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March 17, 2018 

 

 

Administrator Seema Verma 

Centers for Medicare & Medicaid Services 

Department of Health and Human Services 

200 Independence Ave SW 

Washington, DC 20201 

 

Re: Alaska Medicaid Section 1115 Behavioral Health Demonstration 

 

Dear Administrator Verma,  

 

The Alaska Native Tribal Health Consortium (ANTHC) is a statewide tribal health organization 

that serves all 229 tribes and more than 166,000 Alaska Native and American Indian (AN/AI) individuals 

in Alaska.  ANTHC and Southcentral Foundation co-manage the Alaska Native Medical Center, the 

tertiary care hospital for all AN/AIs in Alaska.  ANTHC also provides a wide range of statewide public 

health, community health, environmental health and other programs and services for Alaska Native 

people and their communities. 

 

ANTHC provides the following comments to the Alaska Medicaid Section 1115 Behavioral 

Health Demonstration application (the Demonstration Application).  ANTHC shares in the State’s goals 

of improving access to and coordination of behavioral health services throughout the State.  Alaska 

Natives face a disproportionate level of need for behavioral health services and that making additional 

resources available to the Alaska Tribal Health System (ATHS) will help to address that need and the 

needs of all Alaskans.  We agree with the State that “[o]ne of Alaska’s strongest assets for improving the 

behavioral health of all Alaskans is the Tribal health system.”  The demonstration waiver recognizes that 

“while Tribal Health Organizations offer a variety of services to address the behavioral health and SUD 

needs of Tribal members, there is a need to build on and enhance the availability of home-based family 

treatment options and community-based behavioral health and SUD services for all Alaska 

Natives/American Indians through Tribal Health Organizations.”   

 

 It is important to note that while the waiver acknowledges the key role the ATHS plays in 

providing behavioral health services in Alaska, it is not designed with the ATHS in mind.  We are 

concerned that unless CMS requires our recommended changes that the waiver will disrupt the way that 

AN/AI access behavioral health services and the manner in which the ATHS provides this care.  ANTHC 

and tribal health programs across the State have consulted extensively with the State prior to its 

submission of the waiver to CMS on these issues.  While the Tribes articulated these concerns during the 

consultative process, it did not address the most critical tribal issues posed by the waiver, so we are 

resubmitting these comments during the federal public comment process.  ANTHC is concerned that 

unless these changes are made in the waiver itself or in Standard Terms and Conditions, the ATHS and 

the AN/AIs it serves will not be able to take advantage of the services authorized under this 

demonstration waiver. 

https://public.medicaid.gov/connect.ti/public.comments/answerQuestionnaire?qid=1895139
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I.  Administrative Service Organization 

 

 The most significant issue posed by the waiver is that the State has proposed managing all waiver 

services through an Administrative Services Organization (ASO).  The state is making a significant shift 

from managing programs and grants to managing a contract with an ASO.  These are very different skill 

sets and we are concerned about the state’s ability to effectively manage the contract, and in particular 

how the ASO will administer a very complex ATHS that is governed by a complex body of federal 

statutes, regulations, and state and federal administrative policy.   

 

We appreciate that the state has engaged in readiness assessments and preparation for this 

transition, but we are concerned at the state’s capacity to manage a very significant contract with a 

sophisticated vendor.  For the reasons described below, ANTHC recommends that the waiver exempt 

AN/AIs from mandatory enrollment in the ASO and be allowed to receive waiver services from any 

Indian Health Care Provider (IHCP) and that the ASO must comply with the Medicaid managed care 

rules for Indians at 42 C.F.R. §438.14.   

 

A. AN/AIs Must Be Exempt from Mandatory Enrollment in an ASO 

 

The CMS managed care rules and CMS policy allow states to exempt AN/AIs from mandatory 

enrollment into managed care.  Due to the barriers to enrollment and the provision of services to AN/AIs 

in managed care systems, CMS has never approved a Section 1115 waiver that mandates AN/AIs into 

managed care.  The same considerations apply here, and CMS should not approve the waiver unless it 

exempts AN/AIs from mandatory enrollment in the ASO and authorizes them to receive all waiver and 

state plan services from any qualified tribal or non-tribal provider. 

 

A central feature of the proposed waiver, and one that deeply concerns us, is that the State of 

Alaska Department of Health and Social Services (DHSS) plans to contract with an ASO to manage 

behavioral health waiver services. The ASO will be a third-party organization with specialized expertise 

in integrated behavioral health systems, but it almost certainly will have no direct experience working 

with a Tribal health system that is comparable in size and scope to the ATHS.  To truly build on the 

successes of the ATHS, existing tribal health regions and referral relationships must be preserved and 

Tribal providers -- not an ASO unfamiliar with Alaska, Alaska Natives, and the ATHS -- should continue 

to coordinate and manage its patients’ care.   

