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Nonpayment for preventable conditions 
expected to drive QI in Medicaid

Nonpayment policies for pre-
ventable adverse events are 
valuable to motivate qual-

ity improvement efforts, and pay-
ment should not be expected for a 
bad outcome that is unnecessary 
or avoidable. These are two things 
about which most providers, payers, 
and the public can agree.

“Medicaid programs are looking 
for effi ciencies, so it does present an 
opportunity. At the same time, non-
payment policies are crude instru-
ments that are still in their infancy. 
The logistics of implementing these 
policies are complicated,” says Jill 
Rosenthal, program director of the 
National Academy for State Health 

Policy (NASHP) in Portland, ME.
First, payers must determine which 

events or conditions to select for non-
payment and how to defi ne those 
events or conditions. Other issues 
include how to handle an event or 
condition that occurs during a care 
transition or in an ambulatory or long-
term care setting, how and whether to 
differentiate between events that are 
“always” or “usually” preventable, how 
to handle under- or nonreporting of 
events, and the possibility that such 
policies could increase nonreporting.

There also is the complex issue of 
how to pay for treatment or reme-
diation of damage caused by errors, 

Unique nonpayment approach could save 
Maryland Medicaid $89 million annually 

See Medicaid QI on page 2

Instead of denying payment out-
right for preventable conditions 
as other states do, Maryland 

is taking a unique 
approach by instead 
adjusting payments. 
The goal is to reduce 
the statewide aver-
ages of these condi-
tions, with the bar 
raised from year to 
year, and signifi cant cost savings are 
expected.

“It seems that most states, and 
CMS [the Centers for Medicare & 
Medicaid Services], are just elimi-
nating payment on a case-by-case 
basis for the presence of certain 

secondary diagnoses,” says Robert 
Murray, executive director of the 
Maryland Health Services Cost 
Review Commission. “Our philoso-
phy is a bit different. We think that 
the nonpayment approach is very 
limiting.”

Mr. Murray notes that Maryland’s 
payment system is unique. “The 
agency sets payment rates for hospi-
tal services that apply to all payers, 
including Medicaid,” he explains. 
“So, the Medicaid program is just 
wrapped into whatever we do here, 
and what we do affects not just 
Medicaid but Medicare and private 
patients as well.”
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and potential cost shifting to pay for 
this care. “More generally, there is a 
need to keep the focus on improving 
the care delivery system rather than 
assigning blame to providers,” says 
Ms. Rosenthal. 

Since nonpayment by defi nition 
affects fi nances, policy-makers may 
focus on capturing and reallocating 
dollars. “As a result, nonpayment 
policies are erroneously perceived 
as cost-containment strategies, as 
opposed to quality or health system 
performance improvement strate-
gies,” says Ms. Rosenthal. 

According to a December 2009 
NASHP report, “Nonpayment for 
Preventable Events and Conditions: 
Aligning State and Federal Policies To 
Drive Health System Improvement,” 
agencies in 12 states no longer pay 
for the increased cost of the hospi-
talization for care that results when 
the patient is harmed. These are 
Colorado, Kansas, Maine, Maryland, 
Massachusetts, Minnesota, Missouri, 
New Jersey, New York, Oregon, 
Pennsylvania, and Washington.

“Among these 12 states with non-
payment policies, all but Oregon 
have established them within their 
Medicaid program,” says Ms. 
Rosenthal, the report’s author. “All 
of the states have implemented 
their policies in unique ways to 
address unique circumstances.” 

 Notably, all of the nonpayment pol-
icies have been enacted in the past two 
years. Pennsylvania’s policy was the 
fi rst to be enacted, in January 2008, 
prior to the Centers for Medicare & 
Medicaid Services’ Medicare nonpay-
ment policy, which became effective 
in October of that year. Ms. Rosenthal 
says she expects to see more states 
enacting similar policies.

In fact, as evidence of preventabil-
ity improves, future payment poli-
cies may add more events to the list. 
Future policies may also distinguish 
between events for which payment 

is denied, as with “always” prevent-
able events, and those for which 
payment is adjusted. Health care-
associated infections, for example, 
might fall into a category of “usu-
ally” preventable events.

“Because nonpayment policies 
have been found to be valuable in 
helping to drive and support sys-
temic improvements, they are likely 
to be enacted to add momentum. 
They can spur discussion among 
stakeholders of concrete ways to 
align payment with high-quality 
and safe care,” says Ms. Rosenthal. 

Lessons from front runners
Massachusetts Medicaid’s big-

gest challenge with its nonpayment 
policy was to identify the causal 
link between readmission and the 
complications that were prevent-
able. “While the occurrences are 
few, both public reporting of these 
events and nonpayment provide 
incentives for all providers to help 
prevent them from occurring,” says 
Terry Dougherty, Massachusetts’ 
Medicaid director. “We are cur-
rently evaluating both potentially 
preventable readmissions and pre-
ventable complications as other 
areas where we may withhold or 
modify payment.”

Pennsylvania initially developed 
its policy to conform to the state 
Department of Public Welfare’s 
responsibility to ensure payment 
only for medically necessary ser-
vices. The policy is part of a broader 
approach to patient safety and 
health reform. 

This came about due to the recog-
nition that the costs associated with 
patient safety issues and broader 
quality issues, such as readmissions 
and errors, avoidable hospitaliza-
tions due to inadequate care for 
people with chronic conditions, and 
hospital-acquired infections “were 
impossible to ignore in any attempts 
to improve access and affordabil-
ity of care,” says Ms. Rosenthal. 
“Although the policy is fi rst and 
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foremost a quality improvement 
strategy, Pennsylvania has estimated 
a cost of $3.5 million each year for 
hospital-acquired conditions.”

Pennsylvania’s policy also applies 
to the greatest number of provider 
types, with plans to expand from 
hospitals to health care and nursing 
facilities.

As of Oct. 1, 2009, the state of 
Colorado’s Medicaid program imple-
mented a nonpayment policy for 
serious reportable events. The state 
started with Medicare’s list of 12 
conditions. Ultimately, though, key 
stakeholders, including the hospital 
association, medical society, and cli-
ent advocates, identifi ed three addi-
tional events for nonpayment. These 
are wrong patient, wrong site, and 
wrong procedures. This same policy 
was adopted for Colorado’s Children’s 
Health Insurance Program.

