
While there are many rea-
sons Americans often go
about their lives without

health insurance, a recent study places
the majority of the blame on compa-
nies that do not offer employer-based
health care coverage.

Couple the lack of employer-based
coverage with high proportions of
immigrants in metropolitan areas of
the United States and the results are
high levels of uninsured people,
according to the study, which was
conducted by the University of
California, Los Angeles Center for
Health Policy Research, with a grant
from The Commonwealth Fund.

The study was launched to examine
health insurance coverage and access
to health care among moderate- and
low-income, nonelderly residents.

“There are incentives for employers
to cut back on their coverage,” Cathy
Schoen, vice president of research and
evaluation at The Commonwealth
Fund, tells State Health Watch. “But it
is good labor policy to offer decent
wages and benefits. Those employees
have fewer sick days and more loyalty.”

The study looked at 85 metropoli-
tan areas and found that health cover-
age rates vary widely, with only 7% of

Massachusetts officials have
asked a federal judge to
delay his order that by mid-

October the state provide medical
assistance services to mentally
retarded individuals in group homes.

The services come under a waiver
that includes residential habilitation
services in group homes to beneficia-
ries who are already on a waiting list. 

The order, originally issued July 14
by Judge Douglas Woodlock, came in
a class action suit brought by parents
of five mentally retarded adults who
charged that those disabled adults
have been kept on a waiting list for
years, violating the Medicaid Act’s

requirement that assistance be fur-
nished “with reasonable promptness
to all eligible individuals.”

The order declared that individuals
are entitled to residential services in
group homes within 90 days “to the
extent that such settings exist.” The
judge said the record was unclear on
availability of the homes and gave
state officials an opportunity to show
why an alternative timetable would
be needed. 

Massachusetts Department of
Mental Retardation spokeswoman
Donna Rheaume told State Health
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Watch that a hearing on the state’s response was sched-
uled for the end of September. In its filing, the state said
that vacant beds are not available in group homes for
the adults certified by the judge as members of the class
who are to benefit from his decision. Because of the
lack of available beds, the department said, it “would
not be able to comply with an order to place persons on
the wait list into group homes within 90 days. . . .” 

The agency also said it is not possible to create new
state-funded places to live or to place individuals into
existing beds within 90 days. It said time delays to fill
current vacancies, develop new programs through a
request for proposal process, develop new programs
through contract amendment, or develop shared living
arrangements can continue for months. “If, under the
court’s order, it is the Commonwealth’s obligation to
provide the group home bed as well as the waiver ser-
vices within 90 days after an individual is placed on the
wait list . . . then it would be impossible for the
Commonwealth to comply with the order in view of
the actual amount of time required to develop a com-
munity residential bed.”

The department also recounted the months it took
to work with the families of two of the individuals who
sued the state to successfully place them in group
homes. It asked the court not to issue an order with a
specific time requirement for reducing the waiting list
for services, adding the agency has received additional
funding from the state and has developed a plan for
reducing the waiting list. It pointed out that all of the
individuals who would be members of the class
approved by the court already are receiving a combina-
tion of waiver plan services, even as they wait for com-
munity-based housing.
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“The parents and caregivers of this class,

many of whom are in their 60s and 70s,

have cared for their adult children in their

own homes for 30 or 40 years, saving the

commonwealth millions of dollars.”

Neil McKittrick
Attorney
Hill & Barlow
Boston
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The five disabled adults whose par-
ents brought the suit had been on the
waiting list for services for between
three and 10 years. Mr. Woodlock
said the suit turned on the question
of what is meant by “reasonable
promptness” in providing services
and whether it is “reasonable” for an
eligible recipient to be on a waiting
list for years.

At trial, state officials indicated they
have maintained a waiting list of indi-
viduals eligible for services for the
mentally retarded since at least 1988
and that it has been on a computerized
database since 1992. At the end of fis-
cal year 1998, there were 3,014 indi-
viduals on the list. “The individuals on
the list seek a variety of services,” Mr.
Woodlock wrote in his opinion, “but
the Department of Mental
Retardation reported in 1996 that
‘consistently over time, the vast major-
ity of individuals in need of services are
in need of a residential service.’” 

State officials argued that “residen-
tial services” can mean many different
kinds of services, including in-home
support for the families of mentally
retarded individuals, and said that
many people on the waiting list,
including those who brought the suit,
already receive some waiver services.
While the waiting list grew for several
years, they said, the number of people
on it decreased last year and it contin-
ued to shrink this year because of new
funding appropriations by the state
legislature and initiatives by the agency.

During the course of the proceed-
ings, the judge said in his opinion, the
state sought and obtained approval
from the Health Care Financing
Administration (HCFA) to change
the terms of the waiver, including the
definition for residential services. The
new definition said residential habili-
tation did not include supports or ser-
vices for which there was no funding
available. The judge said the new defi-
nition “provided . . . an escape hatch
from the . . . complaint . . . permitting

[the department] to pay for residential
services only if [a] state appropriation
were available for such services.”

Two months later, the state asked
HCFA to allow it to drop the fund-
ing requirement from the definition.

In ruling in favor of the plaintiffs,
Mr. Woodlock said that while the
urgency of their need for services
may vary somewhat, “case-by-case
analysis is not required to determine
a time frame that is reasonably
prompt. In all cases, waiting periods
of many years are outside of the zone
of reasonableness.”

