
With more than 100
provider pay-for-perfor-
mance (P4P) programs

operating nationally, analysts are
beginning to identify fundamental
l e s s o n s
that can be
used to
grow the
effort and
make it even more effective.
Although far more prevalent in the
commercial sector and Medicare,
incentive programs also are emerging
in Medicaid as a way to improve
health care services and outcomes and
the Center for Health Care Strategies

(CHCS) recently looked at the expe-
riences of seven California Medicaid
managed care plans that are imple-
menting incentive programs as the
Local Initiative Rewarding Results
(LIRR) project funded by the
California HealthCare Foundation,
one of seven initiatives within the
Rewarding Results Program, a
national initiative of the Robert
Wood Johnson Foundation and the
California HealthCare Foundation to
test provider performance incentive
strategies.

Over the past three years, some

With state Medicaid agen-
cies reporting that drug
costs are a major driver

of overall program spending
growth, some states are looking for
ways to use clinical evidence about
the effectiveness of specific drugs or
drug classes to curtail pharmacy
costs while also ensuring benefi-
ciary access to needed drugs.

A new Commonwealth Fund
issue brief discusses 2004 site visits by
the National Academy for State
Health Policy and Georgetown
University to determine how six state
Medicaid agencies — California,
Florida, Kansas, Michigan, Missouri,
and Washington — manage their

pharmacy benefit. 
“There are lots of ways to manage

the drug benefit,” National
Academy for State Health Policy
senior program director Neva Kaye
tells State Health Watch, “and they
all can work.”

The issue brief summarizes the
states’ experience in these areas of
pharmacy benefit management: the
role of pharmaceutical and thera-
peutics committees convened by
Medicaid agencies in developing
preferred drug lists; use of prior
approval processes in managing the
pharmacy benefit and enforcing
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preferred drug lists, the Drug
Effectiveness Review Project sub-
scription service providing states
with comparative reviews of drug
effectiveness, and management of
behavioral health drugs.

• Pharmaceutical and therapeu-
tics committees. Many states use
preferred drug lists to ensure
Medicaid beneficiaries’ access to
needed medications, restrict inap-
propriate use of prescription drugs,
and contain pharmacy costs. States
rely on pharmaceutical and thera-
peutics (P&T) committees to pro-
duce actionable, evidence-based
recommendations that can be used
to develop the lists. Ms. Kaye says
P&T committees use clinical evi-
dence to evaluate drug merit on a
class-by-class basis. 

In some states, drugs that are
judged to be superior to others in
their therapeutic class are placed on
the preferred list. In some states, if
drugs are deemed therapeutically
equivalent, the preferred drugs are
identified based on cost, among
other factors. In other states, clini-
cal and cost factors are reviewed
simultaneously.

Most Medicaid agencies create
incentives for beneficiaries and
providers to use preferred drugs by
requiring them to obtain permission
before prescriptions for nonpre-
ferred drugs can be filled.
Sometimes, copayments are
imposed to encourage use of pre-
ferred drugs. States also have found
that educating physicians, pharma-
cists, and beneficiaries about the
preferred drug list, its purpose, and
evidence base also is important in
promoting compliance, especially in
states not requiring prior approval
or copayments. States also use the
lists to negotiate supplemental

rebates from drug companies.
Stakeholders in all six states and

Medicaid agency officials in all
states except Michigan emphasized
to the researchers the importance of
having practicing clinicians, ideally
from a range of professional disci-
plines, on P&T committees. Most
committees consist of doctors and
pharmacists who make recommen-
dations during formal meetings.
California’s committee, however, is
an informal advisory group com-
posed mainly of academic
researchers who don’t have in-person
meetings. Washington’s committee
includes a nurse and a physician
assistant, while Florida’s has a con-
sumer representative and requires
that at least one member represent
drug manufacturers. 

The P&T committees in the six
states don’t dictate which drugs
should be on the preferred lists. In
four of the states, the committees
make recommendations to state
officials, while in Florida and
Missouri they produce provisional
lists that are reviewed and ratified by
other committees. In five states, the
committees make decisions about
clinical equivalency of the drugs in a
particular therapeutic class by mem-
ber vote. In California, committee
members provide their recommen-
dations individually to state
Medicaid staff who compile the rec-
ommendations and staff analysis of
cost considerations to produce a
preferred drug list.

• Prior approval. Many states
report using a prior approval process
along with the preferred drug list.
Ms. Kaye says a well-designed prior
approval process can encourage
providers to comply with the list,
while also ensuring that beneficiaries
can access nonpreferred drugs under
clinically appropriate circumstances.
To be most effective, prior approval
should minimize administrative
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burdens on providers and the finan-
cial costs of administration for the
state agency.

Providers who want to prescribe
drugs not on the preferred list have
to submit a formal request to the
state Medicaid agency, which
approves requests after determining
that the drug in question is med-
ically necessary. In practice, accord-
ing to Ms. Kaye, most prior
approval requests are approved.

While some have argued that
the high approval rate for prior
approval requests signals a lack of
need for the technique, requiring
approval “appears to produce a sig-
nificant sentinel effect,” according
to the study. The site visits say the
prior approval process aligns physi-
cian prescribing patterns with the
preferred drug list and report com-
pliance rates of 85% to 95%.
States also require a high level of
coordination between prescribing
physicians and dispensing pharma-
cists in submitting prior approval
requests.

In most cases, states establish
clinical criteria to determine
whether a specific prior approval
request meets the definition of med-
ical necessity. Thus, if there is evi-
dence demonstrating that patients
with a history of heart disease are
more likely to suffer certain side
effects from a preferred drug than
from a nonpreferred drug, the state
might establish criteria granting
prior approval requests for the non-
preferred drug for beneficiaries with
a history of heart disease. In cases
where clear evidence doesn’t exist,
decisions are made by Medicaid
agency reviewers.

