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Medicaid agencies brace for impact 
of health care reform legislation

Medicaid directors, who have 
struggled to meet surg-
ing demand for services 

with plummeting revenues since 
the onset of the recession, are now 
faced with an additional 15 million 
Americans becoming eligible for the 
program. The newly passed Patient 
Protection and Affordable Care Act 
means major changes for programs, 
which, in the eyes of some, appear to 
be “mission impossible.”

In part, this is because states will 
not only be paying for the state share 
for millions of additional enrollees, 
but also will have to bear the admin-
istrative costs without additional 
federal help.

“Right now, I’m thinking about 
all we have to get done by 2014, and 
how we will be able to afford it. And 
I just don’t know how we can,” says 
Carol Steckel, MPH, Commissioner 
of Alabama’s Medicaid Agency.

Limited resources and reduced 
staff prevented Medicaid programs 
from doing detailed analyses of all 
of the possible scenarios involving 
health care reform. “We, like a lot of 
states, are under a hiring freeze. With 
resources as scarce as they are, there is 
not a lot you can do in terms of plan-
ning for something this controversial 
getting passed,” says Ms. Steckel. 

For the past few months, however, 

Maryland Medicaid forges ahead  
with expansions, QI initiatives

See Medicaid agencies on page 2

As of July 2008, Maryland 
Medicaid expanded coverage 
of parents from about 30% of 

federal poverty level (FPL) to 116%, 
which was approved by the state’s 
legislature during a special session 
in November 2007. This particular 
starting date proved to be significant. 

“That was right before the 
recession started to hit us,” says 
John G. Folkemer, deputy sec-
retary of health care financing at 
Maryland’s Department of Health 
and Mental Hygiene. In order to 
receive enhanced federal match 
under the American Recovery 
and Reinvestment Act, states were 
required to maintain the eligibility 

that was in place as of July 1, 2008. 
As this happened to be the starting 
date of the expanded coverage for 
parents, this group couldn’t be con-
sidered when budget cuts were on 
the table.

Currently,    
there are about  
60,000 parents 
in the expan-
sion popula-
tion, which 

is far more than projected. “We don’t 
know how much of that was because 
of the expansion and how much was 
because of the recession,” says Mr. 
Folkemer. “Undoubtedly, both are 
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Ms. Steckel has attended meetings 
with the Centers for Medicare & 
Medicaid Services (CMS) along with 
other representative states. In walk-
ing through various scenarios, they 
discussed how health care reform 
would be implemented by the vari-
ous state Medicaid agencies, and 
how CMS would start the rulemak-
ing process. One issue in particular 
stood out — the lack of funding of 
administrative costs.

“CMS recognized that one of 
the biggest issues in the health care 
reform legislation that passed is that 
it does not finance the infrastructure 
costs that are going to come to the 
states,” says Ms. Steckel. “We are 
going to have to change our MMIS 
systems and our eligibility systems. 
And none of that was projected in 
any of the costs.”

Thus, in addition to having to 
eventually pay the state share for 
the newly eligible, Ms. Steckel says 
“there are a lot of other things that 
we are going to have to do that are 
not paid for, other than the tradi-
tional 50/50 match.”

Some states, including New 
York, New Jersey, New Mexico, 
Massachusetts, and Wisconsin, have 
already expanded coverage to child-
less adults. “So, their increased popu-
lation will not be as significant,” says 
Ms. Steckel. “We are going to have to 
absorb, just in Alabama alone, over 
400,000 new people.”

Patricia MacTaggart, a lead 
research scientist/lecturer at 
George Washington University’s 
Department of Health Policy in 
Washington, DC, says that the 
landmark legislation is “exciting, 
demanding, and an opportunity for 
real change. It will require expan-
sive, strategic thinking.” There are 
various requirements and oppor-
tunities of the Children’s Health 
Insurance Program Reauthorization 

Act, the American Recovery and 
Reinvestment Act, and health care 
reform, all of which need to be 
considered.

A great deal of budgetary, policy, 
and legal analysis is also required. 
The fiscal program and administra-
tive implications need to be deter-
mined, says Ms. MacTaggart, along 
with what state legislative and reg-
ulatory changes are required, and 
what information system technol-
ogy and contracting support is going 
to be needed.

Medicaid directors, says Ms. 
MacTaggart, will need to use 
“focused, operational strategies that 
include regulatory, standardization, 
partnering, consumer, provider, 
payment, coverage, and reward-
ing performance,” she says. “It will 
require managing expectations and 
addressing competing priorities.”

Impact on FY 2011
For some states, FY 2010 ends 

June 30, while for others it ends 
Sept. 30, 2010. “For those state pro-
visions that have an effective date of 
six months after enactment or later, 
there is very little potential impact 
in state FY 2010. But there is poten-
tial impact for state FY 2011,” says 
Ms. MacTaggart. 

However, as of April 2010, states 
have the option to cover childless 
adults up to 133% FPL under a 
state plan amendment at their cur-
rent FMAP rate. “Some states that 
operate state-only funded programs 
for childless adults may choose to 
take that option and save state dol-
lars, while other states may choose 
to wait,” says Ms. MacTaggart. 
“Decisions on optional items will 
be very state-specific. Actions on 
required activities have a later imple-
mentation date.”

Questions such as how Medicaid 
will be linked to the state health 
insurance exchanges, and whether 
Medicaid or the exchanges will 
determine the eligibility for the 
premium assistance population, 
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though, need to be answered in 
the short term. “The development 
process will have to start in 2011 
in order to get it done, through 
the competitive bid process, before 
2014,” says Ms. Steckel. 

Alabama Medicaid was seeing 
an increase of about 5,000 recipi-
ents per month for some time, 
though that is starting to level off, 
with about half that number added 
onto the program in January 2010. 
However, Ms. Steckel expects to see 
a sudden surge due to the newly 
passed legislation. 

“If I were projecting, I would 
project that it is going to bump 
up,” she says. “One of the things 
I’m nervous about is that everybody 
thinks that as soon as the president 
signs this bill, they are eligible for 
Medicaid or some other kind of 
insurance. We’ll see a lot of people 
come in, most of whom will not be 
eligible for Alabama Medicaid, but 
some who will be.”

Two eligibility systems
“We are basically going to have to 

set up two eligibility systems,” says 
Ms. Steckel. “We still have to walk 
someone through the existing eligi-
bility system to determine whether 
they would have been eligible under 
our rules as they exist today.”