Although he pointed out that sev-
eral courts have said that inadequate
funding does not excuse failure to
comply with a reasonable prompt-
ness requirement, the judge acknowl-
edged that his ruling cannot create
new settings if they don’t now exist,
but said his decision was intended “to
encourage vendors to be willing to
provide both the settings and the ser-
vices to meet the promise of the
Massachusetts waiver plan by assur-
ing reimbursement up to the waiver
cap.”

Neil McKittrick, an attorney with
Hill & Barlow in Boston, the lead
attorney for the disabled individuals
named in the case, says the decision
“is a victory for the thousands of
families who have dedicated their
lives to caring for their mentally
retarded children but who now
urgently need the state’s help. The
parents and caregivers of this class,
many of whom are in their 60s and
70s, have cared for their adult chil-
dren in their own homes for 30 or 40
years, saving the commonwealth mil-
lions of dollars. This decision forces
the commonwealth to live up to its
legal obligation to provide Medicaid
services to these people now, not
years from now.” 

Mr. McKittrick tells State Health
Watch the state’s decision to seek
additional time to implement Mr.
Woodlock’s ruling was not unex-
pected, and says he remains “very
optimistic” that the ruling would ulti-
mately stay in force. 

Contact Ms. Rheaume at (617)
624-7810 and Mr. McKittrick at
(617) 428-3422. ■

Finger imaging given a thumbs down

New York was among the first states to require electronic fingerprint-
ing of welfare recipients as a way to prevent fraud. But as Nina
Bernstein of The New York Times reported recently, there is little

solid evidence that finger imaging actually deters welfare fraud, particularly
when stringent work rules, shortened eligibility times, and other antifraud
measures are already pushing people off public assistance rolls at a brisk
pace.

In fact, a study conducted for the state three years ago found that finger
imaging made no difference in the approval or dropout rates of welfare
recipients. Yet despite that finding, state officials are still pushing this strat-
egy, and they are seeking approval for $9.9 million to extend a contract
with a finger imaging company an additional year, to 2002, according to
The Times.

“Finger imaging will merely intimidate some Medicaid applicants or
cause them to stay away because of privacy concerns. . . . This is no time to
erect a useless, expensive hurdle that may dissuade low-income people from
getting the care they need,” The Times stated.  ■
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Anew study on public benefits
— and the stigma that
sometimes accompanies

them —reveals that traditionally
held notions of welfare stigma are
not a barrier to Medicaid enroll-
ment. The problem, the study says,
is the way beneficiaries are treated
when they participate.

The study by the Center for
Health Services Research and Policy
at George Washington University in
Washington, DC, involved in-person
interviews with 1,400 low-income
families who receive health care at
community health centers. The
researchers say their study design and
findings are unique in that they:

1. measured distinct dimensions of
stigma associated with use of public
benefits;

2. were able to identify the ways in
which stigma, as well as other prob-
lems, actually affect families’ decisions
about enrolling in cash assistance and
Medicaid programs.

“While people may complain
about the stigma of being on a gov-
ernment program, it doesn’t influence
their decision whether to enroll,” lead
researcher Jennifer Stuber tells State
Health Watch.

Removing the stigma
She says state officials have been so

concerned about possible traditional
stigma (people feeling negatively
about themselves when they partici-
pate in Medicaid), that they have
insisted upon separate state Children’s
Health Insurance programs (SCHIP)
rather than combining them with
Medicaid or following a screen-and-
enroll procedure. 

The study findings are important:
For this health center patient study
sample, it was estimated that 27% of

uninsured adult patients and 70% of
uninsured child patients were eligible
but not enrolled, suggesting that at
least 1.4 million health center patients
were eligible for Medicaid but not
enrolled in 1998.

The researchers also say their find-
ings distinguish between perceived
problems and problems that actually
affect decisions about enrolling in
Medicaid. Such a difference is impor-
tant, they explain, because the prob-
lems reported by respondents with
the greatest frequency were not neces-
sarily the actual barriers, and policies
designed to improve enrollment in
Medicaid must address actual barriers
to enrollment and not perceptions of
problems.

The problems significantly likely
to affect decisions about enrolling in
Medicaid included: 

• being made to answer unfair per-
sonal questions; 

• a long and complicated applica-
tion form; 

• confusion about eligibility; 
• the misperception that one must

be a welfare recipient to receive
Medicaid services; 

• unequal treatment of Medicaid
patients by many physicians. 

Hispanic respondents were more
than three times as likely to be eligible
but not enrolled compared to white
respondents, and were significantly
more likely to report enrollment bar-
riers concerning immigration fears,
lack of translators, and not knowing
how to apply.

Respondents were significantly
more likely to report treatment
stigma when applying for benefits at
the welfare office than at alternate
sites, according to the study. 

“These findings strongly support
an increased emphasis on outstationed

and alternative enrollment sites.
Moreover, the Medicaid take-up rate
for this health center patient study
sample appeared to be much higher
than comparable take-up rates for the
general population. This suggests that
states should consider the active
involvement of safety net providers in
their efforts to remove barriers 
to Medicaid enrollment,” the study
states.

The study authors say their find-
ings “provide compelling evidence
that the traditionally held notion of
‘welfare stigma’ plays no significant
role in explaining why individuals
are Medicaid eligible but not
enrolled because they have decided
not to participate. The types of
stigma that do have a significant,
measurable impact on the likelihood
of Medicaid enrollment are related
to how people are or expect they will
be treated during the application
process and how they believe they
will be treated by providers once
they are enrolled.”

