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PREFACE
From Community-Campus Partnerships to Capitol Hill:
st
A Policy Agenda for Health in the 21 Century
April 29-May 2, 2000 ~ Washington, DC
Creating healthier communities and overcoming complex societal problems require collaborative
solutions that bring communities and institutions together as equal partners and build upon the
assets, strengths and capacities of each. Community-campus partnerships involve communities
and higher educational institutions as partners, and may address such areas as health
professions education (i.e. service-learning), health care delivery, research, community service,
community-wide health improvement, and community/economic development. Founded in 1996,
Community-Campus Partnerships for Health is a non-profit organization that fosters communitycampus partnerships as a strategy for improving health professions education, civic responsibility
and the overall health of communities. In just four years, we have grown to a network of over 700
communities and campuses that are collaborating to achieve these goals.
th

Community-Campus Partnerships for Health’s 4 annual conference was designed to broaden
and deepen participants' understanding of the policies, processes and structures that affect
community-campus partnerships, civic responsibility, and the overall health of communities. The
conference also aimed to enhance participants' ability to advance these policies, processes and
structures.
This paper – one of nine commissioned for discussion at the conference – played an integral role
in the conference design and outcomes and would not have been possible without the generous
support of the Corporation for National Service and the WK Kellogg Foundation. On the
conference registration form, participants chose a track that interested them the most in terms of
contributing to the development of recommendations and possibly continuing to work on them
after the conference. Participants were then sent a copy of the commissioned paper
corresponding to their chosen track, to review prior to the conference. At the conference,
participants were assigned to a policy action team (PAT). Led by the authors of that track’s
commissioned paper, each PAT met twice during the conference to formulate key findings and
recommendations. These key findings and recommendations were presented at the conference’s
closing session and are reflected in the conference proceedings (a separate publication). These
will be considered by CCPH’s board of directors as part of its strategic planning and policy
development process, and are expected to shape CCPH policies and programs in the coming
years.
The complete set of nine commissioned papers is available on CCPH’s website at
http://futurehealth.ucsf.edu/ccph.html
1. Integrating student learning objectives with community service objectives through servicelearning in health professions schools curricula – Kate Cauley
2. Working with our communities: moving from service to scholarship in the health professions –
Cheryl Maurana, Marie Wolff, Barbra J. Beck and Deborah E. Simpson
3. Promoting collaborations that improve health – Roz Lasker
4. Public policies to promote community-based and interdisciplinary health professions
education – Janet Coffman and Tim Henderson
5. Building communities: stronger communities and stronger universities – Loomis Mayfield
6. Community-based participatory research: engaging communities as partners in health
research – Barbara Israel, Amy J. Schulz, Edith A. Parker, and Adam B. Becker
7. Racial and ethnic disparities in health status: framing an agenda for public health and
community mobilization – Gerard Fergerson
8. Social change through student leadership and activism – David Grande and Sindhu Srinivas
9. Advocating for community-campus partnerships for health – Charles G. Huntington
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EXECUTIVE SUMMARY

Many rural and inner-city communities face persistent difficulties in recruiting and
retaining adequate numbers of health professionals with the clinical experience
and competencies necessary for successful practice at community-based sites.
In addition, despite the increased utilization of interdisciplinary teams at
community-based sites, few health professionals participate in interdisciplinary
educational experiences. Federal and state governments need to support
community-based and interdisciplinary education because health professions
education is a “public good” that will not be adequately supplied absent
government support. In addition, federal and state governments have a
responsibility to ensure that health professional are appropriately prepared to
provide medical care and public health services to individuals who receive these
services through government funded programs.

There are three major streams of federal government funding for health
professions education:
•

Medicare

•

The Bureau of Health Professions

•

The Centers for Disease Control

In addition, there are two major streams of funding from state governments.
•

General fund appropriations

•

Medicaid

Progress toward expanding community-based and interdisciplinary education in
the health professions has been slow and erratic. Fiscal obstacles pose a major
barrier. Major fiscal challenges include:
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•

Lack of eligibility for government revenue streams

•

The financial circumstances of teaching hospitals

•

Cost limitations

Recent developments in federal and state policies concerning community-based
and interdisciplinary education in the health professions include:
•

Medicare’s GME consortia demonstration project

•

Elevation of the profile of interdisciplinary and community-based educational
initiatives within the Bureau of Health Professions

•

Innovations in Medicaid reimbursement for education

•

Use of state general fund appropriations to expand community-based
educational experiences

Federal and state funding streams for community-based and interdisciplinary
health professions education need to strengthened and expanded. Policies and
programs aimed at increasing the number of health professionals from
disadvantaged backgrounds must also be strengthened to ensure that United
States has a health care workforce that is prepared to meet the needs of all
communities. Achieving these goals will require strong leadership from members
of Community-Campus Partnerships for Health (CCPH) and other organizations
concerned about community-based and interdisciplinary education. Members
should be informed about funding streams for health professions education,
monitor federal and state policy developments and partner with other individuals
and organizations with similar concerns to advocate for change. CCPH should
consider a range of options for operationalizing these goals including:
•

Forming an advisory council on federal funding for community-based and
interdisciplinary education and programs for health professionals from
disadvantaged backgrounds;

•

Developing of talking points, issue briefs and other materials on these federal
policy issues;
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•

Establishing a clearinghouse for information on state policies in these arenas.

INTRODUCTION

Despite talk of an oversupply of physicians in this country, many rural and inner
city communities face persistent shortages of health professionals. While the
United States has made some progress in this arena, there is major concern that
the education of these professionals may be inadequate for the challenge of
providing medical care and public health services to underserved populations. In
particular:
•

Although the practice of most primary care professionals occurs outside the
hospital in community settings, the training of health professionals, especially
physicians, continues to occur largely in hospital-based locations.

•

Very little attention in training (as well as practice) is given to understanding
the health of populations. A thorough exploration of a community’s
knowledge, prevailing attitudes and socio-cultural behaviors toward health
and health care is seen as key to improving their health status, particularly for
underserved communities.

•

The multidisciplinary nature of primary care practice [e.g., teams of advanced
practice nurses, physician assistants, dentists, behavioral health
professionals, and physicians] is more commonplace today as new models of
quality care emerge and, more importantly, as disadvantaged populations
with complex health care needs experience persistent difficulty in accessing
care. Yet, more health professions students continue to be trained in isolation
from students in other disciplines.

As early as the late 1940s, a growing realization about an acute shortage of
health care professionals and hospitals prompted most states to begin supporting
health professions education. Later reports of a continued shortage and
maldistribution of physicians led the federal government to incorporate payments
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to teaching hospitals for graduate medical education and nursing education as
part of the new Medicare program established in the mid-1960s.
As evident by their long history of extensive financial support, most states believe
health professions education to be a public good—that is, a good or service that
benefits the public at large and will not be produced at the appropriate level in the
private market because of difficulty in pricing it. Although the community at large,
including future patients and health care professionals, benefits from education, it
is impossible to charge future beneficiaries. If left to itself, the private market will
underproduce health professions education. Managed care organizations and
other health plans will not invest sufficient resources in health professions
education because education yields general benefits that do not create a strategic
advantage for any particular health plan or participating clinical site. Moreover, the
costs of training are too great for many health professions trainees to pay entirely
without incurring large debts.

