid-20s. This client has been deemed to be a dangerously mentally ill person
and was found incompetent to stand trial by a district judge. The client has been
housed at the Canyon County jail intermittently over the last two years, and in that
time she has injured nine jail staff. Three of the nine injured jail employees were
seriously injured, and one nearly lost her arm. Jail staff are not trained mental
health professionals, and the jail is not built to house such mentally ill persons.
Sheriff Donahue explained the client has been charged with 17 felonies in Canyon
County, and there was no place to house her. IDOC was asked to take her and
she was housed in the penitentiary on two occasions but never convicted of a
crime. She is so incredibly strong, she must be restrained with belly chains and
leg irons. This is someone's daughter and sister, and his staff see her that way.
The staff sings to the person because she has the mental capacity of a seven year
old and it calms her down. Because she has a tendency to slam her head on
concrete floors and walls when she doesn't get her way, the client wears a helmet
at almost all times. A few months ago, her restraints were removed, and one day
she took her helmet off and tore it in two with her bare hands. Idaho, the courts,
and the Department must have a place to secure these mentally ill patients with
developmental disabilities who have been found incompetent to stand trial, both for
their own safety and the safety of others.
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Mr. Gilliland returned to the podium to summarize the presentation of the bill.
The Department is asking for another tool to serve individuals with developmental
disabilities and mental health issues. The Department has worked hard to
collaborate with providers and other stakeholders and came up with the best bill
possible. It doesn't solve some of the general issues around mental health, but it
offers the stakeholders another option to provide more safety for all clients and staff.
The SWITC is the best place for this individual, and the SWITC staff is properly
trained and has had some success with this individual for the past month.
Senator Anthon stated he supports the general policy idea but he still has
concerns. In a situation where a person who is charged with a crime, the magistrate
judge will make a legal determination as to whether the person has a developmental
disability. This bill says unless the Department agrees with the judge, the
judge will not have this tool available for the person charged with the crime.
Mr. Gilliland answered if the person has a developmental disability, it is a rare
occasion that the Department would not agree. In guardianship and competency
cases, the judge gives notice to the Department, and the Department refers the
matter to an evaluation committee, including a doctor, psychologist and social
worker. The evaluation report goes to the court saying whether or not the person
has a developmental disability. The judge would still commit the person to the
Department. In those cases, the Department still has the person, and the person
would likely be at the SWITC anyway. They would all be the Department's issue.
Senator Anthon stated at the end of the proceeding, it is the judge who decides
who is developmentally disabled, and he asked why this language was inserted
in the bill to authorize the Department to make that decision instead of the judge.
Mr. Gilliland responded he is not sure. The Department wants to be involved
in making the determinations.
Brent King introduced himself to the Committee as Deputy Attorney General for
the Department. The Department's determination that developmental disability
is the primary diagnosis has two functions. The first is to determine the nature
of the incompetency, whether because of a developmental disability or a mental
illness. The determination also prevents conflicting results between Department
personnel or programs and allows the Department to place the person in the most
appropriate program. The legislation deals specifically with the situation described
by Mr. Baugh, which is the Department's ability to move a person back and forth
between the secure facility and the general population, whether it's the SWITC or
some other mental health program. The Department is not trying to supplant a
judicial decision of any sort, and if a judge commits someone to the Department,
the Department will have that person.
MOTION:

Senator Lee moved to send H 222 to the floor with a do pass recommendation.
Vice Chairman Souza seconded the motion.