No generalizations, please
While the study results cannot be

generalized to patients who do not
access services through health centers,
the authors say it is unlikely that the
barriers identified in the findings
would be less important to potential
enrollees who are not health center
patients. They make a number of rec-
ommendations that, they say, all fall
within the discretion given states by
the law:

• Place increased emphasis on out-
stationed enrollment at health cen-
ters, community clinics, hospitals,
and other alternate locations such as
schools and child-care centers.

• To the maximum extent possible,
minimize welfare office encounters as

Negative treatment of Medicaid recipients is 
barrier to enrollment, according to new study



part of the Medicaid application
process.

• Eliminate all unnecessary ques-
tions such as how enrollees handle
money, alcohol and drug use, their
sex lives, and the father of their chil-
dren (for applicants who are women).

• Shorten the application form.
• Add hours and locations for

enrollment.
• Take additional steps to reduce

Medicaid confusion.
• Pay special attention to minority

families, particularly Hispanics.
“It’s important to change the face

of the enrollment process,” Ms.
Stuber says. “We should be trying to
create a perception of Medicaid as a
middle-class program.” 

Meanwhile, a Princeton, NJ-based
Robert Wood Johnson Foundation
public opinion survey of families with
children who qualify for SCHIP and
Medicaid programs found that 59%
of parents with uninsured children
who qualify for SCHIP or Medicaid
don’t believe that the programs apply
to them. That misunderstanding is
more prevalent among eligible house-
holds in which both parents are work-
ing (71% do not believe they would
be eligible) and among those making
$25,000 a year or more (69% do not
believe they are eligible).

The researchers say there is a signif-
icant need to raise awareness of
Medicaid and SCHIP eligibility crite-
ria among low-income, working fam-
ilies. The survey revealed a significant
opportunity to get millions of unen-
rolled children health care coverage
because 82% of parents whose chil-
dren are eligible but unenrolled said
they would be either extremely likely
or very likely to sign up their chil-
dren, while 78% of parents whose
children are eligible for SCHIP say
they also would enroll. 

Contact Ms. Stuber at (202) 416-
0055. ■
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the population uninsured in Akron,
OH, and Harrisburg, PA, and rising
to a high of 37% in El Paso, TX. The
variation among areas with employer-
based coverage is also high. In
Milwaukee, 84% of employers offer
coverage, while in El Paso, it was only
49%.

“High uninsured rates in urban
areas correspond directly to low rates
of employment-based health insur-
ance,” asserts E. Richard Brown, direc-
tor of the center at UCLA School of
Public Health, and the report’s lead
writer. “No matter where they live,

people with moderate and low
incomes are much less likely than
more-affluent people to have job-based
coverage. The disparity is greater, how-
ever, among the less advantaged living
in low-coverage areas, particularly
Latinos and noncitizens.”

The state’s role in softening the
burden of those without health insur-
ance is crucial to the mix, according
to Mr. Brown. “Given similar eco-
nomic conditions, a particular com-
munity is likely to have a lower
uninsured rate if the state has more
generous eligibility requirements for

Uninsured
Continued from page 1

Highest uninsured rates:
1. El Paso, TX 37%
2. Jersey City, NJ 36%
3. Los Angeles 31%
4. Houston 30%
5. West Palm Beach, FL 29%
6. Miami 27%

New York City 27%
7. Fort Lauderdale, FL 26%

Phoenix-Mesa, AZ 26%

Highest rates of job-based coverage:
1. Milwaukee 84%
2. Harrisburg, PA 83%
3. Cincinnati 82%
4. Akron, OH 81%
5. Ann Arbor, MI 80%
6. Albany, NY 78%

Greenville, SC 78%
Minneapolis 78%

7. Charlotte, NC 77%
Indianapolis 77%
Middlesex, NJ 77%
Omaha, NE 77%

Lowest uninsured rates:
1. Akron, OH 7%

Harrisburg, PA 7%
2. Honolulu 8%

Milwaukee 8%
3. Ann Arbor, MI 9%
4. Minneapolis 10%

Omaha, NE 10%
5. Allentown, PA 11%

Norfolk, VA 11%
Pittsburgh 11%
Youngstown, OH 11%

Lowest rates of job-based coverage:
1. El Paso, TX 49%
2. Los Angeles 50%

New York City 50%
3. Bakersfield, CA 51%

Jersey City, NJ 51%
Miami 51%

4. Tucson, AZ 55%
5. Fresno, CA 56%
6. Riverside-

San Bernardino, CA 57%
Tampa, FL 57%

Source: UCLA Center for Health Policy
Research. Current Population Survey. Los
Angeles; 1998.

Uninsured and Job-based Coverage Rates
The urban areas with the highest and lowest uninsured rates and rates of
job-based coverage among all income levels, ages 0 to 64
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Medicaid and other public health
insurance programs.”

Ms. Schoen agrees, adding that
cities and counties have a limited abil-
ity to cover the uninsured and that
most urban areas cannot afford to
help out like the state does. Those
metropolitan areas with the highest
rates are also less likely to take advan-
tage of all the available options under
Medicaid and CHIP, she says.

Helping stem the erosion of
employer-based coverage among the
populations that were studied, adds
Ms. Schoen, are households that now
have two workers. “Everyone in the
household working full time has
helped stem what would have been a
drop in employer-based coverage,”
she says, adding that rising health
insurance premiums have also been a
burden on people’s decision to add
insurance coverage for their families.