“These events are exceedingly 
rare, so we are not anticipating large 

fi nancial savings,” says Sandeep 
Wadhwa, MD, state Medicaid direc-
tor and chief medical offi cer with the 
Colorado Department of Health Care 
Policy and Financing. “However, we 
do believe that the policy will contrib-
ute to improved patient safety. It is in 
accordance with our hospital associa-
tion’s policy on not billing for serious 
reportable events.” 

Looking forward, Dr. Wadhwa 
says that he hopes to complement 
this effort by creating a patient safety 
organization in conjunction with 
providers and stakeholders. This 
entity will work to assist providers 
in exploring systemic issues that led 
to the serious reportable event.

“The goal is to promote a cul-
ture of patient safety and quality 
of care,” says Dr. Wadhwa. “We 
anticipate expanding nonpayment 
policies beyond hospitals. This will 
require a much longer time frame, 
extensive provider participation, 

and more time investment in deter-
mining acceptable metrics. Serious 
reportable events do not only occur 
in hospitals. We believe that our 
payment policy should not reward 
serious reportable events when they 
occur in other settings.” 

One challenge was to keep the 
focus on the promotion of safety 
and better alignment of payment 
policy with appropriate incentives. 
“We also wanted to temper expec-
tations with stakeholders to not 
expect huge savings through this 
policy,” says Dr. Wadhwa. “We 
want to encourage all participants 
in health care delivery to learn from 
systemic causes of adverse outcomes. 
This requires a solutions-oriented 
approach, rather than a punitive 
response, to data-sharing.”

Contact Ms. Rosenthal at (207) 
874-6524 or jrosenthal@nashp.org and 
Dr. Wadhwa at sandeep.wadhwa@
state.co.us.  ■

During fi scal year 2008, hospital-
based preventable complications were 
present in about 53,000 of Maryland’s 
total 800,000 inpatient cases. This 
represented about $500 million in 
potentially preventable hospital pay-
ments overall. Since Medicaid repre-
sents about 17% of the total hospital 
market, Medicaid could potentially 
save $89 million per year. 

Mr. Murray says in the fi rst year 
or two, he expects to see savings of 
about $9 million. “But eventually, 
we’d expect to be able to change 
hospital behavior enough to reduce 
a lion’s share of these preventable 
complications,” he says. “We think 
this approach will be very powerful.”

The reasoning behind Maryland’s 
approach is that inevitably there will 
be cases where, despite the best efforts 
of clinicians or hospitals, one of the 
complications on the nonpayment 
list occurs. “Virtually nothing is really 
100% preventable. And when this 

type of thing happens, it really alien-
ates clinicians,” says Mr. Murray.

In addition, the list of complica-
tions that are most highly prevent-
able is actually very small. “So by 
having a nonpayment policy, you 
really limit how broad your initia-
tive can be,” says Mr. Murray. He 
points to CMS’ Hospital-Acquired 
Conditions and Never Events ini-
tiative, which covers 11 complica-
tions. Most, such as an object left 
in a patient during surgery, are very 
rare events. 

“They aren’t representative of the 
broader type of complications we 
would all wish to prevent across the 
industry,” says Mr. Murray. “And 
there isn’t much savings to be had as 
a result. CMS estimated they would 
save some $21 million over a base of 
$120 billion in hospital payments. 
So the case-by-case payment reduc-
tion approach seemed very regres-
sive and limiting to us.”

Instead, Maryland has concen-
trated on rewarding and penaliz-
ing hospitals, through its unique 

all-payer hospital payment system. 
This is based on the hospital’s per-
formance, in a given year, on 49 dif-
ferent categories of hospital-acquired 
complications. The initiative started 
July 1, 2009, with payment rewards 
and penalties being applied to hos-
pital rates as of July 1, 2010. 

Actual numbers vs. averages
The actual number of complica-

tions in a given hospital, by category, 
is compared to an expected state-
wide average rate. This is adjusted to 
refl ect that hospital’s mix of patients. 
Then, each hospital’s results are 
compiled across all 49 complication 
categories. An overall rate of compli-
cation is determined for that facility, 
so that hospitals can be ranked.

Hospitals with higher rates get 
rate penalties at the time of their 
annual infl ation adjustment. Those 
with lower overall complication 
rates get rewards. “We are allocating 
about $75 million across hospitals,” 
says Mr. Murray. “So, in a given 
year, a 300-bed hospital with maybe 

Fiscal Fitness
Continued from cover
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$300 million in revenue per year 
that was really a good performer 
could generate about $1 million in 
rewards.”

With this approach, a much 
broader array of complication cat-
egories can be looked at. “For each 
category, we fi nd there is a range 
of performance. Some have risk-
adjusted complication rates well 
below the state average, and some 
are way high,” says Mr. Murray. 
“Even for complication categories 
that are, say, 60% preventable, we 
can see that some hospitals are doing 
something really different that is 
benefi cial, compared to others.”

In addition, hospitals and phy-
sicians prefer to be rewarded or 
penalized based on the overall aver-
age of their performance, instead of 
discrete payment cuts made case by 
case. 

“With our set of 49 complications, 

we think this could affect some 53,000 
cases in the state each year, out of total 
annual admissions of about 750,000,” 
says Mr. Murray. “The extra charges 
associated with these complications 
on these 53,000 cases is about $522 
million per year. Total inpatient rev-
enue per year is about $9 billion, by 
comparison.”

The system is not a per-case pay-
ment system like CMS’s, although 
DRGs are used. The DRGs assigned 
to each patient determine the over-
all revenue that each hospital gets to 
“keep” for the year. When hospitals 
eliminate a complication, they may 
see that a DRG assignment changes. 
Therefore, they would get a lower-
weighted DRG for that case. 

This will affect the hospital’s 
overall revenue. However, under the 
system, removal of complications 
wouldn’t automatically be accompa-
nied by a payment reduction. That 

occurs only about 40% of the time, 
while reimbursement stays the same 
60% of the time. 

“So, this approach creates a sig-
nifi cant profi t opportunity for hospi-
tals,” says Mr. Murray. “We do expect 
some savings. But more importantly, 
our goal is to provide hospitals and 
their clinicians with a tool that helps 
them identify where they are high. 
They can then investigate what oth-
ers in the system are doing to achieve 
lower rates.”