If the individual is not eligible 
under the existing rules, he or she 
will then be run through the new eli-
gibility rules based on the modified 
adjusted gross income. If they are 
eligible based on that criteria, they 
will need to be tracked separately, 
because the state receives a higher 
federal match for that population.

“So, we need to revise our finan-
cial systems to reflect that tracking, 
and our eligibility system will need 
to reflect these new eligibles,” says 
Ms. Steckel. In addition, all of those 
systems will have to key into the state 
health insurance exchanges,which 
will allow individuals who don’t 
get health insurance through their 
employers to purchase plans. These 

will be operational by 2014, and 
data will need to go back and forth 
between the exchanges for those 
individuals receiving premium assis-
tance and for Medicaid eligibles.

“You are going to have people 
who bounce back and forth between 
premium assistance and Medicaid,” 
says Ms. Steckel. “Not only that, but 
you have the exchanges that have the 
capacity to make Medicaid deter-
mination.  So, you’re going to have 
Medicaid workers making eligibility 
determinations, but you’re going to 
have the exchanges making eligibil-
ity determinations, so those systems 
will need to link with each other.”

“Almost too much”
 The bottom line, says Ms. Steckel, 

is that the newly passed health care 
legislation will require significant 
resources and staff, “for which we 
do not have either one.” 

Despite the recession, Alabama 
Medicaid has remained largely 
intact, including minimal optional 
services such as non-institutional 
hospice care, home health visits, and 
renal dialysis for adults. “But if you 
were to ask the state finance direc-
tor or the governor, they would say 
the reason that Medicaid has sur-
vived the way we have is that we had 
$60 to $100 million dollar increases 
every year from the general fund,” 
says Ms. Steckel. “That is good for 
me, but it’s bad for public safety and 
mental health and public health and 
prisons and every other agency that 
is funded out of the general funds.”

In Medicaid’s FY 2011 budget, 
cuts include changes to the phar-
macy reimbursement system. “We 
are proposing limiting the number 
of prescriptions per month for each 
recipient,” says Ms. Steckel. “We 
also changed reimbursement for 
psychologists and ambulances.” 

Rather than make an across-
the-board rate cut for its providers, 
Alabama Medicaid sought to save 
money by operating more efficiently. 
A meeting was held for providers, 

and the state’s finance director out-
lined budget projections. “So, every-
body understood what the numbers 
were for our state general fund,” says 
Ms. Steckel. “We asked not only our 
providers but also our contractors 
to come up with 10% savings. We 
have had a lot of good ideas.” Some 
of these involved health information 
technology (HIT). 

Ms. Steckel says, however, that 
Alabama’s status as a ‘front runner” 
state in terms of HIT will do noth-
ing to offset the infrastructure costs 
that will be necessary as a result of 
the new legislation. “It helps our 
providers, but I don’t know that it 
helps Medicaid,” she says. “For the 
eligibility system upgrades that we 
really should be doing in line with 
our MMIS systems, I think it will 
help on the margins. But the big-
gest benefit of the whole [Health 
Information Exchange] effort is 
information to our providers about 
their patient.” While money will 
be saved in the long run due to less 
duplication of testing and better 
diagnoses, the main impact will be 
on quality of care, she says.

Ms. Steckel notes that the National 
Association of State Medicaid 
Directors in Washington, DC, had 
been talking with Congressional 
leadership “from the very beginning, 
about the fact that the legislation 
did not include administrative costs. 
And the response that we consis-
tently got is yes, we know that, but 
we can’t put it in, because it would 
score too high.”

The fraud and abuse initiatives 
contained in the legislation are 
another concern. “That is the flip 
side,” says Ms. Steckel. “If we don’t 
set up the systems correctly, then we 
get hit on the back side of it, because 
our systems aren’t able to determine 
accurately both the financial side 
and the eligibility side.” 

Previously, Ms. Steckel was a 
Medicaid director in the late 1980s 
and early 1990s, “and I’ve been pay-
ing attention to Medicaid since then. 
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I have never seen it as challenging, as 
difficult, as trying as we are seeing 
now, across the country. You have 
states like Arizona having to make 
the painful decision to eliminate 
their SCHIP program.”

Ms. Steckel says she is firmly con-
vinced that money will be wasted in the 
short term, because changes are being 

made too broadly and quickly to con-
sider how to do this most efficiently. 

“I’ve never been pessimistic about 
this program, because I know most 
of the people who work on it are 
dedicated and want to do the right 
thing,” says Ms. Steckel. “But it 
has become almost too much. I 
don’t know how we are going to 

get through it. We will continue to 
work with CMS and other states, 
though, to do what we have to do to 
get this done.”

Contact Ms. MacTaggart at (202) 
994-4227 or Patricia.MacTaggart@
gwumc.edu, and Ms. Steckel at (334) 
242-5600 or Carol.Steckel@medic-
aid.alabama.gov.  ■

factors.”
Mr. Folkemer says that Maryland’s 

Medicaid program is seeing a tre-
mendous growth in eligibility. “We 
probably had somewhere in the 
neighborhood of 50,000 people over 
what the appropriation was for,” he 
says. “In dollar terms, that’s close to 
half a billion dollars over what we 
had planned for in the budget. In 
terms of the general state share of 
that, we are in the neighborhood of 
[about] $150 million short of what 
we need.”

About $150 million in deficiency 
appropriations are being proposed 
to cover Medicaid’s expected short-
fall for this fiscal year. 

“We are still waiting for our state 
general assembly to act on that, but 
that is what is expected,” says Mr. 
Folkemer.

Growth has surged as of July 
2008, both because of the onset of 
the recession and the expanded cov-
erage to parents. Those two factors 
have resulted in a steady climb in 
enrollment over the past 18 months. 
This is expected to continue for a 
period of time even after the econ-
omy improves. 

“When we originally did the 
expansion of the parents, we weren’t 
anticipating the recession,” says Mr. 
Folkemer. “We thought there would 
be a bump in enrollment for the first 
six months or so, but [it] has been 
steady over that whole period. There 
is no evidence that it has slowed 

down yet, and it is still growing even 
now. I don’t know at what point we 
would expect the growth to stop.”

Three rounds of cuts
Maryland Medicaid made three 

rounds of cuts during FY 2010, in 
July, August, and November 2009. 
Most of the cuts were to provider 
rates.

“There were some funds available 
in certain accounts that got shifted 
to cover some of the shortfall. Even 
with that, we had $150 million that 
we had to make up for through the 
deficiency appropriation,” says Mr. 
Folkemer.