ACTIVITY AND ANALYSIS

The Roles of the Federal Government

The federal government supports health professions education through a variety
of sources. The largest source of funding for education is the Medicare program.
Medicare reimbursement flows primarily to teaching hospitals. Support for
community-based training is limited to graduate medical education and no
incentives are provided for interdisciplinary education. Although much smaller
than Medicare in terms of total expenditures, targeted grant programs
administered by the Bureau of Health Professions and the Centers for Disease
Control are more critical sources of funding for community-based and
interdisciplinary educational initiatives.
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Medicare

Most Medicare funding for health professions education is allocated for graduate
education (residency training) in allopathic and osteopathic medicine. A much
smaller amount of Medicare funding is available for education in dentistry,
podiatry, nursing and certain allied health professions (cytotechnology, dietetics,
hospital administration, inhalation therapy, medical records, medical technology,
occupational therapy, pharmacy, physical therapy, and x-ray technology).
Medicare does not provide financial incentives for interdisciplinary education.
Medicare makes two types of education-related payments. Direct medical
education (DME) payments reimburse direct costs of educational programs in
eligible professions, such as trainees’ stipends and faculty salaries. The indirect
medical education (IME) adjustment to payments for patient care is intended to
reimburse teaching hospitals for additional indirect costs associated with
operating educational programs. DME payments are available for training
programs in medicine and all other eligible health professions. The IME
adjustment, in contrast, takes into consideration only medical residents. In 1998,
Medicare expenditures for DME totaled approximately $2.2 billion and
expenditures for IME totaled approximately $4.1 billion. Payments to individual
teaching hospitals are based on the number of full-time equivalent trainees and
the volume of services delivered to Medicare beneficiaries (CBO, 1995;
MedPAC, 1999; US GAO, 1994).

Medical residents are the only trainees for whom Medicare reimburses costs
associated with community-based education. Under the provisions of the
Balanced Budget Act of 1997, reimbursement flows to either a community-based
site or the teaching hospital with which it is affiliated, depending on which entity
bears the cost of community-based training. Teaching hospitals that bear “all or
substantially all” of the costs of training at a community-based site may receive
both DME and IME reimbursement for time residents spend at the community-
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based site. (Under prior law, teaching hospitals were eligible to receive only
DME payments for community-based education.) In cases in which the
community-based site bears the cost of training, the community-based site may
receive Medicare DME payments but not IME payments. Under current
regulations, only federally qualified health centers, rural health clinics and
managed care organizations are eligible for these payments.

Bureau of Health Professions

Grant programs authorized under Titles VII and VIII of the Public Health Service
Act are another important source of federal funding for health professions
education. Although Title VII and Title VIII grant programs provide a much
smaller amount of funding than Medicare, these programs are important sources
of support for community-based and interdisciplinary education because many of
them are targeted to promoting these types of educational experiences. Other
Title VII and Title VIII programs support initiatives to increase the number of
health professionals from disadvantaged backgrounds.

Title VII and Title VIII programs are administered by the US Bureau of Health
Professions. Grants are generally awarded to health professions schools. Title
VII supports education in medicine, dentistry, podiatry, public health, and allied
health (including physician assistants). Support for medical education is targeted
primarily to generalist disciplines (family practice, general internal medicine, and
general pediatrics). Title VIII grants support nursing education at baccalaureate
and advanced practice levels. In fiscal year 2000, total appropriations for title VII
and VIII programs were approximately $302 million. (HRSA News Brief,
February 7, 2000).

In addition, to discipline-specific grant programs, several interdisciplinary
programs are funded under Title VII. The oldest and largest of these programs is
the Area Health Education Centers (AHEC), which received an appropriation of
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$26 million in fiscal year 1997. AHEC grants support educational programs in
medically underserved communities for students in medicine, nursing, and other
health professions (US BHPr, 1998). Other BHPr grant programs that support
interdisciplinary education are more narrowly focused. The Quentin N. Burdick
Rural Health Interdisciplinary Program ($4.1 million) provides grants for
interdisciplinary education for registered nurses and other health professionals in
rural areas. The Geriatrics Education and Training Centers program supports
interdisciplinary education in geriatrics and emphasizes preparation for delivery
of geriatric care to senior citizens in underserved communities (US BHPr, 1998).

Centers for Disease Control

The Centers for Disease Control (CDC) is another source of federal funding for
community-based education. CDC programs focus on educating health
professionals about public health matters and on enhancing the knowledge and
skills of practicing public health professionals. The Association of Schools of
Public Health administers a cooperative agreement with CDC that funds public
health research and training activities at schools of public health. CDC also
administers the Public Health Training Network, a distance learning system for
public health professionals (CDC website, 2000).

The Roles of States

Most state health policy experts recognize that financial concerns typically are the
principal limiting influence to the growth of health professions training outside of
hospitals. Many states are supporting various direct and indirect methods for
paying a significant portion of the costs of education in these settings. For
physicians, states are creating or expanding primary care residencies and directing
medical schools to offer or require community-based training experiences for
generalist-minded students at both the undergraduate and graduate level. For
advanced practice nurses and physician assistants, states in recent years have
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begun paying direct and indirect portions of general funds to support training
programs, which typically are based in non-hospital settings.

Undergraduate Education

In general, the role of state government in supporting the education and training
of health professionals is well established. Historically, state general revenue
appropriations for medical, nursing and allied health education have been
directed largely to undergraduate training.

In 1997, allopathic medical school revenues from state and local government
general funds were worth over $3 billion. Most of this money is unrestricted, and
often those funds that go to single institutions are difficult to isolate and analyze.
Although the amount of funds states devote to medical education has nearly
doubled since the early 1980s, the proportion of allopathic medical school
revenue from state and local appropriations in 1997 was only 8 percent
compared to 23 percent in the early 1980s. The shift in the payer mix of medical
schools reflects in part the growing importance of patient care or faculty practice
plan revenues (33 percent of total revenues in 1996) to the programs. About 60
percent of all allopathic medical schools are state owned or state related and
receive state appropriations. Some states also subsidize private schools.

Many nursing and allied health training programs receive public funds as part of a
state’s allocation of general appropriations to support state colleges and
universities. In many states, these funds are made available through a board of
higher education.

Graduate Education

Since the inception of the Medicaid program in the middle 1960s, many states
have paid what they believe to be their fair share of clinical training or graduate
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medical education (GME) costs. Generally, state support for GME takes the form
of some or all of the following: 1) operating subsidies to teaching hospitals and
clinics, 2) direct support of clinical education programs such as residencies,
internships and preceptorships (and of AHECs in some states), and 3) Medicaid
reimbursement to hospitals for certain teaching costs. Appropriations are often not
separately identified, and several states have found it difficult to isolate service
reimbursement from clinical education under Medicaid. Some of these strategies
are described further below.

Most states also provide specific funding for training in family medicine and
primary care residencies. Legislators in many states often view support for
residency training as solving problems of access to primary care by rural residents
and indigent populations. Some states have enacted laws that call for studying the
feasibility of establishing residency programs in family practice, based on utilizing
both community and hospital clinical sites in rural areas.

Recent studies also have found that state support is important to many nurse
practitioner and physician assistant training programs. In 1997, 66 nurse
practitioner (NP) training programs and 19 physician assistant (PA) training
programs received some form of state financial support. On average, state funds
represent anywhere from 5 percent to 100 percent of the annual budget of a NP
or PA training program, but the percentage is higher for NP budgets (67%) than
for PA budgets (36%). State support is defined as 1) general fund (public)
appropriations awarded to the program’s sponsoring institution, which in turn
uses the state money to support the training program, or 2) a training program’s
receipt of grant funds earmarked by the state for the program.