The study also found:
• Among residents with incomes

below 250% of the poverty level (less
than $32,000 for a family of three),
uninsured rates vary from 11% in
Honolulu to 50% in El Paso. 

• The uninsured are much less
likely to have a regular source of
health care or to have seen a physician
in the last year. They also are much
more likely to delay seeking care.

• Residents of cities with high unin-
sured rates generally have a harder time
getting the health care they need than
those living in cities with relatively low
uninsured rates. The negative impact
of high uninsured rates affects individ-
uals with moderate incomes well above
the poverty level.

According to the study, the average
uninsured rate for the 85 metropoli-
tan areas is 19%. Twelve of the 85
areas had higher than average rates,
including New York City at 27%, Los
Angeles at 31%, and Houston with
30%. An almost equal number had
uninsured rates that the study labeled
as “substantial,” including Milwaukee
at 8%, Minneapolis at 10%, and
Norfolk, VA, at 11%.  ■

Increased access to primary care
services for children through
Carolina Access, North Carolina’s

Medicaid managed care plan, has
been associated with a reduction in
visits to the emergency department
(ED) in research reported in the
August 2000 Archives of Pediatrics
and Adolescent Medicine.1

Specific services that may be
responsible for the drop in ED visits
include expanded availability of pri-
mary care physicians and use of a
telephone triage system. The
researchers say no similar decrease in
ED use was seen among the non-
Medicaid-insured group.

Carolina Access was phased in
across the state in the 1990s.
Medicaid recipients are assigned to a
primary care physician (PCP) who
agrees to provide necessary preventive
care and access (at least by telephone)
24 hours a day, seven days a week.
PCPs are paid a monthly fee for each
Carolina Access patient on their rolls
in addition to a fee for each service
provided. 

To evaluate the impact of Carolina
Access on pediatric ED use,
researchers from the University of
North Carolina Department of
Pediatrics, Greensboro Area Health
Education Center, and Greensboro’s
Moses Cone Health System con-
ducted a population-based study in
the greater Greensboro area involving
the EDs at Moses Cone and Wesley
Long hospitals. 

Most of the area’s primary care ser-
vices for children are provided by
Guilford Child Health, a private cor-
poration formerly a part of the
county health department. 

One smaller clinic and one pedi-
atric practice also see children

enrolled in the Medicaid program,
and most private practices have a few
Medicaid enrollees. 

In 1995, before implementation
of Carolina Access, average ED use
by children enrolled in the
Medicaid program was 33.5 (+/-
5.3) visits per month per 1,000
children. 

That rate decreased 24% after
full implementation of Carolina
Access to 25.6 (+/- 2.3) visits per
month per 1,000 children, and
remained consistently lower
throughout the study period of Jan.
1, 1995, to Dec. 31, 1997.

In contrast to the results found
with Medicaid enrollees, monthly vis-
its for non-Medicaid-insured children
before and after implementation of
Carolina Access increased 8% from
12.2 (+/- 1.1) visits per month per
1,000 children to 13.3 (+/- 1.4) visits
per month per 1,000 children. 

The researchers say the decrease in
nonurgent use of the ED was even
more striking, dropping 37% for the
Medicaid-enrolled children. 

“The decrease in total ED use by
children enrolled in the Medicaid
program is almost entirely attributable

North Carolina program reduces
rates of children’s use of EDs
Phone triage, increased availability of primary care doctors possible factors

“The decrease in total ED

use by children enrolled in

the Medicaid program is

almost entirely attributable

to the change in nonurgent

visits, as urgent use

declined only slightly during

the study period.”1
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to the change in nonurgent visits, as
urgent use declined only slightly dur-
ing the study period,” the researchers
say. 

While those who conducted the
study have hypotheses about the rea-
sons for the decline, they say that
because of the nature of the study
design and the fact that they did not
directly measure any intermediate
outcomes, any conclusions must be
drawn with caution. 

In theory . . .
They theorize, however, that it was

implementation of two specific pri-
mary care services — expansion and
identification of PCPs for children
enrolled in the Medicaid program
and access to 24-hour-a-day primary
care availability — that brought
Medicaid enrollee use of the ED
much closer to that of non-Medicaid-
enrolled children. 

The researchers base their tenta-
tive conclusions on anecdotal infor-
mation about implementation of
Carolina Access. 

Beginning in late 1995, two large
pediatric practices each increased
their Medicaid enrollment by 500
and a smaller, nonprofit clinic
expanded to include 300 more
Medicaid recipients. Most of the
newly enrolled Medicaid recipients
previously had no medical provider.

Doctors on call
It also was seen that the newly

enrolled Medicaid patients made use
of call-a-nurse or on-call physician
services through their PCPs for 24-
hour access. 

In addition, Guilford Child
Health, the largest care provider
(more than 20,000 visits a year) for
children enrolled in the Medicaid
program, implemented a full tele-
phone triage program when Carolina
Access began.

Data from the telephone triage sys-
tem show that it received more than

350 calls from concerned parents per
month. Of the calls received, more
than 70% of the callers received
home care advice and did not require
a referral to the ED. 

“Direct data on the number of ED
visits averted by this system are not
available, but anecdotal reports from
families and physicians lead us to
believe that it is a substantial num-
ber,” researchers write.