Optional services were main-
tained, as it was determined they 
weren’t going to offer any significant 
savings. “For the most part, if we 
did cut them it wouldn’t really pro-
duce any savings. People could just 
get comparable services somewhere 
else,” Mr. Folkemer explains. For 
example, if podiatry services were 
cut, enrollees might go to hospital 
outpatient clinics and get the same 
service at a higher cost. 

Although no further cuts are 
planned for FY 2010, the budget for 
FY 2011 has a number of additional 
cuts to Medicaid. “What we are 
doing is just continuing the cuts that 
we already started for this year,” says 
Mr. Folkemer. “Most provider rates 
are frozen, with no increases again.”

For the most part, provider rates 
were cut across the board. However, 
nursing homes have taken some of 
the most drastic cuts, both in FY 
2009 and again in 2010. During 
that period, long-term care commu-

nity providers had their rates frozen, 
then a 2% decrease in reimburse-
ment on top of that. 

For FY 2011, the budget proposes 
to increase the assessment on the 
nursing homes to 4%. “For nurs-
ing homes, the tax was increased 
by 2%, combined with a 2% rate 
increase on Medicaid,” says Mr. 
Folkemer. “The result is that nurs-
ing homes with an average percent-
age of Medicaid patients will have 
a net increase overall. Those with a 
low percentage of Medicaid patients 
will see a cut.”

For hospitals, a $45 million 
assessment over the second half of 
FY 2010, and an assessment totaling 
$123 million for FY 2011, was just 
approved by the state’s cost review 
commission. 

 “The hospitals certainly aren’t 
happy about the assessment. But 
given the budget situation in the 
state, and recognizing that they get 
the lion’s share of Medicaid pay-
ments, they reluctantly accepted the 
fact that they would have to bear a 
pretty big share of the reductions,” 
says Mr. Folkemer.

Half of the $123 million increase 
in assessment will be done as rate 
increases, which means that payers, 
including Medicaid, will bear half 
the burden. The other half is a cut 
that the hospitals themselves will 
have to absorb.

For physicians, rates will be 
frozen. “They will not be getting 
increases that they had been get-
ting for a number of years,” says 
Mr. Folkemer. “We had hoped 

Fiscal Fitness
Continued from page 1
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to be giving dentists some fairly 
substantial increases every year 
for three years. We did it the first 
year, but we haven’t been able to 
for the last two years.”

Access is being monitored, but so 
far significant problems haven’t been 
noted. Ongoing access problems 
with dental services and some spe-
cialties in certain areas of the state 
are a particular concern. 

“We haven’t seen any worsening 
of that situation, at least so far. This 
is somewhat surprising, given that 
we have 150,000 more people cov-
ered,” says Mr. Folkemer. “I think 
that may be because everybody 
understands the position we are in. 
We don’t have the money to increase 
the rates. Thus far, it seems that pro-
viders are doing their best to con-
tinue to see the Medicaid patients.”

Planned expansions
Maryland Medicaid had plans 

in the works to expand benefits 
to childless adults. They are cur-
rently covered under the state’s 
HealthChoice waiver as an expan-
sion population, but only with a 
limited benefit package of primary 
care physician, pharmacy, and out-
patient mental health services. 

The plan was gradually to expand 
their benefits over a three-year period 
until they got full Medicaid cover-
age, but that was put on hold. “The 
only expansion we’ve done there is 
that this January we started covering 
substance abuse services and hospi-
tal ER services,” says Mr. Folkemer. 

“But that’s a lot less of an expansion 
than we had originally planned.” 

Another planned expansion 
involves a pharmacy waiver that 
would cover higher income people, 
giving them a discount through 
the Medicaid program. “That is 
a relatively low-cost thing, but at 
this point we don’t have the startup 
money to kick it off,” says Mr. 
Folkemer. “There are a number of 
other things we would like to do, 
but they are just on hold for now.”

However, a few quality improve-
ment (QI) initiatives are currently 
under way and haven’t been slowed 
by the recession. “Our thinking is 
that if it is a QI that doesn’t really 
cost us anything and might save us 
something, then we should continue 
it,” says Mr. Folkemer. “We have a 
number of things going on in all dif-
ferent sectors, all affecting quality.” 

The cost review commission is 
working on initiatives to reward 
hospitals with lower readmission 
rates, lower hospital-acquired con-
ditions, and those that provide ser-
vices on an outpatient basis instead 
of inpatient. 

A budget-neutral initiative involves 
incentives for managed care orga-
nizations based on certain quality 
measures. “We are now trying to do 
the same thing with nursing homes, 
by paying extra for the highest per-
forming nursing homes,” says Mr. 
Folkemer. “That got delayed a couple 
of years by the legislature, but we are 
going to be starting that in July 2010.”

Mr. Folkemer says that, currently, 

his biggest concern is how the state 
will be able to afford the continued 
increase in enrollment, for how-
ever long it lasts. A related con-
cern is what will happen when the 
enhanced federal match ends, even 
if it’s extended through FY 2011. 

“We hadn’t heard anything at all 
about FY 2012. If nothing happens, 
right away that creates almost an 
$800 million hole for that year,” says 
Mr. Folkemer. “Unless the economy 
is really turned around by that time, 
you may be looking at another sig-
nificant round of cuts.”

Taking an optimistic view, the 
Maryland FY 2011 budget assumes 
the extended match will continue 
through the end of that fiscal year. 
“If for any reason it doesn’t continue, 
that will leave a $400 million hole 
in the budget,” says Mr. Folkemer. 
“So, if it doesn’t happen, we will 
have to figure out how to cover it. 
But in planning the budget, we had 
to assume one way or the other.” 

While Mr. Folkemer says there is 
no indication of improved revenue 
in Maryland, he acknowledges that 
many other states are in consider-
ably worse fiscal situations. “And 
that is frightening, considering how 
bad we are,” he says. “I don’t think 
anybody anticipates that things are 
going to start turning around in the 
near future. Everyone is assuming 
that throughout FY 2011, at least, 
it’s still going to be very tough.”