Two typical exceptions to a prior
approval process are emergency pro-
visions and “dispense as written”
(DAW) instructions. Emergency
provisions are intended to ensure
that prior approval system interrup-
tions don’t stand in the way of

dispensing necessary drugs. While
site visit states reported emergency
provisions are rarely used, advocates
and pharmacists in the states said
the emergency provisions don’t
always work as intended. Advocates
said pharmacists on occasion don’t
dispense needed medications, while
pharmacists said they are reluctant
to dispense emergency medications
for fear they won’t be reimbursed or
will be liable if anything happens to
the beneficiary.

DAW is a privilege granted to
physicians by states; of the six site
visit states, Florida, Kansas, and
Washington have experience with
it. Kansas eliminated the privilege
after finding that doctors used it to
override the preferred drug list
70% of the time. Florida also
reported problems. In Washington,
doctors were given the privilege
after agreeing not to oppose cre-
ation of a preferred drug list during
legislative debate. But it is available
only to doctors participating in the
Therapeutic Interchange Program,
which permits pharmacists to sub-
stitute a preferred drug when a
physician prescribes a nonpreferred
drug (without also writing DAW).
Although the state agency has been
concerned that the DAW privilege
might be used to circumvent the
prior approval process and the
Therapeutic Interchange Program,
Ms. Kaye reported early evidence
suggested it was being used mod-
estly and thus linking DAW to a
Therapeutic Interchange Program
might be a key to success of such
programs.

• Drug Effectiveness Review
Project (DERP). DERP is a collab-
orative partnership between states
and other government and non-
profit entities that conducts system-
atic, evidence-based reviews of
drugs. Based at the Oregon Health
& Science University in Portland,
OR, it currently has 19 members,

mostly state Medicaid programs.
Since its inception, DERP has

developed 12 drug class reviews com-
missioned by Oregon, Washington,
and Idaho, and 13 drug class reviews
commissioned by the larger DERP
collaborative. Each of the reviews is
updated based on new evidence every
six months. Together, the drug classes
that have been reviewed account for
more than half of all drug utilization.

DERP is a self-governing project,
with member organizations setting
priorities, determining which drug
class reviews to conduct, and devel-
oping key questions and inclusion
criteria for each review. The reviews
involve a comprehensive search of
the literature for all relevant articles,
including citations received as a
result of soliciting input from drug
companies. Articles are selected
according to inclusion criteria (based
on factors such as the patient popu-
lations, treatments, and outcomes
studied). Articles then are rated for
their methodological quality by at
least two independent reviewers.
Data from the included studies are
abstracted by two reviewers, allowing
the research team to synthesize the
results in various ways.

Ms. Kaye reported that among
the six site visit states, two made
DERP their sole source of evidence
to support decisions, two had at
least one alternate source, and two
did not participate in DERP.

Several states have indicated that
some stakeholders including doctors
and pharmacists questioned whether
preferred drug lists and prior
approval policies would really be
evidence-driven. Participation in
DERP has helped to convince some
skeptics that pharmacy management
decisions are based on clinical evi-
dence. Other stakeholders have
needed to be reassured that while
DERP reports and other products
inform states’ decision-making
processes, they don’t take the final
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decision-making out of the hands of
officials in their own states.

To date, according to Ms. Kaye,
most DERP reviews have focused on
whether there are differences among
a set of competing products in
classes such as statins for managing
cholesterol, proton-pump inhibitors
for gastrointestinal disorders, or
angiotensin-converting enzyme
inhibitors for lowering blood pres-
sure. To the extent that reviews show
few, if any, significant differences
among the competing products,
states can negotiate with manufac-
turers. Where there is evidence that
certain drugs result in better out-
comes, states can help to ensure that
these products are available to bene-
ficiaries. Ms. Kaye said future DERP
reviews might evaluate the effective-
ness of combination drugs, such as a
new drug that combines a choles-
terol medication with a treatment
for hypertension, or the effectiveness
of different dosage forms.

• Behavioral health pharmaceuti-
cals. In recent years, according to
Ms. Kaye, states have begun to con-
sider ways to manage behavioral
health pharmaceuticals because of
increases in cost as well as shifts in
utilization. Medicaid agencies in the
site visit states reported that drugs
that treat mental illnesses command
a greater proportion of their phar-
maceutical expenditures than drugs
for any other disease category. 

While behavioral health pharma-
ceuticals include many drug classes,
states report that atypical antipsy-
chotics and second-generation anti-
depressants are of greatest concern
because they are among the most
expensive and widely used drugs. Yet
the site visit states report they also
view these drugs as efficacious and
cost-effective.

States said prescribing for psy-
chotropic drugs must consider indi-
vidual response and tolerance for
side effects. As a result, site visit

states were concerned that managing
access through preferred drug lists or
other means could inadvertently
lead to psychiatric destabilization
and more costly acute or inpatient
care, which can be significantly
more expensive for states since fed-
eral Medicaid funds can’t be used for
services provided in institutions for
mental disease to beneficiaries
between the ages of 22 and 65.

Each site visit state also reported
that strong advocacy coalitions for
behavioral health issues make it
politically difficult to manage access.
It is anticipated that the new
Medicare Part D prescription drug
benefit might cause states to recon-
sider strategies to manage use of
behavioral health pharmaceuticals.
Because Medicaid agencies no
longer manage the drug benefit for
dual eligibles, state officials antici-
pate that behavioral health drugs
will represent a large share of their
remaining market. As a result, they
might consider implementing strate-
gies to manage the remaining high-
cost therapeutic classes, including
those drugs used to treat behavioral
health conditions.