DISCUSSION:

Senator Lee expressed appreciation to the Department for working so hard to
bring forward another tool. There are still a few concerns but she will support the
bill because these options are needed. She looks forward to implementing other
preventative issues and collaboration to review how this has worked and make
any needed changes.
Chairman Heider commented this is a tool to help the Department carry out its
obligations and it is needed.
Senator Anthon said he has some concerns about the bill but he will support the
motion. These matters involve a crime and committing someone to State care, and
someone's fundamental rights are being taken. At some point, there must be a very
good judicial process. This kind of discretion in the Department is concerning, and
he hopes there will not be problems as a result.
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The motion carried by voice vote. Senator Foreman requested he be recorded
as voting nay.
Chairman Heider announced the House Health and Welfare Committee would
meet on March 14, 2017 at 9:00 a.m. to hear about issues with the Veyo contract.
ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 3:17 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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H 212
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Treena Clark, Program
Manager

If you have written testimony, please provide a copy of it along with the
name of the person or organization responsible to the committee secretary
to ensure accuracy of records.
COMMITTEE MEMBERS
Chairman Heider

COMMITTEE SECRETARY

Vice Chairman Souza

Sen Anthon
Sen Agenbroad

Sen Martin

Sen Foreman

Sen Lee

Sen Jordan

Sen Harris

Jeanne Jackson-Heim
Room: WW35
Phone: 332-1319
email: shel@senate.idaho.gov

MINUTES

SENATE HEALTH & WELFARE COMMITTEE
DATE:

Tuesday, March 14, 2017

TIME:

2:00 P.M.

PLACE:

Room WW54

MEMBERS
PRESENT:

Chairman Heider, Vice Chairman Souza, Senators Martin, Lee, Harris, Agenbroad,
Foreman, and Jordan

ABSENT/
EXCUSED:

Senator Anthon

NOTE:

The sign-in sheet, testimonies and other related materials will be retained with
the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 2:05 p.m.

PAGE
GRADUATION:

Chairman Heider recognized and thanked Bridger Cardon for his service as the
Committee page for the second half of the First Session of the 64th Legislature. Mr.
Cardon commented he enjoyed himself and liked hearing the discussions. He plans
to attend college in the fall and major in business and finance to help his father run
the family car wash business in the future. He also intends to serve a mission for his
church. Senator Martin inquired the origin of Mr. Cardon's first name. Mr. Cardon
replied he has no idea but it may have to do with Jim Bridger. Senator Jordan
asked what surprised Mr. Cardon most about serving as a page. Mr. Cardon
responded it is interesting how every senator has different ideas and perspectives.
He appreciates that senators represent a group of people and they vote as their
constituents want, rather than how the senators might personally choose to vote.
Chairman Heider presented Mr. Cardon with a gift from the Committee.

H 212

Relating to Psychologists. Kris Ellis introduced herself to the Committee on
behalf of the Idaho Psychological Association (IPA). Ms. Ellis stated H 212 is the
result of three years of negotiations with interested stakeholders. The bill would
allow doctoral level psychologists to prescribe medications relevant to the practice
of psychology upon completion of a master's degree in psychopharmacology
from an accredited institution and two years of practice under the supervision of
a medical doctor. The bill also specifies education requirements and supervision
provisions, and it establishes an advisory panel of medical doctors and pharmacists
to assist in the rulemaking process.
Ms. Ellis recognized several participants who were instrumental in developing the
legislation: the Board of Psychologists; attorneys at the Bureau of Occupational
Licenses; Alex Adams of the Board of Pharmacy; Ken McClure with the Idaho
Psychiatric Association who spent many hours working on concepts and language;
and Idaho State University. The Region 7 Mental Health Board has also indicated
its support.
Ms. Ellis informed the Committee that psychologists with training in
psychopharmacology have been licensed in other states and trained by the U.S.
military for more than 20 years with an exceptionally safe record. The bill will help
improve mental health care in Idaho by allowing those who provide therapy to
assess and prescribe current mental health medications.