Contact Mr. Folkemer at (410) 
767-4139 or FolkemerJ@dhmh.state.
md.us.  ■

More than 3 million more 
people were enrolled 
in state Medicaid pro-

grams in June 2009 compared to 
the previous June, according to a 
February 2010 analysis by the Kaiser 
Family Foundation’s Commission 

on Medicaid and the Uninsured 
(KCMU) in Washington, DC. This 
is the biggest one-year increase in 
enrollment since the program’s early 
implementation in the 1960s. Also, 
for the first time since the early 
1990s, enrollment has gone up year 

to year in all 50 states.
Another February 2010 KCMU 

report, “Medicaid’s Continuing 
Crunch in a Recession: A Mid-
Year Update for State FY 2010 
and Preview for FY 2011,” says 
that 44 states and the District of 

Mid-year cuts to Medicaid are on the table for more
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Columbia are experiencing higher-
than-expected program enrollment, 
resulting in increased spending 
for FY 2010. At least 29 Medicaid 
directors say they are considering 
additional mid-year cuts in provider 
rates and program benefits. 

Robin Rudowitz, one of the 
authors of the KCMU report, says 
she was well aware that enrollment 
and spending pressures were going 
up, based on her ongoing discus-
sions with Medicaid directors but 
was somewhat surprised by the rate 
of increase and the number of states 
experiencing high enrollment.

“This has been a similar story 
for a little while, but it seems that 
the intensity of the pressure on 
the program is growing,” says Ms. 
Rudowitz, a principal policy analyst 
for KCMU and former Medicaid 
director in the Office of Legislation 
at the Centers for Medicare & 
Medicaid Services (CMS).

“Medicaid directors certainly 
have a hard job these days. They are 
a dedicated group of professionals 
working very hard to balance fiscal 
constraints with the needs of the 
beneficiaries,” says Ms. Rudowitz. 
“While states need to deal with mid-
year cuts for 2010 immediately, they 
also need to look forward to the next 
fiscal year.” 

Even when the economy begins 
to recover, the employment rate 
and Medicaid case growth are likely 
to be lingering problems for states. 
“Many states are saying that 2011 
and potentially even further ahead 
are going to be even more difficult 
than what they’ve already experi-
enced,” says Ms. Rudowitz. “It can 
take two or three years to get back 
up to pre-recession levels of employ-
ment and revenue.”

At the same time, of course, 
budget crunches make it harder 
for states to pay for the increased 
demand. “During the last down-
turn, and during this one this far, 
states have already done a lot of cost 
controls. So, they are really getting 

into some core program cuts,” says 
Ms. Rudowitz. “As revenue tends to 
deteriorate and states are left with 
even fewer good options for cuts 
to the program, we are seeing more 
states looking at benefit cuts.”

New enrollees less costly
“The health reform bill’s expan-

sion of Medicaid will have a large 
cost and enrollment growth impact 
on Utah’s program,” says Michael 
Hales, Utah’s Medicaid director.

While Utah’s Medicaid pro-
gram had projected a 12% caseload 
growth from July 2009 through 
June 2010, an annual growth rate of 
15% is expected. While this is a bit 
higher than projected, a higher per 
member/per month cost was also 
projected. 

Although supplemental funding 
was needed to get through FY 2010, 
as there wasn’t any growth built into 
the budget from the last legislative 
session, Hales says that “overall, we 
are pretty close to where we are pro-
jected being.”

In part, this is because the costs 
associated with the new enrollees 
is less than what the previous base 
had been. This is because additional 
children and parents became eligible 
for Medicaid during the downturn. 

“So, it’s changed the mix of our 
enrollment population,” says Mr. 
Hales. “When the economy started 
to falter, the biggest enrollment we 
have seen has been in our lowest-
cost groups, which are children and 
their parents. They generally cost 
less to cover than our elderly, dis-
abled, and pregnant women.” While 
those populations have been pretty 
constant in their enrollment, the 
lower-cost groups have increased at 
a higher rate. 

“When the economy improves, we 
expect that a lot of these people would 
come off of our enrollment rolls,” 
says Mr. Hales. “We will go back to 
our more traditional enrollment base, 
which tends to have a higher cost 
structure, versus our current mix.”

Payers sharing burden
For the previous five months, 

Utah Medicaid has seen 1,400 to 
1,800 additional enrollees com-
ing onto the program. “We haven’t 
seen a month with a negative net on 
the program since November 2007. 
And we are still seeing very steady 
growth,” says Mr. Hales. “Given the 
overall state of our budget in Utah, 
we did spend a lot of time working 
with our legislature looking for ways 
to save money.”

During the last legislative session, 
cuts were made to reimbursement of 
inpatient services, including some 
cuts that didn’t take effect until this 
year. A two-tier implementation 
involved a 15% reduction effective 
on July 1, 2009, with an additional 
17% reduction that is scheduled to 
take effect July 1, 2010. 

“As a result, the hospitals have 
worked with our legislature to get 
a hospital provider assessment in 
place to trade off some of those 
reductions,” says Mr. Hales. “They 
had to come together and decide 
that was what they wanted to do, 
rather than take an additional level 
of cuts. By getting an assessment 
imposed, they could at least keep 
their rates closer to what they had 
been.” The assessment will be retro-
active for payments dating back to 
Jan. 1, 2010.

During the same legislative ses-
sion, pharmacies were given an 
additional reduction of 5% in their 
reimbursement as of July 1, 2010. 
Also, outpatient and ambulatory 
surgical procedures received an 11% 
reduction in payment. “They made 
those cuts effective in our current 
fiscal year, so we had to work to 
make those changes immediately,” 
says Mr. Hales. Provider rate reduc-
tions for outpatient services alone 
will save about $4 million, while the 
pharmacy reimbursement cuts will 
save about $1 million.

For the most part, Utah 
Medicaid’s optional services already 
had been eliminated. Dental cov-
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erage for the adult population was 
eliminated as of July 1, 2009, which 
saved about $2 million in state gen-
eral funds. There was some discus-
sion about getting a small amount 
of funding for emergency dental 
services for that population, but 
this didn’t occur. One-time funding 
is being used to cover physical and 
occupational therapy through June 
30, 2010, and, although this was 
being looked at as a possible cut, it 
was funded for FY 2011. 

Initiatives still under way
Utah Medicaid is working to 

make its premium subsidy pro-
gram, which is part of its Section 
1115 waiver, easier to access. The 
program, called Utah Premium 
Partnership for Health Insurance, 
allows a subsidy to be paid for 
adults or children who purchase 
private health insurance. However, 
it requires that the insurance be 
employer-sponsored. 

“We have been looking into 
expanding that to individual health 
insurance policies, COBRA, and 
the state’s high-risk pool,” says Mr. 
Hales. “CMS approved an amend-
ment for COBRA participation but 
still hasn’t acted on the others. That 
is something that we continue to 
pursue.”