 

The ATHS already effectively manages and coordinates its patients’ care, and we are concerned 

that the ASO will impose additional requirements that are inconsistent with existing referral patterns.  The 

challenges in Alaska’s behavioral health system stem largely from the state’s vast size, extreme climate 

and geography, rural nature, and limited road system. Despite the challenges of this environment, and 

within the limits of available resources, Alaska’s tribal health providers have joined together to establish 

an innovative, cost-effective, and coordinated system of cradle-to-grave medical and behavioral health 

services. These services are culturally-appropriate and uniquely suited to the service environment, and 

make extensive use of para-professionals, community health providers, and telemedicine service delivery. 

In truth, no one understands Alaska’s service challenges and workable solutions better than the tribal 

organizations that comprise the Alaska’s Tribal Health System.  The State’s 1115 waiver recognizes this 

and expressly seeks to emulate and build upon the ATHS’ successes, by coordinating care for all waiver 

recipients, covering early-intervention services, and enhancing the availability of home- and community-

based services. However, the Demonstration Application would allow the ASO to impose coordination 
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and other administrative requirements that would be inefficient and inconsistent in the manner that care is 

currently provided in the ATHS.   

 

For example, the Demonstration Application would impose new geographic centers for the 

provision of behavioral health that are entirely inconsistent with how the ATHS’s existing referral 

patterns are set up.  In the Application, DHSS identified and divided the state into geographical regions 

responsible for serving as centers for provisions of behavioral health services. The DHSS proposed the 

regional partition based on population size of at least 20,000 people; Tribal hubs and regions with a 

hospital.  DHSS is considering a 3-year phase-in plan to implement services included in the 1115 

demonstration project. The state reports that they will work with Tribes, THOs, stakeholder 

representatives, and the ASO to further develop the regional approach.  However, they fail to recognize 

that the regions they identified do not match the current sophisticated and well thought-out 

geographical regions currently implemented by the ATHS.   
 

The ATHS provides comprehensive statewide health services to AN/AI people.  Alaska has 229 

tribes that span a geographic area of 586,412 square miles, predominantly off the road system.  There are 

166,000 AI/AN people utilizing the ATHS. Such a large healthcare system involves sophisticated patterns 

of referral.  The ATHS is an extraordinary resource. It is rooted in the community, Tribally-driven, and 

has complete medical records for Alaska Natives receiving care in Alaska since 1955. The ATHS consists 

of several levels of service, including: Community Clinics, Sub-regional Services (some regions), 

Regional Services, Statewide Services, and Contract Health Services. Partners of the ATHS must work 

together to ensure all AN/AI receive the highest quality of healthcare.  This includes sophisticated referral 

patterns from local health clinics to sub-regional and regional facilities which can also be referred onto 

the Alaska Native Medical Center (ANMC) the tertiary medical center in Anchorage. These referral 

patterns are based on established “health system delivery areas” in which the ATHS organizes “direct and 

contract health services [which] may be made available by the IHS to eligible individuals who reside 

within the areas.”1  Changing these regions and referral patterns would obfuscate the manner in which 

IHS counts and assigns “user population”2 to THOs.  User population is one of the key components of 

resource allocation within the national Indian health system and reducing or increasing user population 

numbers would result in decreased or increased IHS funding.  The waiver should avoid this unintentional 

consequence to IHS programs in Alaska.   

 

We agree that organizing the state into geographic regions will make service delivery and 

coordination more efficient, which is why the ATHS has already done so. This allows for each tribal 

organization affiliated with the Alaska Tribal Health Compact to retain autonomy with regard to health 

priorities, services, and policies in its respective service area. Each region has an established continuum of 

care that creates a consistent pathway for residents in the most remote communities to receive health care 

as close to their home community as possible. Our ATHS also takes into consideration the current and 

most efficient flight patterns run by experienced rural traveling airlines throughout the state. There 

are 12 major Tribal Health Regions and over a dozen smaller organizations.  

 

  

                                                        
1 Federal Register, Volume 21, issued on June 21, 2007.   
2 www.ihs.gov/alaska/includes/themes/responsive2017/display_objects/documents/pop_reports/TRIBE2012.pdf.   

 

http://www.ihs.gov/alaska/includes/themes/responsive2017/display_objects/documents/pop_reports/TRIBE2012.pdf
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Table— ATHS vs. Proposed Geographical Division by DHSS (this table does not list the columns by 

comparison). 
 