Among the six site visit states,
four strategies to control access to
behavioral health drugs were in use,
though none widely. Two of the
strategies, preferred drug lists and

caps on the number of prescriptions
a beneficiary can have filled each
month, are not specific to behav-
ioral health pharmaceuticals. Four
states reviewed physician prescrib-
ing patterns for behavioral health
pharmaceuticals. Kansas, Missouri,
Michigan, and California use their
federally mandated drug utilization
review programs to manage behav-
ioral health pharmaceuticals. In par-
ticular, those states work to change
the practices of physicians who have
a history of suboptimal behavioral
health pharmaceutical prescribing
patterns.

Lessons learned
Ms. Kaye says that based on the

experiences of the site visit states, it
is important that states seeking to
apply clinical evidence to coverage
decisions 1) base coverage decisions
on comprehensive, high-quality
clinical evidence; 2) involve practic-
ing clinicians and local opinion
leaders in applying the evidence to
coverage decisions; 3) offer those
affected by the policies an opportu-
nity to provide input; and 4) ensure
that beneficiaries who need access
to nonpreferred drugs are able to
access those drugs when medically
necessary.

Call Ms. Kaye at (207) 874-6524
or by e-mail: nkaye@nashp.org. ■

3,300 physicians have been involved
in the LIRR project, touching the
lives of 350,000 babies, teenagers,
and parents. 

“While much still needs to be
evaluated, pay-for-performance pro-
grams represent an opportunity to
test whether incentive-based reim-
bursement can improve the delivery
of care for those who need it most,”
says CHCS senior vice president for

program Nikki Highsmith.
“Preliminary results from the pro-
ject show that simple, targeted
financial incentives can make a dif-
ference.” (See the story on p. 6 for
one LIRR plan’s experiences.)

The key lessons learned to date
from LIRR and other health plan
incentive programs include:

1. Promoting access and preven-
tive care. Recognizing the first step
in delivering health care to Medicaid
beneficiaries is simply getting them
“in the door,” incentives in Medicaid

Fiscal Fitness
(Continued from cover)
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often focus first on access measures
such as getting mothers in for pre-
natal care and well-baby visits, rather
than on clinical measures such as the
percentage of members with asthma
who have been prescribed a con-
troller medication. LIRR providers
targeted incentives for well-baby and
adolescent well-care visits, noting the
incentive dollars allowed them to do
more outreach to patients most in
need of care. As incentive programs
that initially focus on access and pre-
vention become more sophisticated,
rewards for improvements in chronic
care and specific clinical outcomes
can be added.

2. Engaging providers. Demon-
strating that a performance gap exists
between actual (what is provided)
and ideal (what should be provided)
care can be effective in getting
providers to participate in P4P pro-
jects. With one study indicating that
only 33% of physicians receive data
on the quality of care they provide,
LIRR participant San Francisco
Health Plan sends provider payment
checks based on goals met, but shows
the opportunity for further improve-
ment by also sending a voided check
showing the amount the provider
could have received had performance
been better. Ms. Highsmith reports
that for almost all the LIRR health
plans, getting the word out about
incentive programs and gaining
providers’ attention required creativ-
ity and sustained effort throughout
the project.

3. Selecting clear measures.
Measures used to evaluate physician
performance should be based on
solid clinical or practice-based evi-
dence that is accepted by the provider
community and for which a change
in behavior or practice will result in
measurable change, the report says.
Standardized measures such as the
Health Plan Employer Data and
Information Set (HEDIS) often are
adopted in P4Pprograms because

they are widely used and such mea-
surements make it possible to com-
pare the performance of various
organizations. For the LIRR project,
HEDIS rates for well-baby and well-
adolescent visits were chosen to mea-
sure improvement for all the plans.
Ms. Highsmith said the downside of
using this type of standardized mea-
sure is that criterion may not be
available to gauge performance on
select services or processes. This is
particularly true for Medicaid
because not all clinical areas and pop-
ulations are represented in national
measurement sets.

4. Paying attention to incentive
program structure. Incentive pro-
grams should reflect each plan’s
specific goals and objectives. “In
designing an incentive program,”
the report said, “health plans must
decide how to target the clinical
outcomes or processes, how to
measure improvement, and how to
structure payment. The health
plans in the LIRR project collec-
tively decided to emphasize HEDIS
rates for well-baby and well-adoles-
cent visits, as well as the submission
of encounter data.” Plans can
choose and customize incentives
based on a number of criteria
including administrative burden to
the plan and providers, the plan’s
ability to estimate payout, whether
the plan wants to emphasize rela-
tive improvement vs. hard targets,
and the degree of control that a
physician or practice has in reach-
ing goals. CHCS identified options
as a per-service bonus, a tiering
bonus, a risk (quality) pool distrib-
ution, or a threshold bonus.

5. Being mindful of data chal-
lenges. While timely and accurate
data on process and outcome
improvements are the basis for any
incentive program designed to
reward quality, collecting such infor-
mation is not always simple. Health
plans implementing incentive

programs need to provide enough
lead time to test the data collection
methodology and also should recog-
nize the cost of collecting data to
both providers and the plan. 