Waste, fraud, and abuse is another 
current concern. “Over the next year 
or so, we are going to be working 
more aggressively on looking at the 
accuracy of our payments. We will 
be investing some money into better 
screening for inappropriate claims,” 
says Mr. Hales. “We think we could 
be recovering more if we could get 
some more tools there.”

Utah received a CMS grant for a 
multistate pilot initiative for medi-
cal homes. “We are going to be 
working with the state of Idaho to 
test out some theories on medi-
cal homes with the delivery of care 
for children,” says Mr. Hales. If the 
strategies are found to be effective 
for both states, these could be uti-

lized on a regional or national basis. 
An all-payer database and a clinical 
information exchange tool will be 
incorporated into the pilot.

“Utah is doing a lot with health 
reform in general. I think that the 
bigger infrastructure that the state 
is investing in will have downward 
pressures on costs as a whole and 
will allow Medicaid to participate in 
that savings,” says Mr. Hales.

The all-payer database will give 
Medicaid a benchmark to see how 
its payments compare with those of 
private insurers. The clinical infor-
mation exchange tool will reduce 
the number of duplicate tests that 
are performed on an individual, 
because a physician in one part of 
the state can now access test results 
from a different physical location or 
hospital network. 

“We think we will see some sav-
ings through that,” says Mr. Hales. 
“We have an advance planning 
schedule, approved by CMS, to do 
a really comprehensive assessment of 
our HIT needs, so we can plan for 
the other changes we need to make. 
We are just starting that evaluation 
process.”

Growth was planned 
“There’s no question that the eco-

nomic downturn has driven more 
people to apply and qualify for MO 
HealthNet, our Medicaid program 
in Missouri, but the caseload growth 
had been anticipated,” says George 
L. Oestreich, PharmD, MPA, dep-
uty division director of clinical ser-
vices for the Missouri HealthNet 
Division of the Department of 
Social Services.

The strategy for FY 2010 was to 
conduct a comprehensive review 
of the entire Medicaid platform. 
Potential cost-containment mea-
sures were identified that would not 
threaten enhanced federal funding. 

“We pursued those that made the 
most sense, while preserving access 
to quality health care services,” says 
Mr. Oestreich. Use of generic medi-

cations was increased, the ability to 
review the prescription of psycho-
tropic medications was enhanced, 
and management of both high-cost 
users and reimbursement categories 
was improved.

“For certain provider and service 
classes, we have moved Medicaid 
reimbursement rates more into 
line as a percentage of Medicare 
rates,” says Mr. Oestreich. “We 
always make these decisions with 
a focus on maintaining access to 
care. Better management of these 
reimbursement categories will help 
us maintain that access within the 
overall budget constraints.” Durable 
Medical Equipment (DME) reim-
bursement and advanced imaging 
utilization management are two 
examples. 

“We are committed to contain-
ing costs through comprehensive 
program review, identification of 
opportunities for more efficient 
program management, and mainte-
nance of cost avoidance and recov-
ery efforts,” says Mr. Oestreich. “We 
do not, at this time, anticipate eligi-
bility reductions or wholesale elimi-
nation of specific optional Medicaid 
services.”

Trish Riley, director of the 
Governor’s Office of Health Policy 
and Finance in Augusta, ME, says, 
“Like most states, Maine is con-
tinuing to experience the challenges 
of this unrelenting recession. We 
have made proposals for significant 
Medicaid cuts, which our legislature 
is now deliberating as they tackle 
the biennial budget. We maintain 
eligibility, but do focus on benefits 
and some targeted provider cuts.”

The latest numbers from 
MaineCare, the state’s Medicaid 
program, show that from February 
2009 to January 2010, MaineCare 
enrollment grew 6.33%, or by more 
than 22,000 people. “Importantly, 
that enrollment shows no signs of 
abating. It has grown by at least 
2,000 people every month in the 
last several months,” says Ms. Riley. 
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Contact Mr. Hales at (801) 538-6689 
or mthales@utah.gov, Mr. Oestreich at 

George.L.Oestreich@dss.mo.gov, Ms. 
Riley at (207) 624-7442 or Trish.Riley@

maine.gov, and Ms. Rudowitz at (202) 
347-5270 or RobinR@kff.org.  ■

State Medicaid programs face 
budget shortfalls of $140 billion 
for FY 2011, if the enhanced 

federal medical assistance percent-
age (FMAP) expires on Dec. 31, 
2010, according to a February 2010 
survey done by the Washington, 
DC-based National Association of 
State Medicaid Directors. 

However, some Medicaid directors 
are already counting on the exten-
sion of the enhanced federal match, 
provided through the American 
Recovery and Reinvestment Act 
(ARRA) of 2009, in their planning 
for FY 2011. Others are planning 
for the worst-case scenario.

While eligibility is protected right 
now because of the ARRA require-
ments, if the funds are not extended, 
along with the maintenance of effort 
requirements, some states, includ-
ing Arizona and California, “will 
be looking at pretty severe enroll-
ment cuts,” according to Robin 
Rudowitz, former Medicaid direc-
tor in the Office of Legislation at the 
Centers for Medicare & Medicaid 
Services (CMS). “Other states are 
assuming that the ARRA funds will be 
extended. If that doesn’t happen, then 
they will have to make even larger cuts 
than they had planned to.”

Plan for the worst
Trish Riley, director of the 

Governor’s Office of Health Policy 
and Finance in Augusta, ME, says 
that in the hopes that the enhanced 
FMAP would be extended by six 
months, “we budgeted a placeholder 
of $35 million.”

In contrast, Utah’s legislature 
worked under the assumption 
that ARRA funding would not be 
extended. All decisions were made 
based on that assumption. “The 
ARRA funding provided about $56 

million of additional federal fund-
ing to use in the state budget plan-
ning process,” says Michael Hales, 
Utah’s Medicaid director. “On top 
of that, the CMS decision to allow 
funding to be used on the ‘clawback’ 
payments for Medicare Part D drug 
prescriptions gave our state an addi-
tional $17 million in one-time sav-
ings that have been factored into the 
budget.” 

The Oregon Department of 
Human Services’ department’s bien-
nial budget covers the two years 
starting July 1, 2009 and ending 
June 30, 2011. In building the bud-
get and developing caseload projec-
tions for Medicaid programs, the 
department took into consideration 
that the recession would increase the 
number of new people becoming 
eligible for medical assistance and 
keep people eligible longer. 