Alaska Tribal Health System by 

Region 

Proposed Geographical Divide (DHSS) 

Anchorage/Mat-Su Anchorage Municipality (Anchorage) 

Interior Fairbanks North Slope Borough (Fairbanks) 

Northwest Arctic Northern and Interior Region (Fairbanks & Utiqiagvik) 

Arctic Slope Kenai Peninsula Borough (Soldotna & Homer) 

Norton Sound Mat-Su Borough (Wasilla) 

Yukon-Kuskokwim Western Region (Kotzebue, Nome, & Bethel) 

Southeast Northern Southeast Region (Juneau & Sitka) 

Kenai Peninsula Southern Southeast Region (Ketchikan) 

Bristol Bay Gulf Coast/Aleutian Region (Anchorage, Dillingham, & Kodiak) 

Kodiak  

Aleutians & Pribilofs  

Copper River/Prince William Sound  

 

The difference in these geographic divisions will make it extremely difficult for the ATHS to 

continue to coordinate care.  For example, the current proposed geographical divide by DHSS suggests 

that the Gulf Coast/Aleutian Region be combined. However, it does not make sense to pool these 

communities into one region due to several differences including air-carrier flight patterns and hospital 

locations. For instance, Dillingham manages a local hospital; however, patients from Kodiak or the 

Aleutians & Pribilof Islands do not have a local tribal hospital and air-carriers do not provide flight 

service from the Aleutians to Dillingham. However, the current flight pattern would travel patients 

directly to Anchorage.  

 

The example above is one that highlights the diversity of regions with different levels of care and 

access available, and demonstrates why they are typically treated as separate regions within the ATHS. 

The proposed DHSS regional divide will likely create an additional administrative burden, and increased 

travel costs that will likely create a barrier to accessing waiver services for the beneficiaries we serve.     

 

Due to unavailable flight pattern options between the regions, the region responsible for the 

administrative provision of services tends to be adequate in services offered while the dependent region 

suffers access to quality services.  The ATHS has learned through experiences like this; regions are aware 

of their needs, and how to meet those needs if provided the resources.  

 

Therefore, the ATHS is requesting CMS’s assistance in exempting AN/AIs from auto-assignment 

to the ASO, and that it continue to allow them to receive all waiver and state plan services from any 

qualified tribal or non-tribal provider.  Such an exemption would recognize the significant AN/AI 

behavioral health disparities that are explained in the waiver, the geographic and climatic challenges of 

travel in Alaska, and maintain the ATHS’ ability to continue to provide culturally appropriate care 

through its regional referral networks.   

 

We recommend that CMS exempt tribal health providers as defined under the Indian Health Care 

Improvement Act from enrollment, licensing, certification, and credentialing requirements managed by 

the ASO.  The waiver indicates that, at a minimum, all waiver services would be coordinated, authorized, 

and managed by the ASO.  CMS has made clear that States have the option to exempt AN/AI from 

mandatory managed care, “in light of the special statutory treatment of Indians in federal statutes 

concerning Medicaid managed care.” CMCS Informational Bulletin, December 14, 2016.  Exempting 
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AN/AIs from mandatory enrollment in the ASO, and allowing their care to continue to be coordinated and 

arranged by the ATHS, is fully consistent with long-standing CMS policies that recognize the importance 

of ensuring that AN/AIs have access to culturally appropriate services furnished by tribal health programs 

focused on their unique needs. 

 

B. Ensure ASO Meets Indian Managed Care Requirements and Accommodates the ATHS 

 

While we request that AN/AIs be exempt from mandatory enrollment in the ASO, certain AN/AIs 

may elect to enroll in the ASO.  As a result, CMS must ensure that the ASO comply with CMS’s 

Medicaid Managed Care regulations, including the Indian specific provisions at 42 C.F.R. §438.14. The 

managed care regulations implement a range of statutory Indian managed care protections, including 

those in section 1932(h) of the Social Security Act that were added by section 5006 of the American 

Recovery and Reinvestment Act (ARRA). These provisions allow AN/AIs enrolled in Medicaid and the 

Children’s Health Insurance Program (CHIP) to receive services from an IHCP and requires that IHCPs 

are reimbursed appropriately for services provided. 