Possible other explanations for the
drop in ED visits were examined.
Those reasons include:

• Families used a different hospi-
tal’s ED.

• There was a dramatic increase in

the number of children enrolled in
Medicaid.

• Carolina Access was imple-
mented in the midst of an existing
downward trend of ED use over
which it exerted no influence.

However, those reasons were not
found to be valid.

Reference

1. Piehl MD, Clemens CJ, Joines JD.
Narrowing the gap: Decreasing emer-
gency department use by children
enrolled in the Medicaid program by
improving access to primary care. Arch
Pediatr Adolesc Med 2000; 154:791-795.  ■

The latest survey data from
the Kaiser Commission on
Medicaid and the Un-

insured indicates that Children’s
Health Insurance Program (CHIP)
enrollment more than doubled 
in the one-year period from
December 1998 to December
1999. 

Based on data reported by the
states, the number of children
enrolled in CHIPs increased from
833,303 to 1.7 million, an annual
increase of 112%. Kaiser officials
say the increase in enrollment
numbers was roughly the same for
both the first and last six months of
the period. 

Slower growth in some states
The aggregate increases mask

great variations in state statistics,
the officials say, with enrollment
doubling in 20 states during the
study period and growth moderat-
ing in several states, particularly
those that had implemented their
programs relatively early. 

One state, Texas, reported an

18% decrease in CHIP enrollment
in the study period.

Substantial rates of increase
occurred in all types of CHIPs as
many states began to implement
CHIP during 1999. Enrollment
increases in separate programs were
greater than in Medicaid expansion
programs, both in the number of
children enrolled and in the per-
centage increase. 

Total Medicaid expansion pro-
gram enrollment increased by
88%, while total separate program
enrollment increased by 128%
over the year ending December
1999. Just over two-thirds of the
growth in total CHIP enrollment
was in separate programs over this
period.

Kaiser officials say the greatest
rate of growth was in the 12
states that had both types of pro-
grams operating at the same time.
In those states, overall CHIP
enrollment went up by 162% in
the study year, with separate pro-
gram enrollment going up by
258%.  ■

CHIP enrollment doubles
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The Institute of Medicine
(IOM) report on medical
errors that created a Maelstrom

in the health care industry is under
fire itself, criticized by researchers who
say the report’s conclusions are greatly
overstated and not accurate enough 
to influence health care policy fairly.

The harsh criticism comes from
Clement McDonald, MD, and other
researchers working at the Regenstrief
Institute in Indianapolis. The insti-
tute is part of the Indiana University
Center for Aging Research 
at the Indiana University School of
Medicine. In a recent article in The
Journal of the American Medical
Association, McDonald writes that the
report from the IOM is “hot and
shrill.”1

The IOM report centers on death
and disability in U.S. hospitals, with
the IOM calling preventable adverse
events a leading cause of death. The
IOM report also says at least 44,000,
and perhaps as many as 98,000,
Americans die in hospitals each year
as a result of medical errors.2

The IOM report also juxtaposes
the death rate from motor vehicle col-
lisions with the death rate from
adverse events, suggesting that elimi-
nating preventable adverse events also
will eliminate the deaths. 

“Unlike most people who step into
motor vehicles, most patients admit-
ted to hospitals have high disease bur-
dens and high death risks even before
they enter the hospital,” Mr.
McDonald writes. 

“Although some hospital deaths are
preventable, most will occur no mat-
ter how many ‘accidents’ we avoid. Of
course, medical errors are never excus-
able, but the baseline death risk has to
be known and factored out before

drawing conclusions about the real
effect of adverse reactions on death
rates, preventable or otherwise,” he
points out.

Mr. McDonald also writes that the
IOM report draws inaccurate conclu-
sions from the data reported in the
Harvard Medical Practice Study
(MPS), a groundbreaking study
about adverse events, preventable and
otherwise.3

The study’s data were misused in
the IOM report to suggest that
adverse events have a direct correla-
tion with patient death rates, he
writes.

“The Harvard study includes no
information about the baseline risk of
death in these patients or information
about deaths in any comparison

group,” Mr. McDonald writes. 
“Therefore, it cannot be deter-

mined whether adverse events are
correlated with, let alone whether
they cause, death. Indeed, an asser-
tion that adverse events caused death
in 13.6% of the patients who experi-
enced adverse events is tantamount
to the assertion that there would be
no deaths in a group with similar
baseline risks who avoided all
adverse events. Clinical experience
tells us that this is not true,” he
states.

Mr. McDonald’s article says the
IOM report cited a number of
other studies to support the argu-
ment that medical errors are a
major cause of death. Most of those
studies also depended on physician
chart review, qualified their claims
with words like “possible cause,”
and lacked any kind of control 
or comparison group, he writes. 

The IOM did not emphasize
those limitations. The IOM also
cited a study that claimed 7,000
deaths were due to medication
errors in 1993, but Mr. McDonald
writes that this study miscounted
deaths due to drug abuse 
as due to medication errors.

His article says the Harvard study
acknowledged that eliminating the
adverse event would have little effect
on the life expectancy of many termi-
nally ill patients, but the IOM report
took the opposite approach by
implying a causal effect for each
adverse event followed by the
patient’s death. 