At the same time, payment incen-
tives provide an extra inducement that 
helps to change overall behavior. “We 
can apply the payment incentives very 
broadly through our all-payer rate 
system. We think this combination 
of approaches will ultimately be very 
powerful,” says Mr. Murray.

For more information, contact 
Mr. Murray at (410) 764-2514 or 
RMURRAY@hscrc.state.md.us.  ■

Tap underutilized resources for care coordination of children

State Medicaid programs are 
taking various approaches to 
promote care coordination 

for young children, but few utilize 
existing maternal child health hot-
lines or web-based referral strate-
gies. Researchers from the National 
Academy for State Health Policy 
(NASHP) in Portland, ME, iden-
tifi ed strategies to improve com-
munity linkages in their December 
2009 report “State Strategies for Care 
Coordination, Case Management, 
and Linkages for Young Children: A 
Scan of State Medicaid. Title V, And 
Part C Agencies.”

Linkages within primary care 
practices, between primary care 
practices and other child and fam-
ily service providers, and through 
systems or statewide strategies 
were identifi ed. The fact that few 
efforts built on existing maternal 
child health hotlines was somewhat 
surprising.

“This is an area that may repre-
sent an underutilized resource that 

some states may want to add to their 
care coordination strategies,” says 
Jill Rosenthal, NASHP’s program 
director.

Similarly, given that many states 
already have well-developed web 
capacity, web-based referral strat-
egies may be another obvious 
approach to improve care coordi-
nation. “Although budget issues 
may hamper efforts, opportunities 
through federal stimulus funds and a 
current federal emphasis on improv-
ing health information technology 
may help enhance some of these 
strategies,” says Ms. Rosenthal.

Strategies for care coordination
Through the Early Periodic 

Screening Diagnosis and Treatment 
(EPSDT) program, state Medicaid 
agencies play a major role in the pol-
icy and fi nancing of children’s pri-
mary health care. “State Medicaid 
agencies can use this important 
payer position to strengthen care 
coordination, particularly at the 

practice level,” says Ms. Rosenthal. 
This could be done by implement-
ing medical home models, setting 
quality improvement and perfor-
mance standards, and using elec-
tronic medical health records.

Ms. Rosenthal gives the following 
approaches by which Medicaid poli-
cies can support cross-system link-
ages and improve care coordination 
for children: 

— giving enhanced reimburse-
ment to support case management 
activities of medical home providers 
who care for children;

— funding community-level care 
coordination staff, such as EPSDT 
county staff;

— implementing reimbursement 
policies that support provider guid-
ance, billing codes, and graduated/
tiered fee schedules;

— having mechanisms to track 
referrals from EPSDT well-child 
screening visits, allowing states to 
pay bonuses to providers with high 
rates of completed referrals;
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— partnering with other state 
agencies to fi nance or provide tech-
nical assistance for cross-systems 
training, family support, parenting 
education, or similar programs;

— making Medicaid fi nancing 
part of a “braided funding stream” 
to fi nance child health and mental 
health consultants for early care and 
education programs. For example, 
Medicaid can fi nance the mental 
health intervention services pro-
vided to a child if the child, pro-
vider, and service are all eligible, 
even if the services are provided in a 
child care center;

— evaluating the availability and 
quality of care coordination services. 
“To enhance linkages, it is critical for 
Medicaid agencies to partner with 
other state agencies such as early 
intervention and mental health, as 
well as with providers and commu-
nities,” says Ms. Rosenthal.

Some big obstacles
One potential barrier is that pri-

mary care providers may lack the 
time or resources to link patients 
with community resources. They 
may be unfamiliar with nonmedi-
cal services, and there may be gaps 
between service delivery systems 
that are driven by policy, pro-
gram design, or categorical fund-
ing. Along these lines, funding, 
resources, and reimbursement were 
the biggest barriers cited by states 
in the NAHSP report, followed by 
fragmentation of programs. 

“There are dozens of programs 
administered by seven federal 
departments that deliver services 
to children,” says Ms. Rosenthal. 
“Medicaid, child welfare, mental 
health, public health, education, 
and other state agencies have over-
lapping missions and serve overlap-
ping populations. These complex 
systems and agencies were created 
separately at the federal level. They 
typically operate independently of 
each other, unless explicit policies 
and projects call for integration.”

Tracy J. Plouck, Ohio’s Medicaid 
director, says the department has 
a number of care coordination 
and case management services for 
Medicaid consumers, who include 
children. The most recent initiative, 
implemented in 2009, is a statewide 
performance improvement collab-
orative with Medicaid managed care 
plans. The goal is to improve access 
to EPSDT services for children 
under 21.

“The performance improvement 
project collaborative is designed so 
that all of the managed care plans 
implement the same standardized 
member and provider-focused inter-
ventions and measurements,” says 
Ms. Plouck. The goal is to optimize 
health outcomes and improve effi -
ciencies related to health care service 
delivery.

“Ohio faces the same issues as 
most states across the country, with 
restricted resources and increased 
demand for services,” says Ms. 
Plouck. “Despite this set of cir-
cumstances, Gov. Strickland has 
remained committed to Ohio’s most 
vulnerable citizens and has main-
tained Medicaid eligibility and fund-
ing to preserve health care services.”

In addition, an evolving statewide 
collaboration will support initiatives 
that achieve measurable improve-
ments in children’s health care and 
outcomes. “This collaboration began 
with an initial project focused on 
optimizing developmental outcomes 
for young children, and grew as we 
learned about similar work in other 
states,” says Ms. Plouck. 

Medicaid clients living in Utah’s 
four urban counties are required to 
enroll in one of three health plans. 
These are the managed care plans 
Healthy U and Molina Healthcare, 
and Select Access, a preferred provider 
network. “The Quality Assessment 
and Performance Improvement 
Plan (QAPIP) is the state monitor-
ing tool for contracted health plans,” 
says Wanda Gutierrez, Quality 
Improvement Specialist for Utah’s 

Department of Health. Healthy U 
and Molina are required to do the 
following: 

— Conduct basic health needs 
assessments to identify enrollees 
with special health care needs and 
those needing case management ser-
vices. Based on the results, clinical 
staff conduct more detailed clinical 
needs assessments.