 

CMS must ensure that the ASO meet the following requirements: 

 

 Network sufficiency standards and provider choice at 42 C.F.R. §§438.14(b) and 457.1209; 

 

 Require the ASO to process claims in accordance with 42 C.F.R. §§438.14(c)(2), 438.14(c)(3), 

and 457.1209 to allow IHCPs to receive the applicable encounter rate published in the Federal 

Register by the Indian Health Service, or if there is no published rate, the amount provided under 

the state plan; 

  

 If the ASO adjudicates and pays claims, the State should allow either the ASO or the State to pay 

the full amount that the IHCP is eligible to receive under the applicable encounter rate or FFS, 

and not require the IHCPs to process wrap payments from the State; 

 

 If the ASO will oversee utilization management and require prior authorization of services it must 

permit IHCPs to refer an AN/AI to one of their network providers whether the IHCP has a 

contract or is an out of network provider as required at §§438.14(b)(6) and 457.1209; 

 

 The ASO must be required to offer contracts to the IHCP and have patients within that region 

assigned to the IHCP.  If the ASO network does not include IHCPs then the patient should be 

allowed to disenroll and seek service through IHCPs or out of state if necessary as required at 

§§438.14(b)(5) and 457.1209; 

 

 When the ASO contracts with IHCPs it should be required to use a “Medicaid and CHIP Indian 

Managed Care Addendum” to be mutually developed by IHCPs, the ASO, and DHSS. 

 

 The ASO’s proposed regions must be reorganized to be congruent with the long established 

ATHS regions in Alaska. If the DHSS does not find this to be a satisfactory solution, the ATHS 

would prefer the DHSS consider the ATHS as a single state-wide region. The ATHS will then 

implement services equally across regions, within a structure that has been in operation for nearly 

two decades.   

 

 The State must maintain its responsibility to engage in government-to-government consultation 

with Tribes in implementing the waiver, and it cannot delegate that responsibility to the ASO. 
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We also recommend that the state [waiver] assure compliance by the state itself and the ASO 

contractor with the requirements of section 1911 of the Social Security Act and 25 U.S.C. § 1647a(a)(1), 

to accept an entity that is operated by IHS, an Indian tribe, tribal organization, or urban Indian health 

program as a provider eligible to receive payment under the program for health care services furnished to 

an AN/AI on the same basis as any other provider qualified to participate as a provider of health care 

services under the program, if the entity attests that it meets generally applicable State, ASO, or other 

requirements for participation as a provider of health care services under the program. 

 

The waiver should also specify that the state will assure compliance by the state itself and by any 

managed care or ASO contractor with the requirements of 25 U.S.C. § 1621t, so that licensed health 

professionals employed by the IHCP shall be exempt from the Alaska State licensure requirements if the 

professionals are licensed in another state and are performing the services described in the contract or 

compact of the Indian health program under the Indian Self-Determination and Education Assistance Act 

(25 U.S.C. 450 et seq.). 

 

C. Increase Efficiencies in Administration by the ASO 

 

The ATHS aims for high quality, cost effective care but increased administrative requirements 

create barriers.  For example, the state currently requires service authorizations.  Each authorization takes 

an hour of a clinician’s time to write.  That time could be used to deliver an hour of care.  As discussed 

above, we are concerned that the ASO will impose additional service authorization and other 

administrative burdens on the ATHS.  To mitigate this concern we ask that the Demonstration Waiver 

require the following: 

 

 Alaska’s contract with the ASO should require that the ASO demonstrate reduction in 

administrative and reporting requirements for providers.  While there may be new and valuable 

measurement needs, the goal of the Demonstration should be a net decrease in administrative 

burden for providers.   

 The ATHS should be exempted from any circumstance where the ASO/State might create 

additional data requirements tied to payments. The Medicaid Managed Care rules stipulate that 

regardless of whether the IHCP participates in the network of an MCO, PIHP, PAHP and PCCM 

entity, §438.14(c)(2) and §457.1209 require that the IHCP receive the applicable encounter rate 

published annually in the Federal Register by IHS, or in the absence of a published encounter 

rate, the amount it would receive if the services were provided under the state plan’s FFS 

payment methodology.  Tribes expect that CMS will require an ASO to comply with this 

requirement.   

 The Demonstration should require mental health parity with medical care in all areas. Behavioral 

health currently has far more restrictions, authorizations and reporting requirements compared to 

the medical side of Medicaid.  This is exacerbated by Alaska’s separate approaches to medical 

and behavioral care in the Medicaid program.  

 The ATHS supports the state’s desire to contract with an ASO for non-tribal providers.  We 

understand that an ASO might help to create a ‘system’ out of the many individual providers.  

This might include case management and care coordination for example.  The Alaska Tribal 

Health System, however, is already a carefully orchestrated system with levels of care at the 

local, hub, regional and statewide levels.  Care coordination and case management are best 

accomplished by the ATHS, rather than an external ASO that will have little to no experience 
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with AN/AI people and the system that serves them.  As the state begins adding resources 

through the ASO for care coordination, case management and other services, we request that an 

appropriate portion of those funds be directed to the ATHS to coordinate care within the tribal 

system.  