“For this biennium, actual enroll-
ment has not exceeded the projec-
tions,” says Judy Mohr Peterson, 
PhD, director of the department’s 
division of medical assistance pro-
grams. Because the Medicaid bud-
get covers the two-year period 
ending June 30, 2011, and because 
Medicaid expenditures are currently 
tracking closely to the budget, no 
cuts are planned.

The department is currently 
developing its budget for the next 
biennium, which covers July 1, 
2011, through June 30, 2013. “The 
Medicaid budget assumes ARRA 
funding ends Dec. 31, 2010,” says 
Dr. Peterson. “The department is 
assuming the enhanced Medicaid 
funding provided by ARRA will 
not be available for the 2011-2013 
biennium.”

As standard procedure when 
developing the budget, the depart-
ment is required to provide the 

department of administrative ser-
vices a list of reduction options that 
it can consider in the development 
of the governor’s recommended 
budget, due in December 2010. “It 
is anticipated there will be a signifi-
cant gap between what is needed to 
continue operating existing pro-
grams and the revenues available,” 
says Dr. Peterson. 

In addition, caseloads in long-
term care grew by 2.5% since the 
adoption of the budget. “This is 
putting major pressure on our bud-
get,” says James Toews, director of 
the department’s senior and people 
with disabilities programs. “We 
are exploring several management 
options to stay within our legisla-
tively adopted budget for this bien-
nium. None have been finalized at 
this time.”

Mr. Toews adds that for long-
term care, “we are anticipating a 
significant gap between the needed 
revenues and the continuing case-
load growth and operations of exist-
ing programs.”

Is ARRA enough?
Kenneth S. Fink, MD, division 

administrator of Med-QUEST, 
Hawaii’s Medicaid program, says 
that increased enrollment has 
resulted in a budget shortfall. “As 
Medicaid eligibility changes are not 
allowed under ARRA, adjusting 
benefits and provider rates are the 
main tools that states have available 
to them,” says Dr. Fink. “We are 
also pursuing efficiency improve-
ments and reductions in state-only 
funded programs.”

Looking ahead to FY 2011, Dr. 
Fink says, “we need to make the 
necessary adjustments, so that our 
Medicaid expenditures are aligned 
with our appropriation. We need 

Medicaid braces for ARRA funding “cliff ” 
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to make changes to address the bud-
get gap. An extension of FMAP, while 
helpful, would still require program-

matic changes.”
Contact Dr. Fink at kfink@medic-

aid.dhs.state.hi.us, Dr. Peterson at (503) 

945-6929 or judy.mohr-peterson@state.
or.us, and Mr. Toews at (503) 945-6478 
or james.d.toews@state.or.us.  ■

In the past, North Carolina’s 
dual-eligibles were unable to par-
ticipate in the state’s care coordi-

nation network, unless they opted 
in. An individual had to request 
to be assigned to a medical home, 
in which case they would receive 
enhanced services, such as disease 
management.

First, an aged, blind, and dis-
abled (ABD) initiative was started 
statewide in October 2008, which 
enhanced services available to par-
ticipants. 

“Our Community Care of North 
Carolina (CCNC) Networks devel-
oped a hospital transition program 
that includes pharmacists provid-
ing medication reconciliation,” says 
Chris Collins, deputy director of 
North Carolina’s Office of Rural 
Health and Community Care and 
assistant director of the Division of 
Medical Assistance–Managed Care. 

“Most of our networks receive 
real-time data from the hospitals,” 
says Ms. Collins. “The networks 
care manager is often able to initi-
ate contact with recipient inpatient, 
and, together with the hospital, 
begins the process of transitioning 
the recipient back to the primary 
care provider.”

Key components of the process 
include reconciling the medications 
between claims, the primary care 
record, hospital record, and medi-
cations in the home environment, 
and ensuring that the recipient is re-
linked quickly with the primary care 
provider post-discharge. 

Switch to “opt out”
The ABD population is com-

prised of two eligibility types, one 

that has only Medicaid and one 
that is dually eligible, having both 
Medicare and Medicaid. North 
Carolina’s managed care is a primary 
care case management (PCCM) 
model, not a managed care organi-
zation (MCO) model. 

However, this doesn’t change the 
Centers for Medicare & Medicaid 
Services’ guidance that prohibits a 
state from mandating that a dual- 
eligible recipient participate in a 
managed care program. For this 
reason, individuals had to opt in in 
order to receive the services of the 
network. 

To increase participation, the 
state plan amendment was just 
changed to move to an “opt out” 
system. “Individuals are now being 
enrolled in the PCCM model, but 
may request to opt out of the pro-
gram,” says Ms. Collins. “We want 
to be able to offer the same level of 
medical home and network services 
such as care management, disease 
management, transition care, and 
pharmacy services to our high-risk, 
dually eligible recipients.”

In order to be considered as a 
medical home, a provider must sign 
a Carolina Access agreement with 
the division of medical assistance. A 
Carolina Access provider who wishes 
to join his or her local CCNC net-
work will enter into a separate con-
tract with the regional network that 
includes additional requirements, 
such as being audited for quality 
measures. 

“However, if an individual has 
been seeing a family doctor for years 
and is suddenly assigned to another 
primary care provider who partici-
pates in managed care, that person 

would logically opt out to maintain 
the relationship they have with their 
doctor,” says Ms. Collins. 

For this reason, the initial strategy 
is to bring in individuals who already 
have relationships with one of the 
participating providers. At the same 
time, managed care consultants are 
actively recruiting new primary care 
providers into the Carolina Access 
program. “Over the past year, they 
have enrolled over 120 new primary 
care practices,” says Ms. Collins. 

Data gaps are challenging
“One of the strengths of the 

North Carolina system is that we 
have the vast majority of claims data 
in a single system that is available to 
the networks and the primary care 
providers through an informatic 
center that the networks have devel-
oped,” says Ms. Collins. 

In spite of this robust data set for 
the dually eligible, Medicaid is miss-
ing key claims. Prescription drugs 
are purchased through multiple 
Medicare Part D plans, and, as such, 
are not captured in payment sys-
tems. “This is highly important data 
for this population and limits our 
pharmacy efforts to medical records 
and home visits,” says Ms. Collins. 
“Claims can be a highly effective 
way to identify some medication 
errors and create care alerts.”

As Medicare is the primary payer, 
providers may elect not to file for 
Medicaid’s secondary payment. This 
is particularly likely if no or minimal 
payment is owed. “States have been 
offered the opportunity to secure 
Medicare data, but there is a cost 
associated with retrieval, integra-
tion, and storage,” says Ms. Collins.