6. Remembering that money isn’t
everything. Those implementing
incentive programs for Medicaid
providers must consider that many
publicly financed providers such as
county hospitals and clinics may not
legally be allowed to accept monetary
incentive payments. But that doesn’t
mean the notion of incentives has to
be abandoned entirely. San Francisco
Health Plan donated incentive pay-
ments to a foundation from which
the publicly funded provider could
draw. Nonmonetary incentives,
including in-kind staff for specific
projects, technological equipment, or
training, and the referral of new
members can be used in lieu of cash.
Several LIRR plans offered nonfinan-
cial provider supports while also
rolling out financial incentives. Five
plans provided feedback to providers
on performance, two plans provided
in-person consultation to low-per-
forming providers, and three plans
provided training on how to submit
encounter data. A number of plans
assisted providers by notifying them
when a member was due for needed
care or by directly contacting the
member to suggest making an
appointment. 

7. Considering member incen-
tives. The report said member
incentives can play a vital role by
encouraging Medicaid consumers
to seek necessary care. Member
incentives can engage consumers in
their own health care and can help
address provider concerns about
hard to reach and noncompliant
members. However, for Medicaid
beneficiaries, monetary incentives
may be counted as income that
could potentially disqualify some-
one from eligibility. “Therefore,”
the report said, “Plans need to be
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aware that even a small incentive
could push someone over the
income limit.” L.A. Care Health
Plan, one of the LIRR projects,
paid $10 for each series of three
well-baby visits and an additional
$25 if all six visits were completed,
and one movie ticket for each
annual well-adolescent visit. The
plan was surprised at the low rate
of members redeeming the rewards,
although there still was a noticeable
increase in both well-baby and
well-adolescent visits. Plan officials
speculate members may have
intended to complete the paper-
work needed to redeem their
reward but forgot to do so. San
Francisco Health Plan coupled
movie tickets with intensive out-
reach through advertising in high
schools, telephone calling cam-
paigns, etc., to encourage adoles-
cents to visit their doctors. Between
2002 and 2005, the plan saw
HEDIS rates for adolescent well-
care go to 45.1% from 29.4%.

8. Coordinating with other pay-
ers. One major sticking point right
now is that many physicians receiv-
ing performance reimbursements in
California are eligible for quality
incentives from more than one

health plan or payer. And the vari-
ous plans and payers often have dif-
ferent measures and different
administrative requirements that can
make it more difficult for plans to
follow and comply with the various
requirements. 

Ms. Highsmith tells State Health
Watch it appears the most crucial of
the eight lessons learned is engaging
the provider community in the
work of developing and operating
an incentive program. 

“This is something that has to be
done up front,” she says. “You need
to get buy-in on the perspective so
providers don’t see it as something
being done to them.” Also especially
important are selecting relevant and
meaningful measures on which to
base incentive payments. 

Effective structuring of an incen-
tive program, she says, depends on
the plan’s goals for the program. 

“Goals should be set up front and
the program built relative to those
goals,” Ms. Highsmith says.

As incentive programs continue
to develop, Ms. Highsmith says she
hopes a consensus can develop on a
structure to eliminate some of the
disparities that now exist in mea-
sures and methods of payment. She

recognizes it may not be possible to
have a single national program, but
thinks regional models may be
achievable. 

A major challenge facing the pay-
for-performance effort in the future
is how to deal with the fact that it is
the providers at the bottom of the
measurements who need the most
help. If such providers are penalized
under P4P, they are not likely to be
able to build the infrastructure
needed to improve quality. A way
must be found in an incentive
structure, she says, to be able to
work with the bottom tier providers
as well as those in the top tier.

One possible approach, Ms.
Highsmith says, is to pay for partici-
pation, rewarding infrastructure
development or participation in
quality improvement initiatives. 

“You can incent the fundamental
building blocks and then incent
outcomes,” she says. “Pay-for-per-
formance can be a powerful tool to
motivate a focus on quality
improvement.”

[Download information on the
LIRR project from www.chcs.org.
Contact Ms. Highsmith at (609) 528-
8400.] ■

For Inland Empire Health Plan
(IEHP), a nonprofit HMO
operating in California’s

Riverside and San Bernardino coun-
ties, pay-for-performance started in
1997 with an incentive for childhood
immunizations and has grown to an
annual $12 million program paid
directly to physicians. IEHP officials
say pay-for-performance (P4P) has
helped increase the timeliness of pre-
ventive health services and improve
HEDIS results to the point that
IEHP is in the 90th percentile
nationwide for well-child visits in the
first 15 months of life and for

Medicaid plans for the timeliness of
prenatal care and postpartum care.
The plan also has the highest rate in
California for adolescent well-care vis-
its, and is in the 90th percentile
nationally for immunizations for
Medicaid plans.

IEHP chief medical officer
Bradley Gilbert tells State Health
Watch that IEHP has 300,000 low-
income members involved in
Medicaid, SCHIP, and California’s
Healthy Kids programs. Because
many of the providers are in solo or
small group practices rather than
large groups, Mr. Gilbert says it is

critical that incentive payments go
directly from IEHP to the physi-
cians rather than going to a corpo-
rate entity to be passed on. Incentive
payments have become a significant
portion of physician income, he
says, and IEHP has structured the
program so it sends payments
within 60 days of the service date as
long as the doctors meet their infor-
mation reporting requirements.

IEHP’s program focuses largely
on preventive services such as immu-
nizations, well-child visits, and Pap
tests that may represent missed
opportunities for providers who are

Making pay-for-performance a significant portion of doctor income



June 2006 State Health Watch 7

more focused on dealing with mem-
bers’ acute or emergent needs.

“One of our initial goals was to
significantly decrease ‘missed oppor-
tunities’ at our PCP offices, for exam-
ple, those interim mild illness visits
that could incorporate immuniza-
tions or even a well-child visit, but
the preventive service does not hap-
pen,” Mr. Gilbert said. “In addition,
we wanted to improve the quantity
and quality of our administrative
data in these areas, as well as increase
physician reimbursement. We have
accomplished all these goals by using
a fee-for-service model directly
related to the service provided. In our
overall capitated model, our P4P
funds have motivated our physicians
to provide and report these services
for our members.”