 

 

II. Adult Eligibility in Group 2 Must Account for Rural IHCPs 

 

The Demonstration Application would require that adults eligible in Group 2 have minimally 

three "acute intensive services" within a year at an "...inpatient psychiatric hospital...inpatient mental 

health or substance abuse general hospital...inpatient medical/surgery, non-delivery, inpatient maternity 

delivery, and other inpatient stay...or outpatient general hospital emergency room visit."  While we 

appreciate the State of Alaska's response to "work with Tribal health organizations...to develop a 

definition that narrowly captures Emergency Room services but can establish a proxy for villages...", we 

remain concerned that the Demonstration Application itself does not explain this now in the current draft.  

We recommend that this proxy be established before CMS approves the waiver.   

 

As an initial matter, preventative services are instrumental in mitigating the need for repetitive 

interventions. By requiring three intensive services, the Group 2 eliminates access to services from those 

who may have one intervention for an acute episode but would benefit from several of the stabilizing 

services afforded to Group 2.  Without such access, many of those people will indeed be hospitalized 

again and again, which is counter-intuitive to reducing the dependency on emergency rooms and other 

hospital environments. 

 

More to the point, however, we are concerned that the requirement that hospitalization be 

required will unfairly limit access to these services for the beneficiaries we serve in rural areas.     Many 

of our clinics without emergency rooms or inpatient units provide stabilizing services under the current 

State Medicaid Plan.  These interventions, using services scheduled to be eliminated through the 1115 

Waiver, often mitigate the need to send people out-of-region for stabilization affording them the ability to 

be treated locally.  By adopting the "three intensive services" requirement to Group 2, more people will 

be sent hundreds of miles from home for stabilization costing the state more in highly-expensive escorted 

transportation and extending wait lists for the few hospitals that can provide the inpatient services 

required. 

 

The Tribal Health Organizations (THO) are further concerned about the rollback premise that 

once someone is eligible for Group 2 Services, upon stabilization, they are no longer eligible until three 

more interventions at a hospital- or ER-level of care have once again occurred.  The key to maintained 

stabilization and continuity of care is having ongoing services.   

 

We believe this criterion should be exempted for AN/AI people who are entitled by law to the 

provision of healthcare. Short of an exemption, the criteria should be relaxed to require only one visit to 

inpatient and/or emergency room facilities, and add a sixth option of one documented behavioral health 

crisis intervention to become eligible. Further, once someone is eligible for Group 2 services, they should 

remain eligible for ongoing services once stabilized until the behavioral health provider has determined 

they no longer need continued intervention.  
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III. Bundled Services 

 

The Demonstration Application aims to create bundled payments for many services.  The ATHS 

has raised concerns about bundling because many of our providers may not be able to provide the full 

bundle of services, but are the only providers available.  As a tribally owned healthcare system, it is our 

role to provide services to the extent that we can for our communities.  At times, THOs may not be able to 

provide the full continuum of behavioral health services due to volumes and economies of scales.  In 

these situations, we partner with non-tribal providers who are able to deliver specific types of care.  

Services provided by non-tribal providers are generally short-term interventions woven into a longitudinal 

relationship between the tribal system and the Alaska Native person or family.  The tribal system, as the 

longitudinal partner, aims to stay in relationship with the people we serve even when we do not have the 

services a person needs and we coordinate those services though a non-tribal provider.  As such, it makes 

very good sense that any services we can provide we continue to do so.  This mitigates risks and 

regressions associated with transitions of care, facilitates quality pull discharges back to the Tribal 

provider, supports continuity for the family, ensures that services are grounded in culture and is an 

essential part of self-determination.  

  

Alaska Native people must have full and unfettered access to services through THOs.  Bundled 

payments for services that are be separated between providers is a direct barrier for this unfettered access. 

For example, Therapeutic Foster Care is a proposed bundled service. The State’s proposal to bundle 

therapeutic foster care precludes Tribes from providing individual and family psychotherapy or other 

supportive services to these families.  The Demonstration Application should include the following 

statement: 

 

 Any bundled payments must allow for carve out payments to Tribal Health Providers in cases 

where, clinically, some elements of care has previously been, or can be, delivered by different 

providers. 

 

 

IV. ASAM 

 

A similar attempt at bundling is the State’s creation of substance abuse treatment services called 

“2.1” and “3.5”, named after the American Society of Addiction Medicine (ASAM) Diagnostic Criteria.  