North Carolina Medicaid switches to “opt out” for its duals
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Prevent readmission
Preventing hospital readmis-

sions is a primary goal of the new 
ABD initiative. The emphasis is 
on transitional care and medica-
tion reconciliation. 

“We reviewed the literature on 
readmissions. We found that for 
the population that goes in and out 
of the hospital, it often happens 
because there’s no intervention post-
discharge,” says Ms. Collins.

For example, a discharged patient 
may fail to see his or her primary 
care physician within 30 days. 
While primary care physicians used 
to routinely see their patients who 
were admitted to the hospital, this is 
no longer the case.  

“Hospitals have internists, and so 
it is not uncommon that when the 
patient is admitted, the primary care 
physician isn’t even notified,” says 
Ms. Collins. “That patient can be 
discharged on a new set of medica-
tions that the primary care physician 
isn’t aware of. That is the piece our 
care coordination team is closing the 
loop on.” 

In some cases, the primary care 
physician is provided with a list of 
medications for Medicaid recipients. 
“But for the duals, the list is missing 
the claims details,” says Ms. Collins. 
“We can’t say, ‘Here is the fill history 
for this person.’ But at least through 
our transition program, we know 
what has been prescribed by the pri-
mary care provider, the hospital, and 
what medications are in the home. 
Then we can close the loop with the 
primary care physician and provide 
significantly more information.”

Care managers are part of the clin-
ical team and often have space right 
in the primary care offices. They 
generally have access to the medical 
record, so they can see what the pri-
mary care provider has prescribed. 
“Increasingly, they have access to the 
hospital record,” says Ms. Collins. 
“All these tools assist the pharmacist 
with medication reconciliations and 
provide the primary care provider 

with clinically relevant recommen-
dations.”

Recently, a state law was modified 
to allow mental health information, 
such as psychiatric medications, to 
be exchanged with the patient’s pri-
mary care physician. “This has fur-
ther assisted us in making sure that 
patient’s medications are not [con-
traindicated],” says Ms. Collins. 

Stronger relationships
The ABD population has higher 

rates of comorbid conditions, and 
often has multiple disease states. 
“So, they’re different than the popu-
lation in our disease management 
programs. We have found they fre-
quently have overlap with mental 
health and substance use,” says Ms. 
Collins. 

To address these unique needs 
of the ABD population, stronger 
relationships were needed between 
the care coordination networks and 
Local Management Entities (LMEs). 
LMEs work with local mental health 
providers to move services to out-
of-state facilities and strengthen the 
mental health services available in 
the communities. 

“We are partnering with our 
LMEs on this,” says Ms. Collins. 
“For example, if this patient is 
admitted for psychosis, how can we 
bring our systems together to do 
the transition? The goal is to bring 
the CCNC and LME networks 

closer together for joint planning, 
so that the whole person’s needs are 
addressed.”

Similarly, the LMEs are closely 
tied to the state mental health facili-
ties. If a patient has just been dis-
charged with uncontrolled diabetes, 
the two entities work together to be 
sure their medical needs are met. 

Readmission rates are expected to 
decrease as a result of these activities. 
However, fiscal constraints mean 
there is a need to focus on immedi-
ate cost savings as opposed to long-
term quality improvement gains.

“The infrastructure was built for 
the long haul, and we’ve [had] cost 
savings that resulted from the higher 
quality of care,” says Ms. Collins. 
“But that is very different from the 
current budget crisis, which is forc-
ing the division of medical assistance 
to look for immediate cost savings 
opportunities.” 

During the last round of budget 
cuts, provider rates were cut, but 
E/M codes that primary care provid-
ers use were protected. “We tried to 
protect our medical homes, which 
was a very positive message to our 
primary care providers,” says Ms. 
Collins. “Our state has a long his-
tory of promoting medical homes, 
as well as patients having strong rela-
tionships and access to primary care 
providers.”

Finally, the CCNC Networks 
have entered into a direct contract 
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with CMS for a 646 demonstration. 
This will initially manage the care of 
30,000 dually eligible beneficiaries 
receiving care in 150 practices in 26 
counties. 

“If a readmission or a hospitaliza-

tion for the duals is prevented, those 
savings go to Medicare,” says Ms. 
Collins. “And if we are transitioning 
folks back into the community and 
preventing a nursing home admis-
sion, then Medicaid is the benefi-

ciary of that. So, with good care of 
duals, both sides benefit.”

Contact Ms. Collins at (919) 
855-4780 or chris.collins@dhhs.nc. 
gov.  ■

Editor’s Note: This story is the first 
part of a two-part series on improv-
ing care of high-risk youth enrolled in 
Medicaid. This month, we cover the 
challenges of this population and new 
approaches being used. Next month, 
we examine the impact of improved 
quality on subsequent contacts with 
the juvenile justice system.

Children and youth enrolled 
in Medicaid are more likely 
to have mental health needs, 

including serious mental health 
needs, than children in the general 
population. Those with serious emo-
tional and behavioral health chal-
lenges are a high-utilizing, high-cost 
child population.

“Certain Medicaid child popula-
tions, such as children in foster care, 
have particularly high behavioral 
health service use,” says Kamala 
Allen, director of child health qual-
ity at the Center for Health Care 
Strategies (CHCS) in Hamilton, NJ.

Early detection and intervention 
is improved through effective imple-
mentation of early and periodic 
screening, diagnostics and treat-
ment, and of Medicaid managed 
care organizations (MCOs) to orga-
nize and deliver care, according to 
Ms. Allen. “Early intervention and 
more coordinated care can amelio-
rate, and in some cases, avoid seri-
ous behavioral health needs among 
these children,” she says. 

Conversely, missed early oppor-
tunities for screening, diagnosis, and 
treatment have the opposite effect. 
Too often, this results in long-term 
reliance on high-cost services and 
poor health-related outcomes for 

these children and youth. 
For children with serious behav-

ioral health challenges, new care 
management and risk adjustment 
strategies, along with effective 
home- and community-based ser-
vices, have emerged. “These can 
help to decrease overreliance on 
expensive hospital and residential 
care and address inappropriate poly-
psychotropic medication use, which 
is another barrier to quality care for 
this population,” says Ms. Allen. 

Ms. Allen says that the increased 
focus on providing quality care 
under the Medicaid program is “a 
high-opportunity leverage point to 
provide evidence-informed services 
and customized care management 
approaches to these populations 
that take into account their unique 
needs.”