Launched in September 1997, the
goal of IEHP’s immunization pro-
gram was to increase immunizations
for members from birth to age 2 by
reimbursing physicians for timely
vaccines. In April 2000, a physician
incentive program was launched,
and additional components were
added: well-child visits, an adult
physical, perinatal services, and a
health education behavioral assess-
ment. Physicians were reimbursed
$50 for each well-child visit done in
accordance with the IEHP well-child
visit schedule for members ages 0-18
years. Exams completed during the
first 120 days of enrollment earned
an additional $50 bonus.

“For perinatal services, we took a
different approach,” Mr. Gilbert
said. “We were trying to motivate
our OB/GYNs to get patients into
the office early in their pregnancy.
So we stratified the payments by
trimester, higher for first, etc., for
that first visit on top of the regular
fee-for-service for the medical care
component of the perinatal care.”

In the next three years, the behav-
ioral health component was dropped,
and Pap tests, chlamydia screenings,

and diabetes exams were added. In
2004, IEHP retooled the program to
be more HEDIS-focused. 

“We implemented two bonuses
that have had major positive
impact,” Mr. Gilbert explained.
“One is the completion of six well-
child visits by 15 months, and the
other is the submission of a com-
plete immunization record in
California, called a yellow card,
which has turned out to be a great
source of data. That has become a
major motivator for our physicians
to get members caught up.”

In September 2005, IEHP added
an incentive program focused on
appropriate asthma care. It reim-
burses providers for clinical processes,
such as the completion of an asthma
progress note, based on national
guidelines for asthma care, at every
visit. Physicians can earn up to $100
per year, per member with asthma.

P4P can be 15%-30% of income
Mr. Gilbert tells SHW that many

IEHP physicians earn 15% to 30%
of their total income from the P4P
programs. And he says part of the
reason for its success is that it is such
a substantial portion of income. 

“If it represented 3% to 5% of
their income, they wouldn’t pay
attention to it,” he says candidly,
noting that some physicians can
receive $8,000 to $10,000 or even
$15,000 per month from the pro-
gram, in addition to the IPA capita-
tion payment.

Mr. Gilbert is well aware of critics
who complain that P4P is rewarding
physicians well for things they
should be doing on their own. 

“One of the things I had to get
over was why we should be paying
doctors for doing what they should
be doing,” he says. “What I think
we’re doing is motivating them to
think about things systematically.
I’ve come to realize it’s totally OK if
our members and our health plan

get what they need and the doctors
deliver good care. Yes, the highest-
quality doctors would be doing
these things anyway. But many of
our doctors are in solo practice and
are somewhat disorganized. They
need motivation. It’s not that they’re
bad doctors, but it takes a fair
amount of effort to get organized.
And they have relatively poor elec-
tronic capability.”

IEHP’s incentives are tied directly
to activity doctors are asked to do,
he says. The program makes a lot of
process payments such as for asthma
forms and diabetes testing, and also
outcomes measures. 

“We like the combination of
process and bonus,” Mr. Gilbert says.

To try to take the program to the
next level, IEHP is starting a push
for more mammograms, but then
will focus on steps being taken when
an abnormal mammogram is found. 

“We may still make a process pay-
ment so they’ll do the test,” Mr.
Gilbert says, “but we then want them
to focus on what happens after.”

[Contact Mr. Gilbert at (909)
890-2005, or e-mail: gilbert-b
@ichp.org.] ■
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New research indicates staff in
local health departments
might not be prepared to

report to work during an influenza
pandemic, potentially threatening
the ability of local health depart-
ments to adequately respond to such
an emergency.

The findings are based on self-
administered anonymous surveys
sent to all health department person-
nel in three Maryland counties —
Carroll, Dorchester, and Harford.
Researchers from Ben Gurion
University of the Negev, Be’er Sheva,
Israel, and the Johns Hopkins
Bloomsburg School of Public Health,
Baltimore, said those three depart-
ments were chosen because of their
location in communities ranging
from 30,000 people on Maryland’s
Eastern Shore (Dorchester County)
to 235,000 in the greater Baltimore/
Towson metropolitan area (Harford
County), thus reflecting 95% of the
nation’s local public health agencies
serving communities with 500,000
or fewer residents. Staff sizes in the
three departments ranged from 132
to 225 employees.

The survey included questions on
personal characteristics such as job
classification, gender, and age, and
then asked respondents to use a five-
point Likert scale on questions relat-
ing to a possible flu pandemic:
probability of them reporting to
work, possibility of being asked by
the health department to respond to
an emergency, how knowledgeable
they thought they were about the
potential health impact of pandemic
influenza, how confident they were
about being safe in their work roles,
how likely was their family prepared
to function in their absence, how
likely they felt their health depart-
ment would provide them with
timely updates, how familiar they
were with their role-specific

response requirements, how well
they thought they could address the
questions of a concerned member of
the public, how significant a role
they thought they would play in
their agency’s overall response, how
important would be pre-event
preparation and training, how
important it was for them to have
psychological support available dur-
ing the event, and how important it
was for them to have psychological
support available after the event.

The overall survey response rate
was 58%, with no statistically signif-
icant difference in age and gender
distribution between respondents
and all health department personnel.

Of the 303 people who responded
to the question about their likeli-
hood of reporting during a pan-
demic influenza related emergency,
163 (53.8%) indicated they would
likely come to work during such an
emergency. Age and gender were not
associated with likelihood of report-
ing. Clinical staff indicated a higher
likelihood of reporting than did
technical/support staff.