The growing interest by many states to develop or enhance community-based
training programs often is depicted in broader state efforts to pressure health
professions schools and teaching hospitals to train more generalists and to
improve the overall supply of health professionals in rural and medically
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underserved communities. These efforts are a major means for states to a)
achieve some congruence between the public need and existing supply of health
professionals, and b) more carefully account for all state contributions to health
professions education.

In the past 15 years or more, states have implemented or have considered
implementing the following strategies aimed at enhancing undergraduate and
graduate health professions training experiences in out-of-hospital settings:

1. Establishing family practice training programs. At least 15 states have passed
legislation, which specifically encourages or mandates the creation of
departments of family medicine or other family practice training programs in
state-supported schools. Many of these are freestanding residencies, or those
that are not attached directly to a teaching hospital.
2. Targeted appropriations. Over 40 states have created special grant programs
for family physician training and about half of the states specify appropriations
for family practice education. The amount and scope of these appropriations
continue to wax and wane.
3. Outcome-based measures. About a half dozen states have enacted laws
linking education funding to specific and measurable outcomes focusing on the
specialty mix of graduates and residents trained. Typically, schools are
required to prepare a plan with the goal of training a large proportion (typically
50 percent) of their graduates in primary care by a certain date without
additional state funds.
4. Reforming Medicaid policies for GME to pay for residency training in
ambulatory care settings. A growing number of the 45 states and the District
of Columbia that make some level of payment for GME under their Medicaid
programs distribute these funds in a manner that is explicitly tied to public
accountability. Of the 10 states that require that some or all Medicaid GME
payments be directly linked to state policy goals intended to vary the
distribution of the health care workforce, three use GME payments to
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encourage training of physicians in certain settings (e.g., ambulatory sites,
rural locations, medically underserved communities). The goal of
encouraging the training of physicians in certain specialties (e.g., primary
care) is the most common; it is applied to GME payments by 8 of the 10
states.
5. Creating requirements or incentives and earmarking general fund
appropriations that emphasize community-based education. State-funded
training programs are increasing the number of required and elective
clerkships, rotations and other clinical training arrangements, typically in
community-based settings, for generalist-minded medical students and
residents. Texas’ legislature is the only one to mandate all third-year medical
students to complete a clerkship in family medicine and require all primary care
residents to be offered a rural rotation.

Fiscal Obstacles to Change
Progress toward expanding community-based and interdisciplinary learning
opportunities has been slow and erratic. The vast majority of health professionals
continue to receive most of their clinical education in hospital-based programs that
offer little in the way of interdisciplinary training. Financial barriers are a major
reason for this lack of progress. The most important financial barriers facing
organizations interested in expanding community-based and interdisciplinary
education are summarized below.

Lack of Revenue Streams

Lack of reimbursement is perhaps the most serious financial barrier. Medicare
restricts reimbursement for community-based training to medical residents and
provides no incentive for interdisciplinary education. In addition, Medicare
reimbursement for education is linked to the volume of services delivered to
Medicare beneficiaries. Pursuit of Medicare reimbursement is a viable strategy
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only for community-based sites whose clients include a large proportion of
Medicare beneficiaries.

Most Medicaid programs and other third party payers do not cover the costs of
training outside the hospital in ambulatory settings. For Medicaid, reimbursement
policies and payment levels differ widely from state to state. Most state
appropriations for graduate medical education are to university hospitals and no
restrictions on the specialty of the physician being trained nor the location of the
training is given. However, an exception are the special appropriations that many
states earmark for family physician training.

BHPr grants are important sources of targeted funding for community-based and
interdisciplinary education and for initiatives aimed at increasing the number of
health professionals from disadvantaged backgrounds. However, appropriations
historically have not been adequate to provide funding to every health professions
school. In addition, appropriations for BHPr are made on an annual basis, which
can result in significant fluctuations in the amount of grant funding available.

Teaching Hospitals’ Financial Circumstances

Even though Medicare now reimburses community-based training of residents
such training may not expand rapidly. One major reason is that many teaching
hospitals are experiencing financial difficulties which they attribute to primarily to
reductions in Medicare and Medicaid payments mandated under the Balanced
Budget Act of 1997 (see for example, Boston Globe, March 19, 1999; Chicago
Tribune, April 25, 1999; Philadelphia Inquirer, April 11, 1999). These financial
difficulties have increased pressures on teaching hospitals to constrain costs.
These pressures, along with changes in Medicare regulations that increase the
financial obligations of teaching hospitals that sponsor community-based training,
may lead some teaching hospitals to restrict their participation in community-based
educational initiatives. There is a pressing need for systematic research to assess
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the impact of these changes in teaching hospitals’ financial circumstances on the
availability of community-based training for medical residents.

Cost Limitations

Without the benefit of direct grants or payments, many programs find it difficult to
cover the costs associated with developing and operating community-based,
ambulatory training initiatives. Community-based education, particularly in
medically underserved areas often distant from the academic center, is quite
expensive. Studies have found operating costs are higher because of the one-onone nature of training in such settings, extraordinary travel time and distance, and
resident needs for additional supplies, medical records and examining room
space. Also, trainees typically see fewer patients and are slower at evaluating
problems than physicians. Yet, other studies have found that the costs associated
with lower faculty and resident patient care productivity are much less when more
advanced residents are present.

RECENT DEVELOPMENTS
This section highlights recent developments in federal and state funding policies
that have implications for community-based and interdisciplinary education. We
include both policy changes that have been enacted through changes in statutes
and regulations as well as major proposals from Members of Congress, expert
panels and educational associations.

Federal Government

Medicare
GME Consortia Demonstration Project

In January 2000, the Health Care Financing Administration (HCFA) released a
Request for Proposals for a three-year demonstration project to evaluate GME
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consortia. This demonstration project, authorized under the Balanced Budget Act
of 1997, seeks to evaluate the ability of consortia to increase the number of
generalist physicians, expand community-based ambulatory training and enhance
the quality of training. Participating consortia will receive a single Medicare DME
payment for residency training at all participating organizations. (IME adjustments
will be provided separately to participating teaching hospitals.) To be eligible to
participate in the demonstration project, a consortium must be composed of a
teaching hospital and at least one of the following organizations: another teaching
hospital, an allopathic or osteopathic medical school, a managed care entity, a
medical group practice, a Federally Qualified Health Center or an entity furnishing
outpatient services. Participating consortia may allocate a portion of DME
payments to support the training of non-physician clinicians who already hold
graduate degrees. However, because HCFA was appropriated no additional
funds by Congress for this initiative, experts believe that teaching hospitals have
few incentives to relinquish payments to community providers that offer training.
In fact, to date, HCFA reports receiving no applications to participate in the
consortia demonstration.

Direct Payment of IME to Community-Based Sites

In its 1998 report on federal GME policy, the Pew Health Professions Commission
recommended direct payment of IME to community-based sites that train residents
(Pew Commission, 1998). One obstacle to implementing such recommendations
is the lack of a methodology for estimating the indirect costs of training in
community-based sites. The methodology Medicare currently uses for IME
payments is inappropriate for community-based sites, because payments are
made as adjustments to Medicare reimbursement rates for inpatient services.
Researchers are analyzing the costs of educating health professionals in
ambulatory settings to enhance understanding of the types of costs incurred in
ambulatory settings and their magnitude (see for example Boex, et al, 1998, and
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Boex, et al, 2000). This work is a necessary precursor to the development of an
IME reimbursement methodology for community-based sites.