Approaches are tested
CHCS worked with a multistate 

collaborative of MCOs to iden-
tify ways to deliver better, more 
cost-effective care to this group. 
The CHCS “Collaborative on 
Improving Managed Care Quality 
for Youth with Serious Behavioral 
Health Needs” tested some of these 
approaches.

Participating Medicaid MCOs 
implemented programs in these 
three areas, using a data-driven 
approach:

— developing care management 
programs targeted to children and 
youth who were likely, based on 
screening or prior utilization, to be 
high utilizers of intensive services;

— educating primary care physi-
cians about the appropriate screen-

ing and treatment of children and 
youth for depression;

— avoiding or reducing the use 
of inpatient psychiatric hospitals 
and long-term, high-cost residential 
services among children for whom 
placements or continued stays were 
not clinically indicated.

Strategies involved the develop-
ment and use of community-based 
mobile crisis and response systems, 
and education of providers and 
agencies responsible for the refer-
ral of children and youth into resi-
dential treatment settings. Provider 
“profiling” identified residential 
providers with large numbers of 
“discharge-ready” children. 

As a result of implementing some 
of these approaches, ValueOptions–
New Jersey, then the administra-
tive services organization for New 
Jersey’s children’s behavioral health 
program, achieved a reduction in 
the census of children in out-of-
home placement in the state. Length 
of stay was reduced for those chil-
dren who remained in care. 

After implementing a hospi-
tal diversion program to reduce 
the number of children and youth 
entering that level of treatment, 
King County Mental Health Plan 
in Washington State increased the 
number of children served in home- 
and community-based settings by 
50%. In addition, the potential hos-
pital admissions that went through 
the community-based alternative 
screening process increased from 
7% to 22%.

Challenges are many
Even simply identifying the 

Cost-effective care for high-risk youth in Medicaid
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population is difficult. Youth with 
serious emotional disorders do not 
cluster into any one Medicaid eli-
gibility category. They are in both 
the generally “healthy” Temporary 
Assistance for Needy Families popu-
lation and the high-need foster care 
and Supplemental Security Income 
(SSI) eligibility groups. 

“There is no Medicaid eligibility 
code for these children, as they are rep-
resented across eligibility categories,” 
says Sheila A. Pires, senior consultant 
to the CHCS collaborative. “They 
often do not meet eligibility criteria 
for SSI and thus are only minimally 
captured in the SSI population.”

There are often financing incen-
tives that drive institutional rather 
than home and community-based 
treatment. Other challenges include 
changing provider practices, work-
ing with system partners, such as 
child welfare, in which these chil-
dren also are involved, and “effec-
tively engaging youth and families as 
full partners in care,” says Ms. Allen. 

Contact Ms. Allen at (609) 528-
8400 or kallen@chcs.org.  ■

Research looks 
at children in ED 

Recognizing and re-empha-
sizing the fact that children 
are a distinct population of 

patients in the ED, the American 
Academy of Pediatrics, the American 
College of Emergency Physicians 
(ACEP), and the Emergency Nurses 
Association (ENA) have released a 
joint policy statement that includes 
guidelines for the care of children in 
emergency departments. The state-
ment was published online in the 
journal Pediatrics.1

“We wanted to draw attention 
to the role that children play in 
the overall scheme of the ED,” says 
Alfred Sacchetti, MD, FACEP, chief 
of emergency services at Our Lady of 
Lourdes Medical Center, Camden, 
NJ; a spokesman for ACEP; and 
a member of the committee that 
developed the guidelines. “The 
Centers for Medicare & Medicaid 
Services, The Joint Commission, 
and others have been establishing 
sets of standards for adult patients, 
and part of this effort was to say that 
we also want to have the same atten-
tion focused on the children — in 
other words, don’t let the kids get 
lost in the overall avalanches of pro-
tocols being launched by other orga-
nizations.” 

The guidelines should be par-
ticularly helpful for EDs in com-
munity hospitals, adds AnnMarie 
Papa, MSN, RN, CEN, FAEN, 
president-elect of ENA for 2010. 
“When you think about pediat-
ric care, most children’s care for 
emergencies is done in community 
emergency facilities,” Papa says. In 
light of the fact that the Institute 
of Medicine has called care of chil-
dren “uneven,” “We wanted to 
address that,” she says. “Hopefully 
our statement provides a good 
overview about what a basic com-
munity hospital needs.”  ■
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Dear State Health Watch reader:

We would like your help in compiling some information about the issues we cover in State Health Watch.  Below are
some questions that ask about current topics in health care and what you foresee as upcoming issues.  Additionally,
we'd like to know a little about you and how you use State Health Watch.

Instructions:  Fill in the appropriate answers and answer open-ended questions in the spaces provided.  Return the
questionnaire in the enclosed postage-paid envelope by July 1, 2010.

1.  What best describes the field in which you work?

2.  Are the articles in State Health Watch written about issues of importance and concern to you?

Questions 3-10 ask about coverage of various topics in SHW.

3. medicaid managed care A B C D

A B C D

A B C D
A B C D
A B C D
A B C D
A B C D
A B C D

4. money-saving tips

5. SCHIP
6. outcomes/quality
7. health plan liability
8. uninsured and access to coverage
9. prescription drug regulation
10. Medicaid waiver requests

11.  How would you describe your satisfaction with your subscription to State Health Watch?

A. government

B. insurance or managed care

C. decision support, data analysis, computer systems

D.academia, research, or advocacy organization

A. always D. rarely

B. most of the time E. never

C. some of the time

A. very useful B. fairly useful C. not very useful D. not very useful at all

A. very satisfied

B. somewhat satisfied

C. neither satisfied or dissatisfied

D. somewhat dissatisfied

E. very dissatisfied

12.  What topics would you like to see covered in State Health Watch?

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________



13.  What are the top three issues or pressures you face in your job right now?

14.  What programs, ideas, or solutions would you like to share with State Health Watch readers?

15.  What do you like most about State Health Watch?

16.  What do you like least about State Health Watch?

OPTIONAL CONTACT INFORMATION:

Name:_________________________________________________ Facility:_________________________________________

Address:________________________________________________________________________________________________

Phone:___________________________ Fax:___________________________ Email:_________________________________

17.  Do you plan to renew your subscription to State Health Watch?

A. yes
B. no

If no, why not?

18.  In which state or territory do you work?_______________________________________