He writes further, “Given these facts,
using available data and some reason-
able assumptions, we believe that 
the increment in the published death
rate due to adverse events above the

IOM report on medical errors challenged 
as exaggerated, inaccurate, and overstated
Center re-examines the data and comes to a new conclusion
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some hospital deaths are

preventable, most will 

occur no matter how many

‘accidents’ we avoid.”1

Clement McDonald, MD
Researcher
Regenstrief Institute
Indiana University 
School of Medicine
Indianapolis



baseline death rate could be very small.
We also assert that the available data do
not support IOM’s claim of large num-
bers of deaths caused by adverse events
[preventable or otherwise].

“Clearly, more study with careful
attention to risk levels is needed to
determine the true impact of adverse
events on death rates among hospital-
ized patients. Until those results are
available, the design of regulatory
solutions is premature.”

One risk manager following the
controversy tells State Health Watch
that Mr. McDonald’s criticism hits
the mark. Edward E. Bartlett, PhD,
ARM, is a risk management consul-
tant in Rockville, MD, who has writ-
ten extensively on the subject of
medical errors. 

He says Mr. McDonald and his
colleagues are right when they say the
IOM report draws conclusions that
are not justified by the research cited
in the report. “The methodology 
in the IOM report was faulty,” he
says. “They did not take into account
the fact that many of these patients
would have died anyway, so we 
don’t know to what extent the
adverse event increased the risk 
of death. We just don’t know the
baseline.”

Mr. Bartlett says the IOM made a
mistake by focusing on medical errors
rather than adverse events. 

It is well-known that not all
adverse events are caused by medical
errors, and Mr. Bartlett estimates that
only half are. If the IOM report had
focused on adverse events overall and
addressed how they might be
reduced, it might have been more
useful in influencing health care poli-
cies and procedures, he says. 

“The whole notion of medical
error has a great deal of sex appeal to
it, and it’s a great way to get newspa-
per coverage and to get congressional
committees to perk up,” he says. “But
anyone who works in the field knows
that ‘medical error’ is a very slippery
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concept. Best minds can disagree on
what constitutes a medical error.”

Lucian Leape, MD, a researcher at
Harvard School of Public Health in
Boston and a lead author of the IOM
report, refutes most of Mr.
McDonald’s assertions but agrees that
the MPS research had flaws not cited
in the IOM report. Mr. Leape wrote
a rebuttal to the McDonald criticism
in the same issue of JAMA.4 He says
the study’s most serious limitation is
that it was a retrospective medical
record review study.

Mr. Leape writes, “Many impor-
tant events in patient care are 
not recorded in the medical record.
Some errors are not even known to
clinicians caring for the patient.”

“Studies of autopsy, for example,
have found potentially fatal misdiag-
noses in 20% to 40% of cases. On
balance, the reliance on information
extracted from medical records most
likely led to a substantial underesti-
mate of the prevalence of injury.”5-7

Another important weakness was
that the MPS relied on implicit judg-
ments by physicians, Mr. Leape says. 

“A serious weakness of any retro-
spective review is hindsight bias, the
tendency to impute causation to an
action when the [bad] outcome 
is known,” Mr. Leape explains.
“Hindsight bias would tend to overes-
timate the number of deaths due 
to adverse events.” 

But Mr. Leape takes issue with Mr.
McDonald’s assertions that the
research included a large number 
of patients who would have died
about the same time anyway, regard-
less of the adverse events. 

Most severely ill patients or those
with complicated conditions were
screened out of the study, he says. 

“For example, all patients who had
major surgery, acute myocardial
infarction, pneumonia, or stroke who
had an uncomplicated course [and
therefore did not meet screening cri-
teria] were excluded, as were patients
who were admitted for planned ter-
minal care, had a do-not-resuscitate
order, or were extremely ill,” he says.
“Even many intensive care unit
patients did not meet any of the
screening criteria.”

Mr. Leape tells State Health Watch
that the IOM researchers worked hard
to find the most useful data on medical
errors. Mr. Leape says the IOM report
did not exaggerate the extent of med-
ical injury and death for three reasons:

1. First, he says it is unlikely the
reviewers found adverse events that
did not exist, but it is very likely that
they missed some that did occur.
Many errors and adverse events are
not charted or even recognized as
such, he notes. 

2. Second, the large studies exam-
ined only injuries occurring inside the
hospital, but more than half of surgi-
cal procedures take place outside of a
hospital setting. 

“The whole notion of 

medical error has great 

sex appeal to it, and it’s a

great way to get newspaper

coverage and to get 

congressional committees

to perk up. But everyone

who works in the field

knows that ‘medical error’
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Best minds can disagree on

what constitutes a medical
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Edward E. Bartlett, PhD, ARM
Risk Management Consultant
Rockville, MD
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THE EXPANDING
SCOPE OF EMTALA: 
Why every hospital department must 

learn the rules and comply
A PRIORITY TELECONFERENCE YOU

CAN’T AFFORD TO MISS!
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Presented by EMTALA experts 

Charlotte Yeh, MD, FACEP 
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Grena Porto, RN, ARM, DFASHRM
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EMTALA is no longer just a concern for 
emergency departments. Hidden in recent
court rulings and the APC regulations is a 
dramatic expansion of the "patient dumping"
law. If you are in same day surgery, critical care
or even the med-surg unit, you could be cited
for an EMTALA violation. And it doesn't stop
there:The requirements for EDs are more strin-
gent than ever. Register for this crucial telecon-
ference to learn how your department could be
affected, and what you need to do to prevent
costly penalties and possible expulsion from
the Medicare program.