— Have other ongoing mecha-
nisms to identify clients needing 
case management services after 
enrollment.

— Operate a case management 
program to assess and facilitate access 
to needed care, coordinate care, pro-
mote adherence to treatment plan, 
and ensure quality, timely, and cost-
effective outcomes.

— Annually assess the effec-
tiveness of its case management 
program.

— Have procedures to determine 
the frequency and duration of case 
management services, and assess if 
resources are adequate.

— Have protocols to address 
noncompliant members and coor-
dinate with other state and commu-
nity agencies.

— Track case management services.
The Select Access contract requires 

it to provide pediatric continuum-
care case managers to screen high-risk 
pediatric members up to age 19 to 
assess their social, medical, and edu-
cational needs. “The case managers 
compile all relevant data and infor-
mation related to their needs and 
coordinate with an interdisciplinary 
team to develop a plan of care that is 
designed to optimize outcomes,” says 
Ms. Gutierrez. 

As a result of these initiatives, 
Ms. Gutierrez says she expects to 
see more appropriate utilization of 
services, improved outcomes, and 
better access to available health care 
services for at-risk populations.

While the health plans have effec-
tive care coordination programs 
—because it is federally required 
under managed care regulations—
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care coordination is not required 
for the general Medicaid population 
who are not enrolled in a health 
plan. “There are limited resources 
and funds to implement care coor-

dination outside of managed care,” 
says Ms. Gutierrez. “For Medicaid 
members not enrolled in managed 
care, at-risk populations are at a 
disadvantage without the added 

assistance of someone overseeing, 
coordinating, and helping to facili-
tate needed health care.” 

Contact Ms. Plouck at (614) 466-
4443.  ■

Providing case management 
and care coordination for chil-
dren is not merely an option 

for providers in Hawaii’s Medicaid 
program; it is a requirement in their 
contracts. The agency recently began 
monitoring how many children are 
actually receiving these services.

“We’re able to see whether care 
coordination is only occurring in 
some areas and not others,” says Patti 
Bazin, Health Care Services Branch 
Administrator of the Med-QUEST 
program, which covers non-disabled 
children. “We don’t just want to 
assume that children who need this 
are getting it. We want to be able to 
validate that. This is a way for us to 
close the loop with doing that.” 

In addition, each child enrolled in 
QUEST Expanded Access (QExA), 
the state’s newest program for the 
aged and disabled, has a service coor-
dinator. Within 15 business days of 
a child’s enrollment, the health plan 
is required to do a health and func-
tional assessment on the child, in 
order to be certain he or she is receiv-
ing the needed services. 

“If you can avoid an unneces-
sary hospitalization, there is a cost 
savings, but the quality of care for 
the child is also going to be better,” 
says Leolinda Parlin, a consultant 
for the program and state coordina-
tor for Family Voices of Hawaii. “It 
wasn’t that we identifi ed any specifi c 
problems. But one of the things we 
are really trying to do is be sure that 
our health plans, which provide 
our Medicaid services, are doing 
the work they are supposed to be 
doing.”

To address this, a supplementary 
form was developed that tracks the 
services being provided during each 

visit. “What makes this revolution-
ary is that where some states use 
forms for every screening, we have 
gone to one form,” says Ms. Bazin. 

At the time of the child’s visit, the 
physician is required to make a deci-
sion about whether care coordina-
tion is needed. It may be that a box 
is checked stating that the family 
needs to be contacted about language 
access issues, which could be han-
dled internally within the Medicaid 
program, or that early intervention 
is needed, which requires an external 
care coordinator. 

“The form triggers that and 
mobilizes it,” says Ms. Bazin. “So 
we strengthened, at the point of the 
visit, that initial care coordination.” 
When the form was fi rst imple-
mented, however, it was discovered 
that many physicians weren’t aware 
of available community resources. 

“So, this strengthened the rela-
tionship with the health plan’s 
EPSDT [Early Periodic Screening, 
Diagnosis and Treatment]. The 
doctors often did not realize to 
what extent the health plans were 
there to assist them,” says Ms. 
Bazin. “They became aware that 
there were other people in the 

program that were responsible.”
A structured referral system was 

also created. “That means that care 
coordination will very likely be 
interfacing with children’s services 
and the school system. They are the 
ones who are really at the nexus of 
trying to fi gure out what pieces have 
to be put in place for continuity of 
care,” says Ms. Bazin. 

With the new approach, children 
are referred for services more expedi-
tiously. In one case, a 6-year-old was 
receiving services through her com-
munity physician, a pediatrician, and 
there was a concern about self-injuri-
ous behavior. “He didn’t know who 
to refer the child to and was stuck in 
trying to get a behavioral health refer-
ral,” says Ms. Parlin. “The coordina-
tor had more leverage, because there 
is more [than] one person involved. 
You are bringing in the resources of 
the whole organization.”

While the pediatrician was ini-
tially trying to work through an indi-
vidual psychologist, the coordinator 
was able to tap into the network of 
the entire health plan to negotiate 
services for the child. She spent two 
days tracking down a psychologist, 
who quickly implemented a treat-
ment plan including individual and 
family therapy. 

“The child received services much 
sooner because of the coordinator’s 
involvement. And, in looking at 
the family as a whole, the coordina-
tor also got the mother enrolled in 
Medicaid,” says Ms. Parlin. “In this 
regard, I think Medicaid really came 
through for this child and this fam-
ily. That is the outcome we all hope 
and dream of.”

Contact Ms. Bazin and Ms. Parlin 
at (808) 791-3467.  ■

Hawaii Medicaid streamlines its referral process for children

“If you can avoid 
an unnecessary 

hospitalization, there 
is a cost savings, but 
the quality of care for 
the child is also going 

to be better.”
—Leolinda Parlin, Family 

Voices of Hawaii



April 2010           State Health Watch 7

Better outreach is key factor in increasing coverage of kids

In sharp contrast to adults, the 
number of uninsured children 
declined by 800,000 during the 

fi rst 12 months of the recession, from 
December 2007 through December 
2008, according to a December 
2009 report from the Washington, 
DC-based Kaiser Commission 
on Medicaid and the Uninsured, 
“Protecting Children During the 
Recession: Spotlight on State Health 
Coverage Efforts.” Outreach efforts 
by state Medicaid programs are a big 
reason why.