MedPAC’s Proposal for Replacing Medicare DME and IME Payments

In August 1999, the Medicare Payment Advisory Commission (MedPAC) issued
a report on Medicare GME policy in which it called for replacing Medicare’s DME
and IME payments with a new payment to teaching hospitals for “enhanced
patient care” which would be paid as an adjustment to Medicare payments for
inpatient care. MedPAC also recommended that “enhanced patient care”
payments be made to non-hospital training sites that provide care to Medicare
beneficiaries provided two conditions are met. First, the costs of providing patient
care in such a setting must be higher in organizations training residents.
Second, Medicare beneficiaries must receive “enhanced services” not available
in non-teaching organizations (MedPAC, 1999, p. xiii). Payment to these nonhospital sites might be made as an adjustment to the prospective payment
system Medicare plans to implement for outpatient care. MedPAC proposes to
apply similar criteria to determine whether Medicare should support education in
other health professions. The evolution of MedPAC’s recommendations and
efforts to implement them should be monitored carefully. However, it is important
to recognize that changes in Medicare policy will affect only those communitybased educational sites that serve large numbers of Medicare beneficiaries.

Decoupling GME Payments from Medicare

Medicare patient volume would be a less critical factor if proposals to decouple
GME funding from Medicare were enacted. These proposals call for the
establishment of a GME trust fund that would be administered separately from the
Medicare program. There are important differences among the major trust fund
proposals with regard to proposed revenue streams and priorities for allocating
funding. The National Bipartisan Commission on the Future of Medicare proposed
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to use general revenues. The Pew Health Professions Commission,
Representative Cardin (D-MD) and Senator Moynihan (D-NY) proposed to tax
health plans and combine these tax revenues with funds from Medicare, and
possibly Medicaid. The Pew Commission and Cardin proposals would have
allocated funding to all sites engaged in residency training, whereas the Moynihan
bill limited payments to teaching hospitals.

Bureau of Health Professions

Elevation of the Profile of Community-Based and Interdisciplinary Education
BHPr was recently reorganized to create a new Division of Interdisciplinary and
Community-Based Programs that will administer grant programs for
interdisciplinary and community-based education, such as the AHEC Program and
the Burdick Rural Interdisciplinary Program that were previously administered by
discipline-specific divisions. In addition, the Health Professions Education
Partnerships Act of 1998 required BHPr to establish a new advisory committee on
community-based and interdisciplinary health professions education. The
formation of this division and advisory committee has elevated the profile of
community-based and interdisciplinary education within BHPr and may serve as a
catalyst for expansion of BHPr initiatives in these arenas.

Faculty Loan Repayment Program Now Includes Part-time Faculty

The Health Professions Education Partnerships Act of 1998, Public Law 105-392,
modified BHPr’s faculty loan repayment program for faculty from disadvantaged
backgrounds in a manner that may make it a useful tool for recruiting communitybased faculty. This program repays up to $20,000 per year in loans for
educational expenses for health professions faculty from families with low
incomes and/or other socioeconomic disadvantages. Prior to the enactment of
this legislation, only full-time faculty were eligible to participate. By extending
eligibility to part-time faculty, the program can now be utilized by faculty who split
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their time between teaching and clinical care. Given that many community-based
health professions education sites serve disadvantaged populations, this
program may be well suited for recruiting faculty from backgrounds similar to
their clients.

Bureau of Primary Health Care

National Health Service Corps Reauthorization

The legislation authorizing the National Health Service Corps (NHSC) is up for
renewal this year. As Congress proceeds to consider a reauthorization bill, some
leaders are advocating that NHSC strive to better integrate educational and
service delivery activities at NHSC sites. Under current law, NHSC administers a
Fellowship program for health professions students. NHSC is also pilot testing
Educational Partnership Agreements between NHSC and health professions
schools (Sonia Reig, NHSC, presentation, 6/4/1999). The goals of both of these
programs are to enhance the preparation of health professions students for
delivery of care to underserved populations and improve retention of NHSC
Scholarship and Loan Repayment recipients in underserved communities.

States

State Appropriations as Means

Texas

An extensive 1989 law requiring the Texas Higher Education Coordinating Board,
the newly established Center for Rural Health Initiatives, medical and other
health professions schools to cooperate to improve and expand programs for
rural areas, has significant implications for community-based training. Included
are provisions that: 1) encourage and coordinate the creation or expansion of a
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rural preceptor program among medical schools and teaching hospitals; and 2)
require family practice residency programs to provide an opportunity for residents
to have a one-month rotation through a rural setting.

The effect of the rural rotation requirements has been beneficial—both because
rural practice was incorporated into the core curricula for medical students and
because it was elevated to the level of an optional rotation in residency
programs. As a result, there are increased opportunities to expose more
physicians in training to rural practice. At least 20 percent of medical school
graduates practice in a rural county.

A follow-up 1995 law had two important provisions. First, it established a new
statewide preceptorship programs in general internal medicine and general
pediatrics modeled after the existing family practice preceptorship program.
Created by the state legislature in 1983, the Family Practice Preceptorship
Program provides state funds to medical students at each of the eight state
schools for an elective four-week opportunity to work at a primary care physician
practice site.

Second, the law created three family practice residencies to provide services in
economically depressed or rural areas of the state, and provided support for an
additional 150 community-based primary care residency positions phased in over
five years, although per-resident allotments do not increase. In part, the rationale
behind increasing state support for graduate training is that funds for communitybased faculty to supervise residents is inadequate.

West Virginia

The state's comprehensive approach to health professions education includes
training medical students and creating medical residency rotations in rural areas
and recruiting students to those rotations based on criteria designed to foster
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primary care. Eight "primary health care education" sites under the Rural Health
Initiative (RHI) have been established for medical, other health professional and
allied health education. State law identifies performance indicators, which have
been used to evaluate program performance for the various sites.

A 1991 law obligates the state to commit $6 million annually to the initiative for five
years. About $4 million of the total goes to medical schools and $2 million to help
equip hospitals and clinics to give students "hands-on" experience. Funds for the
initiative are lodged in the West Virginia University Health Sciences budget, but
other sources of private, user and community support are required. Students from
seven health professional schools, including three medical schools (one
osteopathic), are rotating through the combined RHI/Kellogg network. (The RHI
represents matching support for the W.K. Kellogg Foundation community
partnerships project, which is now completed.)

Arkansas

Beginning in the 1970s, the University of Arkansas for Medical Sciences (UAMS)
responded to a mandate from the state to deliver family practitioners and other
health professionals directly to small towns around the state. During that time,
UAMS was designated as an Area Health Education Center (AHEC) to address
the need for more primary care physicians, and by the mid-1980s, the six
principal AHEC sites in concert with an established network of several
underserved community sites, were delivering multidisciplinary training programs
for various health professions students and residents.