ASAM Level 2.1, also known as “Intensive Outpatient Services” (IOP), and Level 3.5, also known as 

Clinically Managed High Intensity Residential Services (Residential or In-Patient) are levels of care that 

guide providers in treating addictions.  The State proposes to use these levels as service bundles.  An 

Alaskan who requires IOP services will have to get them from a provider that offers the State’s definition 

of the IOP bundle.  The provider is not free to create a plan using the services available in community or 

accepted by the consumer.  If the provider’s resources or the consumer’s preferences do not fit into the 

State’s bundle, there is no alternative way to be reimbursed for meeting the clinical level of care.   Using 

bundled services would place an undue burden on individuals living in rural communities. A THO might 

not be able to provide all of the required bundle services due to a variety of factors.    

 

For example, an individual living in a rural community who requires treatment at ASAM Level 

2.1 might be served using a variety of treatment providers (i.e. behavioral health clinicians, substance use 

counselors, and behavioral health aids) and a variety of delivery methods to include tele-health.  Given 

the remoteness of some of Alaska’s rural communities, it is common for treatment providers to travel to 

these communities on an infrequent basis.  Notably, THOs typically provide the only healthcare services 
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in rural communities.  It is often not cost effective for a THO to maintain an IOP program in each 

community due to costs and the infrequency of services needed.   

 

Furthermore, given the lack of resources, it is not uncommon for individuals to be recommended 

for a clinical override in order to obtain treatment.  For example, an individual who meets ASAM 

placement criteria for level 2.1 might be referred to residential treatment due to lack of available services 

in their community.  It is vital that THOs be able to continue to make recommendations in the best 

interest of the individual in light of available resources.  

 

 The Demonstration Application should be modified to allow for a portion of bundled services to 

be provided by THO’s.  The State has proposed bundling as a cost-saving measure, but there are 

no data to substantiate this approach when it comes to Alaska Tribes and our unique place in 

Alaskan health care.  In remote areas of Alaska, where Tribal Health Organizations are the only 

service provider, the State’s effort to create innovative service bundles are wasted if a Tribe does 

not provide just one of the bundled services.    

 

 

V. Waiver Services  

 

 Budget Neutrality.  The waiver states that an objective is to rebalance the current behavioral 

health system of care to reduce Alaska’s over-reliance on acute, institutional care and shift to more 

community or regional-based care.  ANTHC does not believe that Alaska is over-reliant on acute and 

institutional care.  In fact, serious capacity constraints exist at the acute care level, including capacity in 

the state’s psychiatric hospital, Alaska Psychiatric Institute (API).  ANTHC’s experience is that the lack 

of beds at API results in long hold times in medical emergency departments and community hospitals for 

patients that require a higher acuity of behavioral health care.  When the current API facility was 

constructed, beds were reduced for the same reason stated in goal #1 of the waiver.  

 

The false assumption that the state would need fewer psychiatric beds in the future is causing 

serious disruption in the health care system. In fact, expanded inpatient capacity for behavioral health at 

the community hospital level could restore API to its proper role as a long-term stay hospital for complex 

outlier cases. ANTHC appreciates the emphasis on psychiatric emergency crisis residential capacity, but 

we do not think this will address the system’s overall capacity constraints. The state should support and 

incentivize lower levels of care, recognizing that lower levels of care include inpatient care at the 

community hospital level. 

 

In addition, the assumption that length of stay can be shortened in residential psychiatric 

treatment centers (RPTCs) is at best an assumption. Lengths of stay in Alaska RPTCs are higher because 

of the higher acuity of patients. If these services are targeted for reduction, the state could have more 

crises in the community, increased readmissions and travel costs and overcrowded and overburdened 

hospital emergency departments. Many RPTC services are low margin and low volume services, so 

changes in access to these services could have the unintended consequence of closing safety net 

programs. The only way to keep these services viable may be to increase rates, which would impact the 

state’s cost-neutrality projections. More analysis is needed on the impact of these changes on Alaska’s 

delivery system. 
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Finally, the expanded screening services identified throughout the waiver will likely identify 

individuals in need of inpatient services. One cannot assume that all identified needs can be managed in 

an outpatient setting. It is possible that at least temporarily acute care costs could increase. We have 

serious concerns about the state’s ability to manage cost-neutrality requirements without arbitrarily 

reducing needed acute and residential services. 

Therapeutic Foster Care. The Alaska Tribal Health System is pleased to see Therapeutic Foster 

Care as a new category 1 service in the Demonstration Application.  This is a much needed level of care 

for our communities.  This service, just like all other levels of outpatient and residential behavioral health, 

should be accessible when, clinically appropriate, to all children and adolescent who meet the eligibility 

requirements regardless of their parental custody status.   