In 2008, New York state’s Depart-
ment of Health (DOH) launched its 
Connections to Coverage campaign, 
a multi-strategy outreach initiative to 
promote health insurance for all of 
New York’s uninsured children and 
teens. It consisted of a media cam-
paign, enrollment events, and com-
munity partnerships. 

The media campaign included 
television and radio commercials, 
billboards, posters and bus shelter 
signs, newspaper advertising, and 
other educational and promotional 
materials. “The message of the cam-
paign was crafted to educate families 
about the availability of coverage for 
all uninsured children and teens, and 
to put a human face on those who 
participate in the programs,” says 
Judy Arnold, director of the Division 
of Coverage and Enrollment.

Children seen in the television 
commercials and print advertising 
were actual program participants. 
In addition to the media cam-
paign, DOH partnered with cul-
tural institutions, such as the Bronx 
Zoo, the New York Aquarium, 
and the Children’s Museum of 
Manhattan, and businesses such as 
Price Chopper, a supermarket chain 
located in upstate New York, to con-
duct special enrollment events. 

“These enrollment drives not 
only brought enrollment into the 
community, but also provided an 
opportunity to generate local media 

coverage of the programs,” reports 
Ms. Arnold. At enrollment events 
held at cultural institutions, families 
applying for public health insurance 
received free admission. 

Since January 2008, New York 
has witnessed a steady increase in 
children’s enrollment. 

Enrollment of children in Medicaid 
and Child Health Plus, New York’s 
Children’s Health Insurance Program 
(CHIP), grew by 130,000 children 
between January 2008 and July 2009. 
More than 102,000 of these chil-
dren have been enrolled since New 
York expanded Child Health Plus in 
September 2008. 

“These gains in enrollment are a 
result of New York’s efforts to expand 
coverage, simplify enrollment and 
retention, and aggressively promote 
the availability of coverage through 
its outreach and public awareness 
initiatives,” says Ms. Arnold. “The 
decline in the economy has likely 
also contributed to the growth in 
enrollment.”

Currently, New York provides 
health care coverage to more than 2 
million children. Nearly 1.7 million 
children are covered by Medicaid 
and another 390,000 by Child 
Health Plus, representing over 40% 
of the state’s children.

“Many of these children come 
from working families, some of 
which believe they are not eligible 
simply because they work,” says Ms. 
Arnold. “Others have parents with 
low literacy levels, speak English as 
a second language, or lack an under-
standing of the importance of health 
insurance and the need for primary 
care.”

DOH partners with health and 
human service providers, commu-
nity organizations, school districts, 
faith groups, and others that serve 
children and families to implement 
outreach strategies in target counties 
and neighborhoods. “These com-
munity partners identify uninsured 

children and parents served by their 
program and link them to applica-
tion assistance in their community,” 
says Ms. Arnold. “Providing more 
targeted, local outreach efforts are 
effective. DOH continues to enroll 
the hardest-to-reach populations.”

New outreach option
Beth Morrow, staff attorney for 

The Children’s Partnership’s National 
Health Program in Washington, 
DC, notes that extensive outreach 
has been done since the passage of 
CHIP, “all of which has been valu-
able. Nevertheless, 5 million eligible 
but uninsured children have not 
been reached through those tradi-
tional outreach methods,” she says. 
“Thus, it is wonderful that states 
can now use new techniques and 
outreach tools such as Express Lane 
Eligibility.”

Express Lane Eligibility allows 
a state to identify income-eligible 
children who are not enrolled in 
Medicaid or CHIP, by using the 
eligibility information that families 
have already submitted to the gov-
ernment for tax purposes or to apply 
for another need-based program. 

After a child is identifi ed, the appli-
cation process is simplifi ed, because 
information and fi ndings from other 
state need-based programs and tax 
returns are used. Thus, it’s more 
likely that a family will complete the 
application process.

“It allows a state to simplify 
renewal procedures, and even to do 
renewal without contacting the fam-
ily, and in that way improve reten-
tion and eliminate churning,” says 
Ms. Morrow. “States can improve 
coordination among public need-
based programs and harness the 
value of cross-agency data-sharing. 
This can increase the productivity of 
other outreach efforts as well.”

Contact Ms. Morrow at (718) 
832-6061 or bmorrow@childrens 
partnership.org.  ■
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Washington Medicaid uses multifaceted outreach approach

Even during the recession, 
Washington state has main-
tained its multifaceted approach 

to outreach. In 2008, Washington’s 
children’s medical programs were 
rebranded as Apple Health for Kids, 
with a media and public relations 
campaign emphasizing that health 
insurance is available to more children 
than ever. 

“That welcome message has 
helped increase awareness of pub-
lic health insurance programs for 
children during the economic cri-
sis, when many families who have 
never sought public benefi ts have 
found themselves in need,” says 
Patty Hayes, RN, MN, executive 
director of WithinReach in Seattle, 
a nonprofi t organization working to 
improve maternal, child, and family 
health.

State invested in outreach
Prior to the onset of the recession, 

Washington invested in establish-
ing local outreach in every corner 
of the state, through contracts with 
local health jurisdictions and com-
munity-based organizations. These 
outreach organizations identify eli-
gible children in their communities, 
help families through the enroll-
ment process, and help them keep 
their coverage when the time comes 
to renew. 

Though payments to these orga-
nizations have been reduced due 
to budget shortfall, the state has 
prioritized keeping this statewide 
infrastructure for outreach in place. 
In addition, a statewide hotline at 
WithinReach provides information 
and application assistance to families. 

 “Apple Health for Kids has been 
maintained here in Washington. 
There is further work to develop the 
buy-in program for those over 300% 
of FPL as well,” reports Ms. Hayes. 
“In the December budget, the gover-
nor did propose a reduction in eligi-
bility to 205% of poverty. However, 

the governor has now introduced 
her ‘Book 2’ budget, which sup-
ports a revenue increase to buy back 
programs such as Apple Health.”

Ms. Hayes says outreach chal-
lenges vary with the area of the state. 
Rural areas have the continued chal-
lenge of distance, transportation, 
and the ability of families to follow 
up, so that they have necessary doc-
umentation submitted.