TESTIMONY:

Dr. Page Haviland introduced herself to the Committee as the President of
the IPA to speak in support of H 212. She is a licensed clinical psychologist in
private practice in Meridian, Idaho and a Navy veteran. During her time as a Navy
psychologist at the National Naval Medical Center in Bethesda, Maryland, she
worked with Dr. Morgan Sammons, who completed the Department of Defense
psychologist training program to prescribe medications. Her experience inspired
her to pursue the same training. Dr. Haviland commented her first duty station
after finishing her degree was as the only Navy psychologist serving 15,000
beneficiaries at the Naval Air Warfare Center in Maryland. Had she been able to
prescribe, service members and their families would not have experienced long
wait times to get comprehensive mental health care and in serious cases would not
have had to drive one hour each way to the nearest psychiatrist at Walter Reed
Army Medical Center.
Dr. Haviland commented she is very interested in obtaining the new training.
Wait times for psychiatric intervention now range from two to four months. Her
patients who are active duty service members would be able to attend one
appointment instead of two, with virtually no wait time. She already works closely
with several physicians who refer clients to her, and there would be no change
in the way she consults with the doctors. Dr. Haviland said she contacted
Commander Rabinowitz, a prescribing psychologist and the Navy's specialty
advisor for psychopharmacologically trained psychologists. Dr. Rabinowitz is
responsible for helping select and send psychologists to post-doctoral fellowships in
psychopharmacology. The Navy is interested in using Idaho State University (ISU)
as a potential site for the Navy's post-doctoral fellowship program (see Attachments
1 and 2). The bill would provide an opportunity to set a high standard for training
psychologists to prescribe and at the same time provide a flagship program for the
Navy and possibly other branches of the armed services. She urged the Committee
to support the bill.

TESTIMONY:

Michael McGrane introduced himself on behalf of the Idaho Nurses Association
and Nurse Leaders of Idaho to speak in support of the bill. Among his groups'
members are a number of family nurse practitioners who practice in rural Idaho.
He has heard about the dire need for psychiatric resources for back-up and
coordination of care. The availability of psychiatric care in Idaho is sparse. The bill
requires coordination between the primary care providers and the psychologists,
and it will open up desperately needed access.

TESTIMONY:

Dr. Lyn McArthur introduced herself to the Committee as a psychologist from
Inkom, Idaho. She is the behavioral health director for a community health center
called Health West, and she works in Lava Hot Springs and the Pocatello area.
Approximately one-third of Health West patients are uninsured. Dr. McArthur
reported in Pocatello, there is one adult-focused psychiatrist, and the wait for an
appointment is very long. There are two child psychiatrists, and the waits are about
three months for an initial visit. Jails are full and are being renovated to make
space in Pocatello. Most current inmates have concurrent mental health and
substance abuse issues. State Hospital South in Blackfoot has about a three-week
wait. Currently, inpatients are being diverted to Boise or Twin Falls. The Eastern
Idaho area has experienced an increase in mental health care needs. The Idaho
suicide rate is high and the shortage of providers is real and dangerous. Many
providers are doing their best, but many are untrained or undertrained to handle
mental health concerns.
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Dr. McArthur advised she has seen the effects of too few psychiatrists in her
professional life, and she has also experienced it personally. A few years ago,
someone came into her home. Her husband saw the person standing in the
hallway by their children's rooms, and the person ran away when confronted. The
police arrived and conducted a search, and Dr. McArthur's neighbor called a few
hours later and told them the neighbor's son had recently been diagnosed with
schizophrenia. It was the neighbor's son who had come into their home because he
was wandering and confused. A few weeks later, Dr. McArthur saw on the news
that her neighbor's son had mugged a woman and assaulted the police officer
who tried to arrest him. Perhaps this person would not have entered the legal
system if services had been available. Psychologists can address mental health
with therapy, behavioral strategies, or medications. They can also help patients get
off medications. H 212 would help keep Idahoans safe and save money.
TESTIMONY:

Ken McClure introduced himself on behalf of the Idaho Medical Association and
the Idaho Psychiatric Association. His clients have appeared before the Committee
several times this session to express concerns about scope of practice legislation
based on how public health will be affected. In years past, his clients have opposed
this legislation in its previous forms.
Mr. McClure thanked Ms. Ellis and the Idaho Psychological Association for the
time spent to build safeguards into this legislation to protect the public health.
Education is the key to privileging and credentialing. H 213 has an educational
standard that can work, although it depends in part on how ISU develops the
program. He hopes to work with ISU on the program and that this legislation will
help Idaho citizens. This bill is the first of its kind in the nation. A psychologist
will obtain an education that is the equivalent of a nurse practitioner degree, or
approximately two years of classroom study.
Mr. McClure mentioned in prior drafts of the legislation, the education component
was inadequate because it was initially patterned after a New Mexico program
consisting of only a series of weekend courses. In the psychology doctoral
programs, a person can get a doctorate with studying only very little hard science
curriculum. A deep understanding of biology and chemistry is necessary prior to
prescribing medication.
Mr. McClure stated a clinical experience requirement was also lacking in previous
versions of the bill. Doctors learn through a hands-on residency experience, and
H 213 would require psychologists to spend a period of time working under the
supervision of a psychiatrist. At the end of the period, the psychiatrist must sign
off that the psychologist has the requisite experience to conduct a safe prescribing
practice. Mr. McClure said the changes are material, and he is pleased the IPA
chose to adopt them.
Vice Chairman Souza asked about the cost and length of the training, assuming a
psychologist already has a doctorate and has been practicing for some period of
time. Mr. McClure replied the education is a two-year full-time program, followed
by two years practicing under the supervision of a psychiatrist, as well as a national
exam. This program will most likely be pursued by someone just entering a career,
but there is nothing preventing someone in mid-career from completing the training
and practice requirements.
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Vice Chairman Souza commented she is concerned about the proposal because
one of the goals is to increase a patient's ability to access a prescribing psychologist
in a reasonably fast way. She inquired how someone who is working to support a
family will be able to commit to two years of full-time study. Mr. McClure answered
that is likely the reason someone in mid-career might not want to commit to the
program. A prescription pad should only be given to someone with sufficient
education and training. Psychology undergraduate and doctoral programs can
have no or very little science curriculum. To learn that material in order to prescribe
safely does take some time. At the end of the process, the person will be capable
of prescribing accurately and safely without any kind of supervision. Two years is a
cost, but it is a price well paid to ensure well trained and competent providers.
Vice Chairman Souza said she obtained her masters in health education over a
two-year period while attending school part-time and working full-time. She asked
if this type of program could be structured so a person could maintain a daily
occupation and attend school part-time. Mr. McClure responded that would be
possible, but the education must be a two-year equivalent, so it might take longer
than two years to complete the program if only attending part-time. Psychology
does not have the same foundation and educational criteria as nursing. Someone
with a nursing degree could likely obtain an advanced degree in a shorter period
of time. The foundation to build a prescribing practice was the issue that took the
most time for the parties to address in the legislation.
Ms. Ellis was recognized to summarize the presentation. It will be possible to
attend the program full-time while working and raising a family, and members of
the IPA who plan to pursue this training intend to complete it in conjunction with
their current profession. After the two years of classroom study, the two years of
supervised practice would be incorporated into the psychologist's regular practice.
The cost of the program is unknown at this time. ISU estimates ten students
would be a break-even point, so it would likely be the same tuition as for an ISU
nursing program.
MOTION:

Vice Chairman Souza moved to send H 212 to the floor with a do pass
recommendation. Senator Martin seconded the motion.
Senator Lee stated she supports the bill and she appreciates the hard work of all
the stakeholders. She heard no one got exactly what they wanted, but this is a
good first step and there is an opportunity to make improvements going forward.
The motion carried by voice vote.