Educate your entire staff for one low cost!*
Your facility fee includes either 1 AMA Category
1 Credit or 1 Nursing Contact Hour for every
physician and nurse who attends and completes
a teleconference survey.

Call (800) 688-2421 to register.
*Fees are charged per call, and no additional fee is charged 

if multiple people are listening to the same line. 

Brought to you by the publisher of:

EDUCATE
YOUR ENTIRE

STAFF FOR ONE
LOW COST!*

3. Third, Mr. Leape says that when prospective
detailed studies are performed, error and injury rates
are almost invariably much higher than indicated by
the large record-review studies.

Bartlett praises the McDonald article for finding
faults in the data that make up the IOM report’s
foundation. If the IOM report is read by itself, with-
out checking the source data or considering Mr.
McDonald’s points, the report creates an unnecessar-
ily poor impression of the health care industry, he
says. 

“You have to be rigorous in looking at these stud-
ies,” he says. “It is clear that the IOM report, in some
areas, was not rigorous in its review of these studies.
I’m not trying to totally slam the IOM report, but it
cannot be read and accepted at face value.”

Keep politics out
Mr. Bartlett says he also is concerned that the 

IOM report may force political progress at the
expense of the medical community. He calls the report
“an astute political document” that can 
be misused.

“I would have preferred that the IOM report focus
on adverse events and not imply that the medical
field has been complacent or apathetic in dealing with
it. I don’t think that’s a fair impression,” he says. “It
has been good in raising public awareness of adverse
events. I just hope it doesn’t turn the issue into 
a political football.”
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New Mexico officials
announced they plan to
require managed care organi-

zations to deliver behavioral health
care in the Salud! Medicaid managed
care program by contracting directly
with individual providers and
provider groups.

The change, if implemented,
would take effect July 1, 2001, with
the next contract cycle. The Salud!
program came under fire earlier this
year from mental health advocates
who charged it had cumbersome
administrative procedures that had a
negative impact on patient care. (See
State Heath Watch, June 2000, p. 1.)
State officials angrily denied the
charges and claimed that the group
leading the protests — Washington,
DC-based Bazelon Center for
Mental Health Law — did not
understand the situation in New
Mexico and had a hidden political
agenda.

In a written document on contract

considerations for 2001, New
Mexico officials said that in the pro-
posed new model, all administrative
layers between a managed care orga-
nization (MCO) and providers
would be eliminated.

“Quality oversight, utilization
management, grievance/appeals, cre-
dentialing, data collection, and claims
payment would be retained within
the MCO,” they wrote. 

“This would permit a reduction in
the administrative burden, result in
consistent application of policy and
clinical care criteria within an MCO,
bring care coordination functions
closer to the clinical and consumer
point of service delivery, facilitate
timely payment of claims, and free up
more funds for direct services,” the
officials added.

Direct contracting would also per-
mit increased accountability to the state
Human Services Department on all
matters related to the delivery of behav-
ioral health care, the officials stated.

As the state officials talked with
various interest groups about the new
contract, they heard recommenda-
tions for a separate behavioral health
organization. 

They said some medical providers
expressed concern that research shows
that a separate organization would
result in a lack of coordination
between physical health and behav-
ioral health. 

The officials also said a restruc-
tured integrated physical and
behavioral health model would
offer the most advantages for clients
in terms of coordination and conti-
nuity of care. In addition, the offi-
cials say, creating a single statewide
behavioral health model would
require the state to obtain a new
waiver from the Health Care
Financing Administration and then
issue and award a new request for
proposal, a lengthy process that
could be disruptive to members and
providers.  ■

Liberal phrasemaking, conservative hijacking
NEW YORK CITY—New York Times writer Bob Herbert made the following comments in his “In America” col-

umn recntly: “George W. Bush and the Republicans have spent much of the presidential campaign promising to look
out for the nation’s children. They have gone so far as to hijack the phrase ‘leave no child behind’ from the very liberal
Children’s Defense Fund.

“Trust me, it was odd watching Dick Cheney, who as a congressman voted against funding for Head Start, against
subsidizing school lunches for poor children, and against federal aid for college students, delivering the following lines to
the very conservative delegates at the Republican convention in Philadelphia:

‘When George W. Bush is president and I am vice president, tests will be taken, results will be measured, schools will
answer to parents, and no child will be left behind.’

“It is understandable that some voters might be skeptical. For years, the GOP has fended off new programs designed
to help children, while fighting hard to slash support for those that already exist. It was Ronald Reagan’s administration,
during a celebrated assault on school lunches, that tried to have ketchup declared a vegetable.

“Now, with George W. Bush campaigning as a champion for children, we learn that the state of Texas has not both-
ered to comply with a 1996 consent decree requiring it to provide appropriate health care service to more than 1.5 mil-
lion children who are eligible for Medicaid. 

“The Children’s Defense Fund has been a terrific group for many years. Mr. Bush and Mr. Cheney and the
Republicans have stolen its motto. Now might be a good time to borrow its commitment.”

—The New York Times, Aug. 31

Clip files / Local news from the states
This column features selected short items about state health care policy.

Eliminating administrative burdens is goal of changes to Salud! 
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Bazelon takes another poke at Salud!
WASHINGTON, DC—For the third time in the renewal process of

Medicaid managed care in New Mexico, the federal Health Care Financing
Administration (HCFA) is gathering first-hand information about reported
deficiencies in mental health services provided by Salud!, the state’s Medicaid
managed care plan. 