UAMS and its AHEC program have developed interdisciplinary health
professions education as its institutional goal. Full and part-time faculty in
medicine, nursing, pharmacy and several health-related professions staff the
program. The current six-year plan charges UAMS to develop more and
improved interdisciplinary education. Components include an affiliated network
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of rural hospitals to provider professional and consumer educational programs to
endangered health care providers. Community health centers and community
colleges have recently joined the program. Another component is the distance
education/telehealth interactive video program linking rural hospitals and AHECs
with UAMS.

Medicaid GME Policy and Payments as Means

Michigan

Medicaid GME policy in Michigan changed significantly in 1997 when the state
sought to structure payments to bring physician education more in line with its
specific public policy goals to train appropriate numbers of primary care
providers, enhance training in rural areas and support education in ways of
particular importance in the treatment of the Medicaid eligible population. All
GME funds previously included in Medicaid fee-for-service hospital patient care
payments and MCO capitation rates were carved out and directed for
redistribution into two different pools.

The historic cost pool is meant to reimburse hospitals based on their 1995 costs
incurred for medical education. A second pool, the primary care pool, seeks to
encourage the education of young physicians in the primary care fields of general
practice, family practice, preventive medicine, obstetrics and geriatrics.

A third pool, the Innovations in Health Professions Education Grant Fund, was
established with GME funds formerly included in capitation payments to MCOs to
foster innovations in health profession education and accelerate the pace of
change currently sweeping the state’s health care delivery system. Grants are
awarded on a competitive basis to programs that support the goals of the new
GME initiative, with emphasis on innovative training in managed care
arrangements. Only consortia consisting of at least a hospital, a university and a
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managed care organization are eligible to apply. Common to all grantees are the
use of multidisciplinary team approaches to education and service and the
involvement of community in improving health outcomes. One grantee focuses
on delivering both an urban and rural community-based education experience for
nurses, pharmacists, physician assistants and social workers.

Tennessee

In 1996, Tennessee, under its replacement Medicaid program (TennCare),
became the first state to stipulate that GME money flow directly to medical
schools, thus circumventing the requirement that teaching hospitals may use only
GME funds to educate students in hospital-based settings. Graduate medical
education funding now will follow residents to training sites and be distributed to
the state’s medical schools to pay the residents’ basic stipend and provide
conditional stipend supplements that encourage primary care training in
community sites as well as the placement of those trainees in underserved areas.
That represents a radical departure from Medicaid’s status quo support for GME
before TennCare and the turmoil that followed in 1995 when it briefly stopped
paying for GME altogether.

Early problems with TennCare centered on the lack of primary care providers in
many rural areas of the state. It was during the process of restoring GME support
by TennCare that the need to change the way GME funds were distributed and set
certain standards of performance became apparent. The plan developed by the
TennCare GME Working Group is to be phased in over a five-year period. By July
1, 2000, 50 percent of the aggregate residency positions under the sponsorship of
the state’s four medical schools must be in one of the primary care specialties.
Each medical school now must comply with rigorous annual state reporting
requirements.
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RECOMMENDATIONS

General

For Policymakers
•

Conduct rigorous studies to determine and document total reimbursable costs
of graduate health professions education for the primary care and public
health disciplines occurring in both hospital and nonhospital settings;

•

Explore supplemental funding for community-based training from other
sources such as foundations, private health plans, health care providers and
general governmental revenues. The federal government or the states could
take the lead to pool funding from multiple payers of health professions
education. Currently, New York exercises a “tax” on health plans to support
GME; Minnesota now uses revenue from the state’s tobacco settlement to
support medical education and research.

For CCPH Members
•

Become informed about the funding streams for initiatives in communitybased and/or interdisciplinary education;

•

Monitor policy developments, including proposed changes in appropriations,
authorizing legislation, regulations and recommendations from expert panels.
Advocate for increased funding for programs aimed at expanding communitybased and interdisciplinary education and at increasing the number of health
professionals from disadvantaged backgrounds, as well as for policy changes
that promote these types of educational experiences;

•

Develop alliances with other organizations concerned about funding for
community-based and interdisciplinary education such as other organizations
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that provide similar experiences, as well as associations of health professions
schools, health professionals and community-based organizations that
provide public health or medical services.

Federal Policies

Medicare Policy
•

Expand the range of community-based sites that are eligible to DME
reimbursement (where costs of community-based training are not covered by
teaching hospitals);

•

Develop a methodology for reimbursement of community-based sites for IME;

•

Once a methodology is developed, amend the Medicare statute to permit
reimbursement of community-based sites that incur training costs for both
DME and IME.

Bureau of Health Professions Policy
•

Increase funding for AHEC and other Bureau of Health Professions (BHPr)
grant programs that support community-based and interdisciplinary education
and for programs aimed at increasing the number of health professionals from
disadvantaged backgrounds;

•

Ensure that methodologies used to award discipline-specific Title VII and Title
VIII grants provide incentives for health professions schools to provide training
in community-based sites;

•

Provide health professions schools with greater flexibility in implementing
community-based and interdisciplinary educational initiatives supported by
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BHPr grants, as well as initiatives aimed at increasing the number of health
professionals from disadvantaged backgrounds;
•

Expand eligibility for BHPr grants, especially for allied health disciplines and
community-based organizations;

•

Decrease grant periods to permit funding of a greater number of new
initiatives.

Bureau of Primary Health Care Policy
•

Encourage community health centers, migrant health centers and other
Bureau of Primary Health Care grantees to participate in health professions
education;

•

Educate grantees about revenue streams for community-based health
professions education;

•

Continue efforts to enhance partnerships between the National Health
Service Corps and health professions schools;

•

Consider options for improving coordination of educational activities and care
delivery at NHSC sites.

Office of Community Access Programs
•

Encourage the Health Resources and Services Administration (HRSA) to fund
partnerships through the new Office of Community Access Programs that
support health professions education as well as delivery of health care
services to underserved populations.
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CCPH Activities to Influence Federal Policy
•

Focus CCPH’s activities on strengthening relevant programs administered by
HRSA agencies (i.e., BHPr, BPHC, Office of Community Access Programs).
CCPH should focus on HRSA funding streams because these programs are
available to a larger number of CCPH members than Medicare funding, and
because HRSA programs are more narrowly targeted to expanding
community-based and interdisciplinary education and increasing the number
of health professionals from disadvantaged backgrounds;

•

Develop an advisory council composed of representatives of other
organizations with interests in improving federal programs aimed at
expanding community-based and interdisciplinary education and increasing
the number of health professionals from disadvantaged backgrounds. The
advisory council would advise CCPH regarding pending legislation and
regulations, as well as strategies for advancing CCPH’s agenda in these
areas. Where feasible and appropriate, CCPH should partner with
organizations represented on the advisory council to advance policies of
mutual interest;

•

Develop talking points, issue briefs and other materials that CCPH members
can use to educate Members of Congress and staff at BHPr, BPHC and other
agencies about the need to support community-based and interdisciplinary
education and efforts to increase the number of health professionals from
disadvantaged backgrounds.

State Policies
State General Fund Appropriations

•

Target or weight appropriations to:
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•

State initiatives aimed at increasing the number of health professions from
disadvantaged backgrounds (e.g., Governors’ schools/other K through
12th grade enrichment programs, post-baccalaureate programs for
unsuccessful health professions school applicants);

•

Undergraduate and graduate training programs that stress communitybased and multidisciplinary education.