Staff don’t expect call for duty
Only 40% of all respondents

(45.1% professional staff and 26.1%
technical/support staff ) felt it was
likely they would be asked by their
health department to respond to a
pandemic influenza related emer-
gency. Perception of the likelihood
of being asked by the department to
respond was associated with self-
described likelihood of reporting.
Only 33.4% of respondents consid-
ered themselves knowledgeable
about the public health impact of
pandemic influenza. Perception of
one’s existing knowledge about pan-
demic influenza and perception of
having an important role in the
agency’s overall response were signif-
icantly higher among professional

staff than technical/support staff. 
Those who said they were likely

to report to work during a flu pan-
demic were more likely to report a
higher capacity to be able to com-
municate risk effectively, say they
have a more important role in the
agency’s overall response, and say
they were more familiar with their
role-specific response requirements
in a pandemic flu emergency.

The vast majority of respondents
(81%) felt they would benefit from
additional training activities. A lower
perceived level of familiarity with
one’s role was not significantly asso-
ciated with a higher perceived need
for additional training. Most of the
respondents also perceived psycho-
logical support both during and after
an event as important, with the need
for psychological support deemed
even more important by those who
considered themselves likely to be
asked to report to duty during an
event.

Some 66% of respondents per-
ceived themselves to be at personal
risk when performing their duties
during such an emergency.
Confidence in personal safety was
associated with several issues inde-
pendent of one’s job classification,
including perception of existing
knowledge about the public health
impact of pandemic influenza, fam-
ily preparation, health department
perceived ability to provide timely
information, perception of the
capacity to effectively communicate
risk, perception of the importance
of one’s role in the agency’s overall
response, and familiarity with one’s
role-specific response requirements.

The associations between self-
identified likelihood of reporting to
work and perception of one’s
capacity to effectively communicate
risk were substantially stronger for
technical/support staff compared to
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professional staff.
The researchers said they found

the willingness to report to duty
during a pandemic varies consider-
ably according to individuals’ job
classifications. Thus, clinical staff say
they are significantly more likely to
report to duty, compared with other
workers. That difference correlates
well, according to the researchers,
with the single most influential con-
struct associated with willingness to
report to duty — the perception of
the importance of one’s role in the
agency’s overall response.

Less than one-third of the respon-
dents believe they will have an
important role in the agency’s
response to local outbreaks of pan-
demic influenza, but within this
subgroup, willingness to report to
duty was as high as 86.8%. Belief in
the importance of one’s role was
lowest among technical/support
staff, environmental health staff, and
other nonclinical professional staff,
groups in which willingness to
report was seen to be lowest. 

“We believe further efforts must
be directed at ensuring that all local
public health workers, but most
notably nonclinical professional staff,
understand in advance the impor-
tance of their role during an
influenza pandemic,” the researchers
said. “Otherwise, they will fail to
show up when they are most
needed.”

The findings are important
because local health departments are
considered the backbone of public
health response plans for any and all
infectious disease outbreaks. The
U.S. pandemic influenza plan
released last November laid out a
critical role for local and state public
health agencies during a pandemic,
including providing regular situa-
tional updates for providers, provid-
ing guidance on infection control
measures for health care and non-
health care settings, conducting or

facilitating testing and investigation
of pandemic influenza cases, and
investigating and reporting special
pandemic situations.

The researchers said such activities
would require an extensive prompt
response by local health depart-
ments, a response that is called into
question by the survey results.

The study said that while none of
the health departments surveyed
serve a large metropolitan areas, and
all three had fewer than 250
employees, it should also be recog-
nized that only 4% of the nation’s
local health departments serve pop-
ulations of 500,000 or more, and
that local public health agencies
tend to have small staff sizes.

Findings similar to post-9/11 NYC
And the findings show similar

patterns to data on the willingness
of urban health care workers from
nonpublic health settings to respond
to emergencies. A survey of 6,248
employees of 47 health care facilities
in the New York City area found
that the workers were least willing
(48%) to report to duty during an
untreatable naturally occurring
infectious disease outbreak affecting
their facility (SARS), compared to
other disaster scenarios. 

“In the face of a pandemic
influenza threat,” the report con-
cluded, “local health department

employees’ unwillingness to report to
duty may pose a threat to the nation’s
emergency response infrastructure.
Addressing the specific factors associ-
ated with this unwillingness is neces-
sary to help ensure that existing local
health department preparedness
competencies will translate into the
scope of response described in the
nation’s pandemic influenza plans.
Interventions suggested to enhance
the willingness of health care workers
in nonpublic health department set-
tings to report to duty in disasters
include work force preparedness edu-
cation, provision of appropriate per-
sonal protective equipment, crisis
counseling, family preparedness, and
social support. These recommenda-
tions fit well within the framework of
our findings, and we further recom-
mend that such education programs
include specialized training empha-
sizing the specific nature of, 
and guidelines for, one’s role in
response to pandemic influenza, the
relevance of each worker’s role in 
the effectiveness of an overall public
health response, and the workers’
ability to provide effective risk
communications.”

(Editor’s note: The study was pub-
lished by BMC Public Health, a
BioMed Central journal. Download
it from www.biomedcentral.com/
1471-2458/6/99.) ■
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California pp. 1, 6
Colorado p. 10
Florida p. 1
Idaho p. 1
Iowa p. 10
Kansas pp. 1, 10
Maryland p. 8
Michigan p. 1
Missouri pp. 1, 10
Montana p. 10

Nebraska p. 10
New York p. 9
North Dakota p. 10
Oregon p. 1
Pennsylvania p. 12
South Dakota p. 10
Utah p. 10
Washington p. 1
Wyoming p. 10

This issue of State Health Watch brings you news
from these states:



While states have the
Emergency Management
Assistance Compact

(EMAC) that facilitates rapid sharing
of equipment, personnel, and other
resources during times when gover-
nors have formally declared an emer-
gency, what can be done in urgent
and emergency situations that don’t
warrant a gubernatorial declaration?