H 213

Relating to Behavioral Health Services. Treena Clark, Program Manager with
the Department's Division of Behavioral Health (Division), introduced herself to
present H 213. The bill amends definitions of peer services and updates provisions
relating to the composition and duties of the State Behavioral Health Planning
Council and Regional Behavioral Health Boards.
Ms. Clark explained the Regional Behavioral Health Services Act (RBHSA) was
passed in 2014 and established initial and ongoing composition of the committee
with authority to appoint members to the Regional Behavioral Health Boards. The
proposed language would add a county commissioner to each Regional Behavioral
Health Board and provide for the method of selection of a county commissioner
to serve. It would also expand the categories of membership for both the State
Behavioral Health Planning Council and the Regional Behavioral Health Boards to
include representatives from the field of "prevention."
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Ms. Clark advised the RBHSA allows for development and provision of community
recovery and family support services. One method of community support that has
proven to be effective is for a peer or family member who has lived experience to
use that experience to assist individuals with behavioral health issues. The bill
would add definitions of "family support partner," "peer support specialist," and
"supportive services" to the statute to support the development and implementation
of peer services in Idaho. There is no anticipated fiscal impact.
Vice Chairman Souza stated she has heard from some constituents who are
concerned with the definition of "family support partner" and asked if it will limit
family members or relatives from being involved. Ms. Clark answered the
stakeholders worked very hard to develop these definitions. The definition of "family
support partner" requires the service to be provided by a parent or family member
with experience raising a child with a severe emotional disturbance because that
experience is invaluable to a family navigating the multiple systems and agencies.
Not having the experience would prevent someone from becoming a family support
partner under the definition. Vice Chairman Souza asked if the family member
would have to complete the prescribed training in order to work with their own
family members or relatives as a family support partner. Ms. Clark replied the
person would be required to complete the training if desiring certification as a family
support partner. If the person wants only to support the family or provide services
without seeking reimbursement, the person does not have to be certified.
MOTION:

Senator Harris moved to send H 213 to the floor with a do pass recommendation.
Senator Jordan seconded the motion. The motion carried by voice vote. Senator
Foreman requested he be recorded as voting nay.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 2:40 p.m.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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Senator Anthon

NOTE:
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the minutes in the committee's office until the end of the session and will then be
located on file with the minutes in the Legislative Services Library.

CONVENED:

Chairman Heider called the meeting of the Senate Health and Welfare Committee
(Committee) to order at 12:56 p.m.

APPROVAL OF
MINUTES:

Vice Chairman Souza moved to approve the Minutes of the March 9, 2017
meeting. Senator Martin seconded the motion. The motion carried by voice vote.
Senator Martin moved to approve the Minutes of the March 13, 2017 meeting.
Vice Chairman Souza seconded the motion. The motion carried by voice vote.

S 1191

In anticipation of the referral of S 1191, the Committee held a hearing. Relating
to Dietitians. Anne Lawler, Executive Director of the Board of Medicine (Board),
introduced herself to the Committee. The purpose of the bill is to update the Dietetic
Practice Act. A concern arose in Senate floor debate about a previous version of
the bill that allowed the Board to assess costs and attorney's fees to a licensee in
a disciplinary proceeding. After meeting with some Senators who expressed that
concern, the Board made changes, and this bill is the result.
Ms. Lawler explained language was deleted pertaining to "driving under the
influence," along with provisions authorizing the Board of Medicine to impose a fine
and assess costs and attorney's fees against a dietitian for a disciplinary action.
Those provisions had originally been added to be consistent with the Medical
Practice Act. However, the Board believes that updating the scope of practice for
the dietitians is more important than retaining that language.
Senator Jordan referred to page 9, Idaho Code § 54-3511 pertaining to penalties.
She inquired if Ms. Lawler had discussed this provision with any of the Senators
and if the language is consistent with other medical practice legislation. Ms. Lawler
replied that topic did not come up in her discussions, but it is consistent with the
other medical acts. In addition, that provision only applies to a criminal violation, and
it would generally pertain to unauthorized use of the term "dietitian" or unlicensed
practice. The Board is required to report such violations to the county prosecutor.
Vice Chairman Souza moved to send S 1191 to the floor with a do pass
recommendation. Senator Martin seconded the motion. The motion carried by
voice vote.

ADJOURNED:

There being no further business at this time, Chairman Heider adjourned the
meeting at 1:05 p.m.

ADDENDUM:

Following the referral of S 1191 on March 20, 2017, the bill was buck slipped.

___________________________

___________________________

Senator Heider
Chair

Jeanne Jackson-Heim
Secretary
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