Undergraduate Education

•

Develop incentives to expand community-based and interdisciplinary training
by using general fund appropriations to institute a requirement (e.g., a thirdyear family practice clerkship for medical students) that stresses significant
experience in out of hospital community settings.

Graduate Education

•

Use general fund appropriations to:

•
•

Increase per-capita spending for training in primary care and public health;
Locate more primary care residency and graduate nursing training in
community-based underserved areas;

•

Institute an inner city or rural rotation option that stresses significant
experience in out of hospital community settings for all graduate health
professions students;

•

Institute an option that provides for a significant experience in multidisciplinary
education for all graduate health professions students.

Medicaid Policy

Changes in Medicaid policy would require or encourage states to:
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•

Link Medicaid GME payments to performance, specifying that a significant
portion of medical school and residency training occur in out-of-hospital
settings known to be in short supply of health professionals or are related to
achieving better service for Medicaid recipients and other underserved or
uninsured populations.

•

Expand eligibility for and distribution of Medicaid GME payments to certain
out of hospital providers of graduate medical, nursing and allied health
education qualified to directly receive these payments. These institutions
may include, but are not limited to:
•

Schools of medicine, nursing, dentistry and affiliated graduate training
programs,

•

Ambulatory care sites such as federally qualified health centers, other
community health clinics, private group practices, and MCOs that provide
training, and

•

GME consortia.

CCPH Activities to Affect State Policy
•

Develop a state policy clearinghouse containing information on programs and
policies aimed at expanding community-based and multidisciplinary education
and increasing the number of health professionals from disadvantaged
backgrounds. Such information might include:
•

“Models that work” descriptions;

•

Bibliography of other relevant sources (e.g., resource guides, books,
websites)

•

Contact information and links to relevant state-based organizations; and

•

Information on/links to relevant upcoming conferences and workshops.
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QUESTIONS FOR DEVELOPMENT OF PUBLIC POLICIES

A number of topics need to be considered when developing public policies to
expand community-based or interdisciplinary education. The following list of
questions is intended to serve as a guide for individuals interested in developing
viable and effective public policies in this arena. The questions may be helpful to
policymakers and to individuals and organizations interested in influencing public
policies. These questions could be adapted to address other public policy topics
such as increasing the number of health professionals from disadvantaged
backgrounds.

1. What does the public want from their health professions schools? What are
the public’s priorities? Appropriate health care workforce vs. ability to attract
federal research dollars vs. biotechnology vs. institutional prestige vs. public
health vs. community service?

2. How effective are publicly-supported health professions schools in preparing
professionals to meet public needs?
•

What is the school’s mission with respect to primary care, public health and
geographic distribution of graduates? What is the school’s mission with
respect to multidisciplinary training?

•

What proportion of school applicants graduated from high school in nonmetropolitan counties and inner-city communities? How does that proportion
compare with the proportion of the state’s population living in these areas?

•

How many schools require a family practice clerkship for medical students?

•

What proportion of graduates are doing their post-graduate training in the
state? How many post-graduate training programs are located outside of
hospitals? What proportion of graduates are doing their state-based postgraduate training in primary care? What proportion of physician residencies
require a rural or inner city rotation? How many are based in medically
underserved areas of the state?
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•

What proportion of graduates are in primary care and public health practice in
the state? What proportion of graduates are practicing in the state’s
medically underserved areas? Is there a process for tracking and reporting
such information to training programs and the general public?

3. How can government improve the chances that publicly supported health
professions schools will prepare health professionals to meet public needs?
•

Is it appropriate for government to become involved in defining and
monitoring the missions or expected achievements of publicly supported
schools? Should the federal or state government establish regular
reporting requirements for training programs and enforceable penalties for
noncompliance?

•

Should government appropriations remain unrestricted or should they be
linked to performance with respect to these achievements?

•

Should the federal and state governments provide more support to
education for nurse practitioners and physician assistants?

•

Is there value in Medicare and Medicaid paying for graduate medical
education in other ways that better matches the public’s workforce needs?

4. What is an appropriate and fair level of government support for graduate
health professions education? Should public support for graduate training be
directed toward creating new programs or strengthening existing programs?
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APPENDIX OF RESOURCES