No electronic submissions
While Washington hasn’t yet 

implemented electronic document 
submission, many community ser-
vice offi ces are working to install a 
scanner, so documents brought into 
the offi ce by families can be scanned.

However, one continued chal-
lenge for outreach organizations 
involves tracking applications in 
process. Families can give outreach 
organizations permission to receive 
the standard letters from the state 
and the ability to track their appli-
cation status. But as the state imple-
ments a new system, outreach 
organizations are seeking an avenue 
to look up application status and 
assist families so that timely action 
is taken.

“This will potentially continue to 
be a challenge as the state moves to 
a new system, ProviderOne,” says 
Ms. Hayes. “Outreach organizations 
have requested the ability to look up 
application status in the new system, 
but the state is still working on how 
that will be allowed.”

Efforts in online apps
Washington also has invested 

in improving online applications, 
which are a critical outreach tool. 
In 2009 the Department of Social 
and Health Services launched an 
improved online application, which 
families and social service profes-
sionals can use to apply for multiple 
programs simultaneously, including 
health insurance for children and 

adults, child care assistance, cash, 
and food benefi ts.

In addition, there is www.
ParentHelp123.org, a web site where 
families can fi nd out about multiple 
programs they may qualify for and 
apply with help from the statewide 
call center. “The convenience of 
both of these application tools was 
improved by legislation authoriz-
ing electronic signatures,” says Ms. 
Hayes. “Families will be able to 
apply online without having to mail 
in a paper copy of a signature page.”

Ms. Hayes reports that Washington 
continues to work with stakeholders 
to pursue promising outreach and 
enrollment strategies. These include 
Express Lane Eligibility and partner-
ships with schools, with the potential 
to facilitate the enrollment of thou-
sands of eligible but currently unen-
rolled children.

Workgroup convened
The department has convened a 

workgroup that is working to cre-
ate additional effective outreach 
approaches. “This includes a unique 
partnership with the superintendent 
of public instruction,” says Ms. 
Hayes. The Free and Reduced Lunch 
application handed out to families at 
the beginning of the school year will 
have a space for families to indicate 
their need for health insurance. This 
will trigger a follow-up to the family 
to assure that children are enrolled 
in the Apple Health program. 

“This is a fantastic partnership 
between schools, Medicaid, and 
outreach organizations to assure that 
children eligible for Apple Health 
receive that essential benefi t,” says 
Ms. Hayes. “It will lead to more 
children receiving their immuni-
zations on time and those critical 
preventive visits to their health care 
provider.” 

Contact Ms. Hayes at (206) 
830-5161 or pattyh@withinreachwa.
org.  ■
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Providers may or may not meet ‘meaningful-use’ criteria

A Medicaid provider may have 
spent a great deal of time 
and money to adopt elec-

tronic health record (EHR) technol-
ogy, but can he or she demonstrate 
that this tool meets the Centers 
for Medicare & Medicaid Services 
(CMS) criteria for “meaningful use”? 
If not, that provider won’t qualify for 
federal incentives for EHR, enacted 
under the American Recovery and 
Reinvestment Act of 2009.

Now that CMS has issued its pro-
posed defi nition of meaningful use, 
however, state Medicaid directors 
have a better idea of the challenges 
that lie ahead. 

“CMS has spent an extraordinary 
amount of time and effort in seeking 
public comment and asking for rec-
ommendations in multiple areas,” 
says Patricia MacTaggart, a lead 
research scientist/lecturer at George 
Washington University’s Health 
Policy Department in Washington, 
DC. “So, it is expected that the detail 
of the regulation will change based 
on the anticipated large number 
of comments CMS will receive for 
both Medicare and Medicaid. The 
defi nition itself may not change, but 
how it is implemented may alter.”

One of the core principles appears 
to be standardization. “This is a good 
thing for everyone — purchasers, 
providers, and consumers,” says Ms. 
MacTaggart. “CMS did an excellent 

job of seeking to ‘stage’ the process. 
Parameters were put around risk 
areas, such as the potential of dou-
ble counting across state lines and 
between Medicare and Medicaid.” 

Implementation discussions have 
centered around three main ques-
tions that need to be answered, says 
Ms. MacTaggart. What if states 
want to require more fl exibility? 
What about the other Medicaid pro-
viders? And what about the expecta-
tions related to timelines and “state 
share” of funding?

CMS is proposing a “repository” 
for data on meaningful use provid-
ers. For Medicaid, the fi rst payment 
year requirement allows for incen-
tives for adopting, implementing, 
and upgrading. There is no require-
ment for “meaningful use” until the 
following year.

CMS also has stipulated the 
requirements for states to fol-
low for adopting, implementing, 
and upgrading. “Adopt” means to 
acquire and install with evidence of 
an acquisition of a certifi ed EHR, 
“implement” refers to commenc-
ing utilization, which might include 
training staff or getting data-sharing 
agreements in place, and “upgrade” 
refers to using expanded functional-
ity that will be required for a certifi ed 
EHR. “States will have implementa-
tion options within those require-
ments,” says Ms. MacTaggart. 

After the initial payment year, 
providers will need to meet the 
meaningful-use defi nition. “Some 
practical issues will relate to if the 
adopt, implement, or upgrade is in 
the last three months of a payment 
year,” says Ms. MacTaggart. “They 
will be eligible for payment for 
adopting/implementing/upgrad-
ing, but they will need to meet the 
meaningful use requirement for a 
full year the next year. Whether they 
can and do fully utilize this imme-
diately is an unknown. So, there 
may be a year gap, which is allowed 
and anticipated under the proposed 
regulation.”

Ms. MacTaggart says Medicaid 
agencies have three critical things 
they should be doing right now. 
First, they need to educate state 
staff and providers on the rules of 
engagement for incentives under 
meaningful use. “They also should 
be managing expectations related to 
timelines in order to get the infra-
structure in place to support the 
incentive payments, management of 
process and oversight, and working 
with the regional extension centers 
and other federally funded techni-
cal assistance to provide providers 
with all the tools possible,” says Ms. 
MacTaggart. 

Contact Ms. MacTaggart at (202) 
994-4227 or Patricia.MacTaggart@
gwumc.edu.  ■

As federal funds are beginning 
to fl ow to state Medicaid pro-
grams for Health Information 

Technology (HIT) planning, there is 
an unprecedented opportunity for 
care system transformation. While 
it’s not a “given” that all states will 
apply for the funding, they are 
exploring a variety of options to 
maximize their access. 