The National Governors
Association’s (NGA) Center for Best
Practices says that although states
often face situations that threaten
their citizens’ health and challenge
their public health infrastructure’s
response capabilities, such incidents
rarely rise to the level of declared
emergencies, preventing state offi-
cials from availing themselves of
resources that may be located across
a state line. The problem, wrote
NGA senior policy analyst Chris
Logan in an NGA issue brief, is that
there are legal considerations that
increase in complexity according to
the level of assistance contemplated. 

“Information sharing efforts, for
example, face few legal obstacles,
while efforts to share equipment,
use out-of-state laboratories, or uti-
lize out-of-state doctors and nurses
raise significant legal questions relat-
ing to cost reimbursement, license
and credential portability for med-
ical or other personnel, liability, and
workers’ compensation,” he says.

Mr. Logan tells State Health
Watch the issue brief looks at what
some states have done to overcome
the legal barriers and various
approaches that have been taken to
resolve some of the difficult issues.

He reports that any cross-border
mutual aid agreement that envisions
the fast and efficient transfer of
equipment and/or personnel requires
participating states to resolve con-
flicts or contradictions among
applicable laws and regulations. 

Mr. Logan says governors don’t
have absolute authority to declare
states of emergency in the wake of
natural disasters, terrorist attacks, or
disease outbreaks. Such authority is
granted by state law and is subject to
the existence of specific conditions.
State laws also vary in granting gov-
ernors authority to declare emergen-
cies specific to situations threatening
the public health. As a result, the
way individual states’ laws are writ-
ten may prevent governors from
declaring emergencies even in situa-
tions that will test the limits of a
state’s public health infrastructure.

“Political considerations also may
affect a governor’s willingness to
declare a state of emergency,” Mr.
Logan tells SHW, because making
the declaration can result not only
in significant expenditures but also
in a public perception that the gov-
ernor overreacted. 

10 states in Mid-America Alliance
In 2004, 10 states — Colorado,

Iowa, Kansas, Missouri, Montana,
Nebraska, North Dakota, South
Dakota, Utah, and Wyoming —
launched the Mid-America Alliance,
an effort to develop an interstate
public health mutual assistance
agreement for use in nonemergen-
cies. Mr. Logan says groups of states
in other parts of the country are
exploring similar efforts among
themselves and with states and
provinces in Mexico and Canada,
and such interstate regional
approaches to planning and response
are encouraged through the
Department of Homeland Security’s
National Incident Management
System and the Centers for Disease
Control and Prevention’s guidelines
for the new state cooperative agree-
ment on Public Health Emergency
Preparedness.

Also, under EMAC, party states

are responsible for some planning
activities, which may provide legal
authorization for states to engage
with one another in pre-event plan-
ning activities for any incident,
whether or not the incident results in
an emergency declaration. Outside
EMAC, according to Mr. Logan,
state laws also may allow sharing of
epidemiologic information and per-
haps epidemiologists (who generally
are not licensed by the states) to bet-
ter detect and control infectious dis-
ease outbreaks before they reach
disastrous proportions.

Although the EMAC language
allows pre-event planning and infor-
mation sharing among states, at least
one legal expert has concluded that it
probably does not authorize states to
enter into agreements for interstate
movement of equipment or
resources containing EMAC-like
binding provisions governing reim-
bursement, compensation, and lia-
bility in the absence of an emergency
declaration. The language stipulates
that the compact does not preclude
any state from entering into agree-
ments with another state or affect
any other agreements already in
force between states. According to
the compact, supplementary agree-
ments may include provisions for
activities such as the evacuation and
reception of injured and other peo-
ple and the exchange of medical, fire,
police, public utility, reconnaissance,
welfare, transportation, and commu-
nications personnel, and equipment
and supplies.

The NGA report says some state
laws specifically address cross-border
mutual aid outside EMAC’s bounds,
but a more comprehensive mecha-
nism would be useful for states to
share assets and personnel quickly
and effectively during events that are
not declared emergencies. Any such
strategy would have to take into
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account legal issues that EMAC
resolves in emergency situations such
as cost reimbursement; licensing,
credentialing, and privileging; civil
liability, and workers’ compensation.

Costs incurred in many ways
Mr. Logan notes that states can

incur a variety of costs as a result of
providing assistance to other states,
including 1) direct expenses related
to shipping equipment and trans-
porting people and fuel; 2) deprecia-
tion costs related to use of machinery
and equipment; and 3) potential
overtime costs for workers needed to
fill in for those deployed as part of a
relief effort. EMAC addresses cost
reimbursement by requiring that
states receiving assistance under the
compact pay donor states for “any
loss or damage to or expense incurred
in the operation of any equipment
and the provision of any service in
answering a request for aid and for
the cost incurred in connection with
such requests.” It also allows states to
donate equipment and services with-
out charge and allows two or more
EMAC party states to enter into sup-
plementary agreements establishing
different cost allocations.

EMAC states that if a person
holds a license, certificate, or other
permit issued by any party state to
the compact, that person “shall be
deemed licensed, certified, or per-
mitted by the state requesting assis-
tance to render aid involving such
skill to meet a declared emergency
or disaster, subject to such limita-
tions and conditions as the governor
of the requesting state may prescribe
by executive order or otherwise.”