U.S. Bureau of Health Professions
Division of Interdisciplinary and Community-Based Programs
Bernice Parlak
Director
Parklawn Building
5600 Fishers Lane
Rockville, MD 20857
Phone: 301-443-6700
Fax: 301-443-1164
Division of Medicine and Dentistry
Carol Bazell, MD
Director
Parklawn Building, Room 9A-20
5600 Fishers Lane
Rockville, MD 20857
Phone: 301-443-1467
Fax: 301-443-1945
http://158.72.83.3/bhpr/dm/medicine.htm
Division of Nursing
Denise Geolot, PhD, RN
Director
Parklawn Building, Room 9-35
5600 Fishers Lane
Rockville, MD 20857
Phone: 301-443-5786
Fax: 301-443-8586
http://158.72.83.3/bhpr/dn/dn.htm
Division of Public Health and Allied Health Professionals
J. Henry Montes, MPH
Director
Parklawn Building, Room 14A08
5600 Fishers Lane
Rockville, MD 20857
Phone: 301-443-6853
Fax: 301-443-1164
http://158.72.83.3/bhpr/dadphp/main.htm
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State Medicaid Agencies
Alabama
Mr. Dale Walley, Acting Commissioner
Alabama Medicaid Agency
501 Dexter Avenue
P.O. Box 5624
Montgomery, AL 36103-5624 (36104 Fedex)
Commercial 334/242-5600
Fax Number 334/242-5097
Alaska
Mr. Bob Labbe, Director
Division of Medical Assistance
Department of Health and Social Services
P.O. Box 110660
Juneau, AK 99811
Commercial 907/465-3355
Fax Number 907/465-2204
Arizona
Ms. Phyllis Biedess, Director
Arizona Health Care Cost
Containment System (AHCCCS)
801 East Jefferson
Phoenix, AZ 85034
Commercial 602/417-4680
Fax Number 602/252-6536
Arkansas*
Mr. Ray Hanley, Director
Division of Medical Services
Department of Human Services
P.O. Box 1437, Slot 1100
103 E. 7th Street
Little Rock, AR 72203
Commercial 501/682-8365
Fax Number 501/682-1197
California
Mr. Stan Rosenstein, Acting Deputy Director
Medical Care Services
Department of Health Services
714 P Street - Room 1253
Sacramento, CA 95814
Commercial 916/654-0391
Fax Number 916/657-1156
Colorado*
Mr. Richard Allen, Director
Office of Medical Assistance
Department of Health Care Policy & Financing
1575 Sherman - 10th Floor
Denver, CO 80203-1714
Commercial 303/866-5401
Fax Number 303/866-2803
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Connecticut
Mr. David Parrella, Director
Medical Care Administration
Department of Social Services
25 Sigourney Street
Hartford, CT 06106
Commercial 860424-5116
Fax Number 860/424-5114
Delaware
Mr. Philip P. Soule, Sr., Deputy Director
Medical Services
Department of Health and Social Services
P.O. Box 906, Lewis Building
New Castle, DE 19720
Commercial 302/577-4901
Fax Number 302/577-4405
Washington, D.C.
Mr. Herb Weldon, Deputy Director
Medical Assistance Administration
Department of Health
2100 Martin Luther King, Jr. Ave.
Room 302
Washington, D.C. 20020
Commercial 202/727-0735
Fax Number 202/610-3209
Florida
Mr. Gary Crayton, Medicaid Director
Agency for Health Care Administration
2727 Mahan Drive, Building 3
Tallahassee, FL 32308
Commercial 850/922-6463
Fax Number 850/488-3560
Georgia
Mr. Gary B. Redding
Department of Medical Assistance
Two Peachtree Street Suite 40
Atlanta, GA 30303
Commercial 404/654-6880
Fax Number 404/651-6880
Guam
Ms. Tess Arcangel, Acting Administrator
Bureau of Health Care Financing
Department of Public Health and Social Services
P.O. Box 2816
Agana, GU 96910
Overseas Operator: 671/735-7269
Fax Number 671/734-5910
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Hawaii
Mr. Chuck Duarte
Med-Quest Division Administrator
Department of Human Services
PO Box 339
Fed. Ex (601 Kamokila Blvd., Room 518 Kapolei, HI 96707)
Honolulu, HI 96809-0339
Commerical 808/692-8050
Fax Number 808/692-8173
Idaho
Mr. Joe Brunson, Administrator
Department of Health and Welfare
450 West State Street
2nd Floor, PO Box 83720
Boise, ID 83720-0036
Commercial 208/364-1802
Fax Number 208/364-1811
Illinois
Ms. Ann Patla, Medicaid Director
Medical Programs
Illinois Department of Public Aid
201 S. Grand Avenue, East
Springfield, IL 62763-0001
Commercial 217/782-2570
Fax Number 217/782-5672
Indiana
Ms. Kathleen D. Gifford, Assistant Secretary
Medicaid Policy & Planning
Family & Social Services Administration
402 W. Washington Street, Room W382
Indianapolis, IN 46204-2739
Commercial 317/233-4455
Fax Number 317/232-7382
Iowa
Mr. Dan Gilbert, Acting Administrator
Division of Medical Services
Department of Human Services
Hoover State Office Building
5th Floor
Des Moines, IA 50319-0114
Commercial 515/281-8621
Fax Number 515/281-7791
Kansas
Mr. Robert Day, Medicaid Director
Director of Medical Policy Department of Social and Rehabilitation Services
915 SW Harrison , 5th Floor
Topeka, KS 66612
Commercial 785/296-3773
Fax Number 785/296-5507
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Kentucky
Mr. Dennis Boyd, Commissioner
Department for Medicaid Services 275 East Main Street, 6 West
Frankfort, KY 40621
Commercial 502/564-4321
Fax Number 502/564-0509
Louisiana
Mr. Thomas D. Collins, Director
Bureau of Health Services Financing
Department of Health and Hospitals
1201 Capitol Access Road
P.O. Box 91030
Baton Rouge, LA 70821-9030
Commercial 225/342-3891
Fax Number 225/342-9508
Maine*
Mr. Francis T. Finnegan, Jr.
Director
Bureau of Medical Services
Department of Human Services
State House Station #11
249 Western Avenue
Augusta, ME 04333
Commercial 207/287-2093
Fax Number 207/287-2675
Maryland
Ms. Debbie Chang, Deputy Secretary for Health Care Financing
Department of Health and Mental Hygiene
201 West Preston Street
Baltimore, MD 21201
Commercial 410/767-4664
Fax Number 410/333-7687
Massachusetts
Mr. Mark Reynolds, Acting
Commissioner
Division of Medical Assistance
600 Washington Street
Boston, MA 02111
Commercial 617/210-5690
Fax Number 617/210-5697
Michigan
Mr. Robert M. Smedes,
Deputy Director for Medical Services Administration
Department of Community Health
400 South Pine Street
P.O. Box 30037
Lansing, MI 48933
Commercial 517/335-5001
Fax Number 517/335-5007
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Minnesota
Ms. Mary Kennedy, Medicaid Director
Assistant Commissioner for Health Care
Department of Human Services
444 Lafayette Road
St.Paul, MN 55155-3853
Commercial: 651/282-9921
Fax Number: 651/297-3230
Mississippi
Ms. Anna Marie Barnes
Executive Director
Division of Medicaid
Office of the Governor
239 North Lamar Street
Jackson, MS 39201-1399
Commercial 601/359-6048
Fax Number 601/359-6050
Missouri*
Mr. Greg Vadner, Director
Division of Medical Services
Department of Social Services
615 Howerton Court
P.O. Box 6500
Jefferson City, MO 65102
Commercial 573/751-6922
Fax Number 573/751-6564
Montana
Ms. Nancy Ellery, Administrator
Health Policy and Services Division
Department of Public Health & Human Services
1400 Broadway
Helena, MT 59601
Commercial 406/444-4141
Fax Number 406/444-1861
Nebraska
Ms. Cec Brady, Acting Administrator
Medical Services Division
Department of Health & Human Srvs.
P.O. Box 95026
301 Centennial Mall South, 5th Floor
Lincoln, NE 68509
Commercial 402/471-9147
Fax Number 402/471-9092
Nevada
Ms. Janice Wright, Acting Administrator
Division of Health Care Financing and Policy
1100 E. Williams
Suite 116
Carson City, NV 89710
Commercial 775/687-4176 ext 251
Fax Number 775-684-8792
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New Hampshire
Ms. Lee Bezanson, Medicaid Director
Medicaid Administration Bureau
Department of Health and Human Services
6 Hazen Drive
Concord, NH 03301-6521
Commercial 603/271-4353
Fax Number 603/271-4376
New Jersey*
Ms. Margaret Murray, Director
Division of Medical Assistance & Health Services
Department of Human Services
P.O. 712
Trenton, NJ 08625-0712
Commercial:609/588/2600
Fax Number:609/588/3583
New Mexico
Mr. Ross Becker, Acting Director
Medical Assistance Division
Department of Human Services
P.O. Box 2348
Santa Fe, NM 87504-2348
Commercial 505/827-3106
Fax Number 505/827-3185
New York
Ms. Kathy Kuhmerker, Deputy Director
Office of Medicaid Management
Department of Health
Empire State Plaza
Room 1466, Corning Tower Building
Albany, NY 12237
Commercial 518/474-3018
Fax Number 518/486-6852
North Carolina
Mr. Paul R. Perruzzi, Director
Division of Medical Assistance
Department of Health & Human Services
1985 Umstead Drive, P.O. Box 29529
Raleigh, NC 27626-0529
Commercial 919/857-4011
Fax Number 919/733-6608
North Dakota
Mr. David Zentner, Director
Medical Services
Department of Human Services
600 E. Boulevard Avenue
Bismarck, ND 58505-0261
Commercial 701/328-3194
Fax Number 701/328-1544
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Mariana Islands
Ms. Helen Sablan, Administrator
Medicaid
Department of Public Health and Environmental Services
Commonwealth of the Northern Mariana Islands
Saipan, CM 96950
Commercial 670/234-8931 Ext. 2905
Ohio
Ms. Barbara Edwards, Deputy Director
Office of Medicaid
Department of Human Services
30 East Broad Street - 31st Floor
Columbus, OH 43266-0423
Commercial 614/644-0140
Fax Number 614/ 752-3986
Oklahoma*
Mr. Mike Fogarty, CEO
Oklahoma Health Care Authority
4545 N. Lincoln Boulevard, Suite 124
Oklahoma City, OK 73105
Commercial 405/522-7300
Fax Number 405/522-7471
Oregon
Mr. Hersh Crawford, Director
Office of Medical Assistance Programs
Department of Human Resources
500 Summer Street
Salem, OR 97310-1014
Commercial 503/945-5767
Fax Number 503/373-7689
*Mr. Roger Auerbach, Administrator
Senior and Disabled Services Division
Department of Human Resources
500 Summer Street
Salem, OR 97310-1015
Commercial 503/945-5811
Fax Number 503/373-7823
Pennsylvania
Ms. Peg J. Dierkers, Ph.D.
Deputy Secretary
Department of Public Welfare
Health and Welfare Building, RM 515
Commonwealth Avenue & Forster Street
Harrisburg, PA 17120
Commercial 717/787-1870
Fax Number 717/787-4639
Puerto Rico
Ms. Magarita Latorre, Medicaid Director
Office of Economic Assistance to the Medically Indigent
Department of Health
Call Box 70184
San Juan, PR 00936
Commercial 809/765-1230
Fax Number (787) 250-0990
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Rhode Island
Mr. John Young, C.P.M.
Associate Director
Division of Health Care Quality
Department of Human Services
600 New London Avenue
Cranston, RI 02920
Commercial 401/462-3113
Fax Number 401/462-6338
South Carolina
Dr. Jay Samuel Griswold, Ph.D., Director
State Department of Health & Human Srvs.
P.O. Box 8206
Columbia, SC 29202-8206
Commercial 803/898-2504
Fax Number 803/898-4515
South Dakota
Mr. Dave Christensen,
Program Administrator
Medical Services
Department of Social Services
Kneip Building
700 Governors Drive
Pierre, SD 57501-2291
Commercial 605/773-3495
Fax Number 605/773-5246
Tennessee
Mr John Tighe, Acting.
TennCare Director
Department of Health
729 Church Street
Nashville, TN 37247-6501
Commercial 615/741-0213
Fax Number 615/741-0882
Texas**
Ms. Linda Wertz, Medicaid Director
Health and Human Services Commission
4900 N. Lamar Street, 4th Floor
P.O. Box 13247
Austin, TX 78711 (78751 FedEx)
Commercial 512-424-6517
Fax Number 512-424-6547
Utah
Mr. Rod Betit, Executive Director
Department of Health
P.O. Box 141000
Salt Lake City, UT 84114-1000
Commercial 801/538-6111
Fax Number 801/538-6306
*Mr. Michael Deily, Director
Division of Health Care Financing
Department of Health
P.O. Box 143101
Salt Lake City, UT 84114-3101
Commercial 801-538-6406
Fax Number 801/538-6099
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Vermont
Mr. Paul Wallace-Brodeur, Director
Office of Health Access
Department of Social Welfare
Agency of Human Services
103 South Main Street
Waterbury, VT 05676
Commercial 802/241-3985
Fax Number 802/241-2974 or 2897
Virginia
Mr. Dennis Smith, Director
Department of Medical Assistance Services
600 East Broad Street - Suite 1300
Richmond, VA 23219
Commercial 804/786-8099
Fax Number 804/371-4981
Virgin Islands
Ms. Priscilla Berry-Quetel, Executive Director
Bureau of Health Insurance and Medical Assistance
210-3A Altona, Suite 302
Frostco Center
St. Thomas, US Virgin Islands 00802
Commercial 340/774-4624
Fax Number 340/774-4918
Washington
Mr. Tom Bedell
Acting Assistant Secretary
Medical Assistance Administration
Department of Social & Health Srvs.
P.O. Box 45080
Olympia, WA 98504-5080
Commercial 360/902-7807
Fax Number 360/902-7855
West Virginia
Ms. Elizabeth Lawton, Commissioner
Bureau for Medical Services
Department of Health & Human Services
7012 MacCorkle Avenue, S.E.
Charleston, WV 25304
Commercial 304/926-1703
Fax Number 304/926-1833
Wisconsin*
Ms. Peggy Bartels, Administrator
Division of Health Care Financing
Dept. of Health and Social Services
1 West Wilson Street - Room 350
PO Box 309
Madison, WI 53701-0309
Commercial 608/266-8922
Fax Number 608/266-1096
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Wyoming
Mr. Daniel G. Stackis, Administrator
Division of Health Planning & Implementation
6101 Yellowstone Road
Cheyenne, WY 82002
Commercial 307/777-7531
Fax Number 307/777-6964
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Program Manager and Director, Primary Care Resource Center
National Conference of State Legislatures
Washington, DC
Phone: 202/624-3573
Fax: 202/737-1069
E-mail: tim.henderson@ncsl.org