Activities under way are reported 
in a Center for Health Care Strategies 

(CHCS) policy brief, “Electronic 
Health Record Incentive Programs 
for Medicaid Providers: How Are 
States Preparing?” based on inter-
views with Medicaid leaders in six 
states looking to optimize HIT 
expansion in Medicaid. 

“Many states, for example, are 
seeking legislative funding for new 
state positions or for contracts with 
external entities such as universities 
or QIOs, to design, administer, and 

oversee the provider incentive pro-
gram,” says Dianne Hasselman, 
director of quality and equality at 
CHCS. 

As more states receive the “green 
light” from the Centers for Medicare 
& Medicaid Services (CMS) on their 
HIT Planning Advance Planning 
Documents, this is allowing states 
to focus on the design of elec-
tronic health record (EHR) incen-
tive programs for eligible Medicaid 

Medicaid preparing for HIT investments available through ARRA
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providers. Ms. Hasselman says 
Medicaid agencies should perform 
these actions right now:

• Review CMS’ proposed rules 
for demonstrating meaningful use 
through an EHR provider incentive 
program, considering related impli-
cations for their programs, as well as 
alternative requirements that better 
refl ect the unique needs of Medicaid 
and its providers.

• Identify high-volume Medicaid 
providers who would be eligible for the 
incentive program, and reach out to 
them about the opportunities available 
through the American Recovery and 
Reinvestment Act (ARRA) of 2009.

• Engage their provider networks 
to get a better understanding of 
technology use among high-volume 
Medicaid practices, available and 
lacking resources, and the supports 
the practices will need to achieve 
meaningful use. 

• Partner with health plans, 
regional extension centers, regional 
public-private alliances, and medical 
societies, all of whom will be critical 
partners to the state and its provider 
network.

• Look for ways to align their 
quality improvement initiatives with 
the directions in which the Offi ce of 
the National Coordinator (ONC) 
for HIT and CMS appear to be 
going in the proposed rules. 

Ms. Hasselman notes a number 
of obstacles to accessing these fi nds. 
Financing is one of the biggest. 
“CMS is offering states signifi cant 
resources to transform the quality 
of primary care delivery through 
investments in HIT. Despite the 
promise of a 90% federal funding 
match, however, many states are 
encountering challenges in fi nd-
ing the 10% match, given their 
severe budget defi cits,” she says. 
“Therefore, their fi rst step is to try 
to secure state matching funds.” 

 “If states can’t fi nd the 10% 
matching funds for HIT planning 
and expansion, that’s an issue right 
out of the gate,” says Ms. Hasselman. 

“States are exploring with CMS the 
feasibility of including in-kind ser-
vices in the 10% match or asking 
local foundations for funding.”

Ms. Hasselman says that states 
should be thinking “holistically” 
about how HIT affects their 
Medicaid program. For example, 
states can begin moving toward 
HIT functionality and clinical mea-
surement in provider-level, pay-for-
performance programs. Also, they 
can partner with select providers to 
do a “dry run” of core measures to 
explore whether they can achieve 
meaningful use and, if not, what 
barriers are encountered. 

Medicaid programs with risk-
based managed care organizations 
should be thinking strategically 
about how to leverage health plan 
resources. For example, plans can 
play a signifi cant role in imple-
menting provider EHR incentive 
programs, identifying high-volume 
Medicaid practices, engaging their 
networks, connecting practices 
to regional health information 
exchanges (HIEs), and providing 
training, education, and technical 
assistance to their networks.

“As Medicaid programs think 
about leveraging these resources, 
they should be designing strategies 
using a ‘plan-agnostic’ approach,” 
says Ms. Hasselman. “As we know, a 
primary care practice typically con-
tracts with multiple plans. If each 

plan approaches the practice sepa-
rately with different performance 
measures, incentives, and informa-
tional materials, the practice could 
become overwhelmed and poten-
tially more skeptical about this 
opportunity.”

In light of this, states should be 
challenging plans more and more to 
adopt a unifi ed approach, particu-
larly around quality improvement 
activities, when working with com-
mon practices. 

Provider engagement
Many states are fi nding it diffi cult 

to identify eligible Medicaid provid-
ers, says Ms. Hasselman. Medicaid 
providers, especially small practices, 
may feel disenfranchised, isolated, 
and “left behind” with the HIT 
movement. 

“Connecting with these provid-
ers and creating champions for 
meaningful use will be critical to 
the success of a provider incentive 
program,” says Ms. Hasselman. 
“Otherwise, there is a concern that 
‘no one will come to the party,’ par-
ticularly after states had made sig-
nifi cant investments in developing 
the programs.”

For this reason, it’s of the utmost 
importance for Medicaid to actively 
engage its provider network now. 
The goal is to ensure that providers—
particularly small, underresourced 
practices serving a large volume of 
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Medicaid patients — understand the 
value of this opportunity and how 
the state and its partners will sup-
port them through the process. 

In addition, given the budgetary 
crisis, staffi ng shortages, and many 
other competing interests, such as 
potential health care reform and 
coverage expansions, some states 
are fi nding that they must prioritize 
certain health care reform opportu-
nities over others. 

“As such, states may be at risk 
of missing the enormous opportu-
nity presented by HIT expansion 
if they are forced to prioritize one 
effort over another due to resource 
shortages,” says Ms. Hasselman. 
“Hopefully, federal funding and 
strong collaborations with other 
stakeholders, such as regional pub-
lic-private alliances, will ease this 
concern by creating economies of 
scale and other advantages.”

Bigger opportunities
Ms. Hasselman says that as the 

largest purchaser of health care in 
this country in terms of covered 
lives, Medicaid has an enormous 
opportunity to leverage its purchas-
ing power in various ways to maxi-
mize the impact of federal funding. 

“Each state can use this oppor-
tunity to create greater alignment 
across its HIT expansion activities, 
QI initiatives, performance mea-
sures, and payment reform efforts,” 
she urges. Equally important is 
ensuring that Medicaid’s data, lead-
ers, QI initiatives, and provider 
network are represented in regional 
public-private alliances that also are 
working to improve quality of care 
throughout communities. 