 

The Demonstration Application inaccurately and inappropriately describes this service as being 

limited to children and adolescents who are in State and/or Office of Children’s Service 

Custody.  Therapeutic Foster Care might be clinically indicated for children and adolescents in any 

custody situation including state custody, parental custody or kinship care.   

 

The current requirement of state custody will create a need for parents to give up their custody in 

order for their child to enter Therapeutic Foster Care as clinically needed.  Leaving parental custody will 

be harmful to the child and family, and expensive to the State’s Office of Children’s Services budget. In 

addition, it has long been recognized in the field of behavioral health and child welfare that forcing 

families to give up custody to receive services is outdated and harmful to children and families.3 

 

We would also point out that State policy and program direction is currently moving in a different 

direction than this provision of the waiver. Last October, the State of Alaska signed a historic 

government-to-government agreement between the state and 17 Alaska Native tribal organizations 

recognizing that tribes are in the best position to determine the needs of Alaska Native children and 

deliver services to them. The agreement provides state funding to assist tribal governments to provide a 

full continuum of child welfare services previously provided by the state, including foster care.4 

 

Furthermore, Alaska Native children must have unfettered access to all Medicaid services and 

creating a barrier for children in their parent’s custody violates this requirement.  Additionally, requiring 

placement of Native children in non-Native foster care homes in order to receive necessary medical 

treatment would raise serious concerns under the Indian Child Welfare Act (ICWA) ) (25 USC 1901 et. 

seq.), which is a congressional measure aimed at preventing unnecessary removals of Native children 

from their homes and communities and recognizing tribal jurisdiction in the care and placement of Native 

children in Indian Country.  Among other requirements, ICWA requires that active efforts be made to 

prevent breakup of Native families and creates placement preferences for foster care and other out of 

home placements that aim to keep the Native child with family, connected to his or her tribe, or connected 

to the broader Indian country community.  The State has not accounted for these federal ICWA 

requirements in its Waiver. 

 

                                                        
3 See Christine Lehman (2003). Parents Giving Up Custody of Mentally Ill Children. American Psychiatric 

Association retrieved from https://psychnews.psychiatryonline.org/doi/full/10.1176/pn.38.11.0013; and Mental 

Health America Board of Directors. (2015) Position Statement 47: Custody Relinquishment and Funding for Care 

and Treatment of Children retrieved from http://www.mentalhealthamerica.net/positions/custody-relinquishment. 
4 See https://www.adn.com/alaska-news/rural-alaska/2017/10/19/alaska-tribes-and-state-sign-historic-document-for-

tribal-child-welfare/) 

https://psychnews.psychiatryonline.org/doi/full/10.1176/pn.38.11.0013
http://www.mentalhealthamerica.net/positions/custody-relinquishment
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72 Hour SUD crisis Stabilization- The Demonstration Application creates new services for 72-

hour crisis stabilization for group 1 and 2 eligibilities.  In group 3, substance use disorder, 72-hour crisis 

stabilization is not included.  This is a much needed service for adults with substance use disorders and 

may, especially in smaller communities, be a combined service.  That is, a crisis center might serve adults 

in meeting category 2 or category 3 criteria.  We request that this service be added to category 3 in the 

waiver.  

 

Assertive Community Treatment (ACT)- The ACT model is designed specifically to help 

overcome patient deficits in trust, relationship and the overall process of engaging in health services by 

reaching into the community to make connections. The ACT team caters to a patient population that’s 

often unable to navigate traditional health service systems due to reduced cognitive capacity or an 

inability to perceive reality accurately. These cognitive challenges affect a patient’s ability to provide 

accurate history often leaving the ACT team with very limited information, particularly at initial 

engagement. For these reasons, the ACT team eligibility should not be based on number of ED visits 

(information that will neither be knowable or meaningful at time of enrollment) and instead should be 

based on functioning, homelessness, or the presence of significant cognitive impairment. 

 

 

VI. Pending State Tribal Consultation 

We want to ensure that CMS knows that state consultation is not complete due to the state’s 

request for more time to consider several of our requests.  Due to waiver application timeline constraints, 

the State committed to continuing to work with the actuarial analysis and cost neutrality calculations for 

several issues, which are listed below.  We think this creates a unique situation as CMS begins meeting 

with the State on the Demonstration Application, knowing that the State would also be continuing Tribal 

consultation concurrently.  The State must complete tribal consultation on these pending topics before the 

Demonstration Application can be approved by CMS.   The ATHS does not wish to delay consideration 

of the Demonstration Application, and we are ready, at the State’s earliest availability, to continue 

consultation on the following topics:  

  

 The upper age limit for target group 2 is 64, leaving persons 65 and over without access to waiver 

services, with only minimal Medicare covered services available.  It is critical that the actuarial 

analysis and cost neutrality calculations for this age group be completed prior to completing 

waiver negotiations (Waiver Application Pages 21, 23, 24).  