Mr. Henderson is a Program Manager and Director of the Primary Care Resource Center
at the National Conference of State Legislatures (NCSL) in Washington, D.C.. His center
closely follows initiatives across the 50 states to strengthen the health care workforce and
community delivery systems in underserved areas and reform graduate medical
education. He prepares analytic reports on state activity and provides technical
consultation to states on health care workforce education, financing and regulatory issues
and rural health systems issues.

Mr. Henderson has tracked and written several reports on state legislative efforts to
increase generalist training in state-supported medical schools, reduce practice barriers
for nonphysician providers, promote telemedicine, increase community-based medical
education, and improve financial incentives for health professions students and residents
(i.e., scholarship and loan repayment programs) to practice primary care in underserved
communities. In addition, he serves as editorial director for Primary Care News, a
dedicated insertion of NCSL's publication State Health Notes, which targets issues of
interest to primary care providers.

Prior to heading the Center, Mr. Henderson was a senior policy analyst for the National
Governors' Association where he was the director of a primary care cooperative
agreement with the U.S. Public Health Service. Previously, Mr. Henderson was a senior
policy analyst with the U.S. Congress Office of Technology Assessment and was primary
author of the widely acclaimed report, Health Care in Rural America.
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Mr. Henderson has served as project director, task leader and senior analyst on over 40
policy studies, program evaluations and strategic assessments commissioned by federal
and state agencies, foundations and health care provider organizations. He provided
management assistance to and evaluated program performance of over 30 hospitals and
community-based primary care programs across the country. In addition, Mr. Henderson
has been the administrator of both for-profit hospital-based and nonprofit community
primary care practices.
Janet Coffman
Associate Director for Workforce Policy
Center for the Health Professions
University of California, San Francisco
Phone: 415/502-4443
Fax: 415/476-4113
E-mail: coffman@itsa.ucsf.edu

Janet Coffman, MPP, is the Associate Director for Workforce Policy at the University of
California-San Francisco’s Center for the Health Professions. With her colleagues at
UCSF, she has co-authored numerous publications on health professions workforce
policies and trends including Strategies for the Future of Nursing (1998) with Ed O’Neil,
PhD, and “Physicians and Nonphysician Clinicians: Complements or Competitors?”,
(JAMA, 1998) with Kevin Grumbach, MD. Ms. Coffman was the staff director for the Pew
Health Professions Commission’s task force on federal graduate medical education policy
and was the lead author of the Commission’s report Beyond the Balanced Budget Act of
1997: Strengthening Federal GME Policy (1998). She also managed a project for the
Robert Wood Johnson Foundation on Medicare funding for nursing education and has
written a paper on federal funding for community-based education for the US Bureau of
Health Professions (1996). Ms. Coffman has a master’s degree in public policy from the
University of California at Berkeley. She is also a member of Community-Campus
Partnerships for Health’s advocacy and policy committee.
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