Overall, there is a recognition 
among states that this is an unprec-
edented opportunity to improve the 
quality of care for Medicaid benefi -
ciaries. For instance, HIT expansion 
will enable states to create quality 
reporting tools that provide timely 
feedback about care gaps, missed 
opportunities, and disparities in care. 

Medicaid resources could poten-
tially be shifted from conducting 
chart reviews and audits to imple-
menting innovative ambulatory QI 
projects. “With increased access to 
this rich source of clinical informa-
tion, Medicaid programs will have 
signifi cant new tools to better man-
age the health care needs of low-
income and diverse populations,” 
says Ms. Hasselman. “States should 
consider the new roles and capabili-
ties they will have three to fi ve years 
down the road, and position them-
selves accordingly to gain or develop 
the necessary skill set.”

Tremendous potential 
George L. Oestreich, PharmD, 

MPA, deputy division director 
of clinical services for the MO 
HealthNet Division of Missouri’s 
Department of Social Services, says 
that both HIT and HIEs hold “tre-
mendous potential” for the state’s 
Medicaid program. 

“A statewide system for securely 
moving health information can 
deliver improved medical decision-
making, accountability and privacy, 
reduce medical costs, errors and dupli-
cation, and empower Missourians,” 
says Dr. Oestreich. “MO HealthNet, 
and the state as a whole, will benefi t 
from those improvements. Missouri 
has an unprecedented opportunity to 
transform the way medicine is prac-
ticed in the state.”

One of the primary challenges 
for Missouri’s Medicaid program, 
however, is developing the technical 
infrastructure needed to get com-
puters at doctors’ offi ces and hospi-
tals around the state talking to each 
other. “Those same challenges will 
apply to MO HealthNet, but the 
early involvement and leadership of 
state Medicaid staff will help achieve 
integration of the program into the 
state’s information exchange,” says 
Dr. Oestreich.

Missouri has received notice of 
$13.8 million in federal funding to 
help health care professionals adopt 

EHRs and share health informa-
tion electronically among providers. 
The Missouri Health Information 
Technology Project, created in 
November 2009, is tasked with 
developing a strategic and opera-
tional plan for implementing HIE 
in the state. Missouri’s ability to 
draw down the federal funds is con-
tingent on this public-private col-
laboration’s ability to meet defi ned 
goals. The state’s goal is to develop 
the infrastructure to enable the sys-
tem between 2010 and 2015, with 
widespread adoption of EHRs by 
2015. 

William Streur, deputy com-
missioner of Alaska Medicaid and 
Health Care Policy, says while fund-
ing is always a concern, it is “not our 
greatest concern. Recognition by 
CMS and ONC of the complexity of 
HIT development with the signifi -
cant geographic challenges we face 
may be. I also believe our geographic 
separation from the rest of the nation, 
like Hawaii, presents challenges in 
developing cooperative relationships 
for HIT/HIE with other states.”

However, Mr. Streur adds that 
“the majority of providers have 
aligned themselves with us to work 
on a single statewide effort, and 
groups are coming together to take a 
look at what we can do to long-term 
fund this effort.”

Pooling resources
Lynn O’Mara, MBA, HIT project 

manager for Nevada’s Department of 
Health and Human Services, says 
that one of the biggest challenges for 
Medicaid is to work together with 
other agencies in order to accomplish 
HIE.

“It’s a puzzle with a lot of pieces 
to put together. States are required to 
have a strategic plan. Nevada is one of 
a handful of states that does not have 
one, and we are going to have to do 
one,” reports Ms. O’Mara. “As part 
of the process, Medicaid’s required 
HIT strategic plan and road map 
must be coordinated and integrated 
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with the mandated statewide plans.” 
Nevada’s HIT Blue Ribbon task 
force has key stakeholders, including 
the state Medicaid director, working 
on this type of coordination. 

One goal is to identify overlap-
ping activities required for devel-
oping the strategic plans. “We are 
hoping to be able to pool our fund-
ing resources for those efforts and 
use the funds in a productive way to 
accomplish what we have to do,” says 
Ms. O’Mara. “For example, for the 
state plan, I need to know what the 
specifi c Medicaid HIT requirements 
are. If we can do work together on 
related activities, it would be a real 
boon.”

Ms. O’Mara says the willingness 
of early adopter states to share their 
experience with establishing the nec-
essary infrastructure for HIT is a tre-
mendous help. For example, some 
states have shared lessons learned 
through the National Governor’s 
Association’s State Alliance for 
e-Health. “Other states may be hav-
ing the same problems, or may have 
different approaches that can be 

considered. Because of those lessons 
learned, more options are starting to 
surface, which is good. You have to 
fi gure out which of those is going to 
work for your state,” she says.

States will also need to look at 
ways to exchange information across 
state lines. For example, while some 
residents live and work in Laughlin, 
NV, they may see doctors and use 
the hospital across the border in 
Bullhead City, AZ. The hospital 
and those physicians will need to be 
able to access the patient’s medical 
records. 

“And independent of that, you 
also have the veterans, the military, 
and tribal systems. They all have to 
work together,” says Ms. O’Mara. 
“The ARRA funding requires a very 
tight timeline for implementation, 
which is a challenge. We want to do 
the best job possible, as this could 
have a signifi cant impact on costs, 
depending on the success of our 
implementation. Everyone is con-
vinced of the benefi ts. However, to 
maximize those impacts, we need to 
do in the right way.”

Ms. O’Mara says she expects to 
see more multistate collaboration in 
the near future. “The current eco-
nomic situation is a challenge for 
all states as they implement HIT. If 
states work together, resources can 
be pooled and hopefully more can 
be accomplished,” she says. “For 
example, there may be a new busi-
ness model of interest to several 
states. By working together, they 
can get the necessary infrastructure 
in place more quickly and resolve 
any problems that would interfere 
with interstate health information 
exchange.”

Contact Ms. Hasselman at (609) 
528-8400 or dhasselman@chcs.org, 
Dr. Oestreich at (573) 751-6961 or 
George.L.Oestreich@dss.mo.gov, Ms. 
O’Mara at (775) 684-4005 or lgo-
mara@dhhs.nv.gov, and Mr. Steuer at 
william.streur@alaska.gov or (907) 
334-2520.  ■