The compact does not compel
private health care organizations to
grant privileges to out-of-state med-
ical professionals, although the Joint
Commission on Accreditation of
Health Care Organizations’ stan-
dard for hospital emergency man-
agement plans allows hospital

officials, at their discretion, to grant
temporary privileges to doctors and
licensed practitioners. Interstate
mutual-aid agreements for non-
emergencies must address not only
the need for interstate license porta-
bility (at least on a temporary basis),
but also the role played by the pri-
vate sector in credentialing and priv-
ileging licensed health care
professionals, Mr. Logan adds.

Legal liability questions are signif-
icant obstacles to creating interstate
mutual-aid agreements, Mr. Logan
says, because if patients are injured,
harmed, or killed during a response
to an incident, the courts will be
asked to determine whether the
liable party is the out-of-state health
professionals, the organizations that
provided or accepted the profession-
als, or the officials administering the
program under which the out-of-
state professionals were provided.

In addition to common allegations
of negligence, breach of privacy, and
misrepresentation, liability claims
during large-scale public health inci-
dents could result from allegations of
substandard care due to post-event
patient surges. Liability claims also
could arise from use of out-of-state
laboratories should an outside facility
make a mistake that results in harm
or injury. The information trans-
ferred from one lab to another is
likely to include protected personal
health information and liability
claims could arise if the receiving lab-
oratory mishandles or misuses the
protected information.

EMAC provides that employees
of a state providing assistance to
another state during an emergency
“shall be considered agents of the
requesting state for tort liability and
immunity purposes; and no party
state or its officers or employees ren-
dering aid in another state pursuant
to this compact shall be liable on
account of any act or omission in
good faith on the part of such forces

while so engaged …”
The compact specifies that

“good faith” does not include will-
ful misconduct, gross negligence,
or recklessness. Similar standards
may apply for assistance provided
in situations that are not emergen-
cies, although states may be less
willing to accept liability for out-
of-state workers in such situations.
Mutual-aid agreements for non-
emergencies have to address those
concerns, Mr. Logan says.

Another challenge in bringing
personnel across state lines without
a declaration of emergency is deter-
mining who is employing the per-
sonnel for purposes of workers’
compensation claims. To be
resolved is whether the employer is
the donor state, the recipient state
or, in the case of private sector
health professionals, the donor or
recipient state private sector health
organizations.

Mr. Logan reports some state
laws resolve the question by defin-
ing volunteers as state employees
for the duration of an emergency,
but when events are not declared
emergencies, those laws may not
apply. In those cases, he says, the
hospital or other facility that grants
temporary privileges to out-of-state
health professionals should be con-
sidered the employer for compensa-
tion purposes. In other states, no
such laws exist. EMAC requires
member states to provide compen-
sation and death benefits to its
employees or their survivors if they
are injured or killed while provid-
ing assistance to another state “on
the same terms as if the injury or
death were sustained within their
own state.”

Mr. Logan advances several
strategies he says can be used by par-
ticipating states to resolve conflicts
or contradictions among applicable
laws and regulations:

• identify and remedy areas of
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legal conflict on a case-by-case basis;
• use existing interstate agreements

as a basis for cross-border mutual aid;
• establish policies that allow out-

of-state professionals to practice
under limited circumstances;

• implement the Emergency
System for Advance Registration of
Volunteer Health Professionals;

• use “sovereign immunity” and
“Good Samaritan” protections; 

• form a new interstate compact.
Significant legal challenges face

any effort to develop interstate

mutual-aid agreements for
nonemergencies, Mr. Logan con-
cludes. But each of the issues has
potential solutions and he offers
this advice for governors consider-
ing establishing or participating in
multistate mutual-aid agreements
for situations that don’t result in
emergency declarations:

• Assess whether your state’s laws
allow for license portability from
other states and consider joining
existing multistate agreements such
as the Nurse Licensure Compact.

• Review your state’s policies for
using volunteer disaster workers,
particularly as the policies relate to
worker’s compensation claims.

• Assess whether sovereign immu-
nity or Good Samaritan laws or other
statutes provide liability protections
to volunteer health professionals.

• Assess whether the laws in your
state deal effectively with the issue of
private health organizations’ ability
to credential and privilege out-of-
state medical professionals and work
with the private sector to develop
policies and protocols to allow for
use of out-of-state professionals.

• Determine whether existing
interstate agreements or arrange-
ments address issues of cost recovery,
liability, and workers’ compensation
and whether those arrangements
might be applicable to situations
affecting the public health.

• Work with governors in neigh-
boring states to determine an appro-
priate strategy for aligning laws and
regulations to facilitate cross-border
movement of public health profes-
sionals in nonemergencies.

[Download the issue brief from
www.nga.org. Contact Mr. Logan 
at (202) 624-5379, or e-mail:
clogan@nga.org.] ■
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Minorities’ health focus 
of new state office

HARRISBURG, PA —
Pennsylvania officials have outlined
plans for a new office dedicated to
eliminating health disparities
among minorities and other groups.
The state Department of Health’s
Office of Health Equity will collab-
orate with state agencies, academic
institutions, and community groups

to improve the health status of
racial minorities and other groups. 

The state will use funds from a
federal grant to hire a director for
the office, which will be located in
the health department’s Bureau of
Health Planning. Some Pennsylvania
residents are affected by “a signifi-
cant differential in access to health
care, or even knowledge about
health care,” Gov. Ed Rendell said

yesterday following an appearance at
Magee-Womens Hospital in
Pittsburgh. 

Compared to white residents,
blacks and Hispanics in
Pennsylvania are more likely to die
from homicide, certain cancers, or
other diseases. 

Black residents also are more likely
than whites to smoke, be overweight,
or have asthma, diabetes, or high
blood pressure.

— Pittsburgh Post-Gazette,
4/20/06
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