From Sept. 5-7, HCFA teams met in Santa Fe, Albuquerque and Las
Cruces with state legislators and mental health providers and consumers who
have complained about lack of access to needed services. 

On Sept. 5, in Washington, DC, the Bazelon Center for Mental Health
Law issued its fourth analysis of data showing that few Salud! enrollees with
mental illnesses are receiving any mental health services at all. 

In particular, the legal center found, adults and children with the most seri-
ous disorders are not receiving the types of intensive community services they
need. The Bazelon Center reviewed data on the use of services by all Salud!
enrollees in October-December 1999, collected by the New Mexico Medical
Assistance Division. 

HCFA requires a state to collect such “encounter data” for all Medicaid
managed care consumers when it waives Medicaid rules for the state to provide
services through managed care. The division is operating Salud! under such a
waiver, contracting with three managed care health plans: Cimarron, Lovelace,
and Presbyterian.

—Bazelon Center for Mental Health Law news release, Sept. 5

Siphoning money from Medicaid
NEW YORK CITY—New York and 16 other states are manipulating

Medicaid reimbursement laws to pull billions more dollars out of Washington
than Congress intends. Some states use the largesse to treat the poor. Others
use the windfall to pay ordinary bills. Either way the practice should be cur-
tailed before it undermines political support for the always-embattled
Medicaid program. 

—The New York Times, editorial, Sept. 11

On-line access / Index

Back issues of State Health Watch
may be searched on-line for a fee 
at www.newslettersonline.com/
ahc/shw. Issues may be searched by
keyword and date of publication.

CCoonnssuullttiinngg  EEddiittoorr
GGaarryy  JJ..  CCllaarrkkee, JD, MA

Attorney
Sternstein, Rainer & Clarke

Tallahassee, FL

PPaattrriicciiaa  BBuuttlleerr, JD
Health Policy Consultant

Boulder, CO

AA..  MMiicchhaaeell  CCoolllliinnss, PhD
Director of Consulting Services

Government Operations Group
The MEDSTAT Group

Baltimore

RRoobbeerrtt  EE..  HHuurrlleeyy, PhD
Associate Professor

Department of Health
Administration

Medical College of Virginia
Virginia Commonwealth University

Richmond, VA

CCaarroollyynn  EEmmaannuueell--MMccCCllaaiinn
MPH, CHE

President and CEO
Family Health Centers Inc.

Orangeburg, SC

VVeerrnnoonn  KK..  SSmmiitthh, PhD
Principal

Health Management Associates
Lansing, MI

EEDDIITTOORRIIAALL AADDVVIISSOORRYY BBOOAARRDD

SSttaattee  HHeeaalltthh  WWaattcchh (ISSN 1074-4754) is
published monthly by American Health
Consultants®, 3525 Piedmont Road, Building
Six, Suite 400, Atlanta, GA 30305. Telephone:
(404) 262-7436. Periodical postage paid at
Atlanta, GA 30304. POSTMASTER: Send
address changes to SSttaattee  HHeeaalltthh  WWaattcchh, P.O.
Box 740059, Atlanta, GA 30374.

SSuubbssccrriibbeerr  IInnffoorrmmaattiioonn
CCuussttoommeerr  SSeerrvviiccee::  ((880000))  668888--22442211  oorr  ffaaxx
((880000))  228844--33229911..  HHoouurrss  ooff  ooppeerraattiioonn::  88::0000
aa..mm..  --  66::0000  pp..mm..  MMoonnddaayy--TThhuurrssddaayy;;  88::3300
aa..mm..  --  44::3300  pp..mm..  FFrriiddaayy  EESSTT..  EE--mmaaiill::  
ccuussttoommeerrsseerrvviiccee@@aahhccppuubb..ccoomm..  WWoorrlldd  WWiiddee
WWeebb::  wwwwww..aahhccppuubb..ccoomm..

SSuubbssccrriippttiioonn  rraatteess::  $297 per year. Two to
nine additional copies, $238 per year; 10 to
20 copies, $178 per year; for more than 20,
call (800) 688-2421. Back issues, when avail-
able, are $50 each. GGoovveerrnnmmeenntt  ssuubbssccrriippttiioonn
rraatteess::  $277 per year. Two to nine additional
copies, $202 per year; 10 to 20 copies, $178
per year; for more than 20, call (800) 688-
2421. 

PPhhoottooccooppyyiinngg::  No part of this newsletter
may be reproduced in any form or incorpo-
rated into any information retrieval system
without the written permission of the copy-
right owner. For reprint permission, contact
American Health Consultants® . Telephone:
(800) 688-2421.

Opinions expressed are not necessarily
those of this publication. Mention of prod-
ucts or services does not constitute endorse-
ment. Clinical, legal, tax and other comments
are offered for general guidance only; pro-
fessional counsel should be sought for spe-
cific situations.

Vice President/Group Publisher: 
BBrreennddaa  MMoooonneeyy, (404) 262-5403,
brenda.mooney@ahcpub.com. 

Editorial Group Head: CCoolleess  MMccKKaaggeenn,
(404) 262-5420, coles.mckagen@
ahcpub.com. 

Managing Editor: LLeeee  LLaannddeennbbeerrggeerr,
(404) 262-5483, lee.landenberger@
ahcpub.com.

Production Editor: AAnnnn  DDuunnccaann.

Copyright ©2000 American Health
Consultants®. All rights reserved.