 It is not clear from the waiver application whether persons meeting the target group 1 eligibility 

criteria would continue to receive services once their condition had improved as a result of waiver 

services.  From a clinical point of view, it is troubling to consider furnishing services to a person 

until s/he improves, at which point s/he no longer qualifies for services until s/he deteriorates to 

the point of meeting eligibility requirements again.  The state has committed to continuing to 

work with actuarial analysis and cost neutrality calculations to evaluate if/how services can 

continue for persons who have improved beyond meeting eligibility criteria, and this work should 

be completed prior to completing waiver negotiations (Waiver Application Page 22). 

 There are several aspects of the Therapeutic Foster Care service that the state is considering 

pending further actuarial analysis:  Respite services for resource families, and behavioral health 

clinical services furnished by tribal organizations to a person receiving Therapeutic Foster Care 

services.  These two services will impact the overall ability for Therapeutic Foster Care providers 

to effectively and consistently furnish the service and deliver desired outcomes. The state has 
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committed to conducting actuarial analysis and budget neutrality calculations (Waiver 

Application Page 23). 

 There is a need for adult residential mental health services, and the state has agreed to consider 

this request for future years after conducting actuarial analysis (Waiver Application Pages 24-25). 

 There is a need for 23-hour crisis stabilization services for persons in Target Group 3. The state 

has agreed to consider this request after conducting actuarial analysis. 

 

 

VII. Agreements Reached in State/Tribal Consultation  

 

The ATHS and the State of Alaska reached some agreements during consultation.  We thank the 

State and would like CMS to keep these in mind as the Demonstration Application is revised through the 

State/CMS negotiation process.  If changes are made to these areas of agreement, we request to reopen 

tribal consultation (both state and federal): 

 

 Target group 1 eligibility was revised by the state to include children in tribal and kinship 

custody, as well as state custody. 

 Parents and caretakers of children who meet eligibility criteria for target group 1 were added as 

eligible for services under target group 1 eligibility.  

The language describing eligibility criteria for target group 1 has been revised and it is now clear 

that both children with newly identified and previously diagnosed needs meet eligibility 

requirements (Waiver Application Page 17).   

 During tribal consultation, the tribes identified that the eligibility criteria for target group 2 did 

not include criteria that would apply to persons living in rural areas of Alaska and the State 

agreed to develop a definition that would apply to persons living in villages.  The ATHS is ready 

to work with the State to establish this definition, and without it, target group 2 will not be 

available to persons living outside of communities with a hospital or emergency room (Tribal 

Consultation Item 9, Waiver Application Page 20-23).   

 The State has agreed to convene a workgroup consisting of tribal, state and community 

representatives in coordination with the ASO that will be charged with determining specific 

evidence-based, culturally appropriate screening and assessment tools (Waiver Application Pages 

22, 23).  

 The state has agreed that actual length of stay for residential care will be based on a clinical 

determination or medical necessity (Waiver Application Page 24). 

 The state has agreed that Community Health Aides/Practitioners are eligible to provide medical 

support services furnished in conjunction with peer-based crisis intervention services (Tribal 

Consultation Items 30 and 32, Waiver application Page 43). 

 The State has agreed to work with tribes, tribal health organizations, stakeholder representatives 

and the ASO on the regional aspect of the waiver implementation plan (Tribal Consultation Item 

31, Waiver Application Pages 43, and appendices).  

 The State has agreed to work with stakeholder representatives, including tribes, providers, and the 

ASO to develop the waiver implementation plan, including communications. 
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VIII. Request for Direct Government to Government Consultation with CMS 

 

ANTHC respectfully request an in person tribal consultation with CMS on the Demonstration 

Application pursuant to Section 8.2.3 of the CMS Tribal Consultation Policy.  We hope that this can be 

scheduled as soon as possible so that the Tribes may discuss the issues raised in these comments directly 

with CMS. We are prepared to have this meeting in Alaska, the Region X offices, or in Washington, DC.     

 

We thank you for the opportunity to provide our comment and recommendations.   

 

Sincerely,  

 

 

 

 

Gerald Moses 

Senior Director of Intergovernmental Affairs 

  


