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One of the most important questions in health law concerns how the law can be used as a tool to improve the 
public’s health. This article by Malcarney et al. focuses on this question, providing a detailed overview of how the 
legal changes in the Affordable Care Act might be employed in a comprehensive strategy to reduce the burden 
of asthma. 
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Asthma symptoms are triggered and exacerbated by 
many risk factors found in homes and community 
environments. Interventions designed to reduce or 
eliminate these triggers—such as patient self-manage-
ment education, home visits and care coordination by 
asthma educators and community health workers, and 
supplies to mitigate environmental asthma triggers—
can greatly decrease asthma morbidity. However, many 
of these evidence-based interventions and services fall 
outside of traditional clinical health-care interventions 
included in care delivery systems and reimbursed by 
insurers. This installment of Law and the Public’s Health 
reviews the role Medicaid, the Children’s Health Insur-
ance Program (CHIP), and private insurers can play 
to promote public health through community-based 
asthma prevention. 

BACKGROUND

Asthma is among the most common chronic diseases. 
According to the Centers for Disease Control and 
Prevention (CDC), in 2011, almost 26 million people 
in the United States—approximately 9.5% of children 
younger than 18 years of age and 8.2% of adults aged 
18 years and older—had asthma.1,2 Asthma is the single 
most common chronic condition among children in 
the U.S.,3 and the incidence is rising significantly: in 
2009, more than one in 12 people had asthma com-
pared with just one in 14 (about 20 million) in 2001.4 
Asthma can be a fatal disease if not properly managed, 

claiming the lives of almost 3,500 Americans each 
year.5 Researchers estimate the economic burden of 
asthma on the U.S. at $56 billion annually, represent-
ing $50.1 billion in costs to the health-care system 
(in increased emergency department [ED] visits and 
hospitalizations) and $5.9 billion in indirect costs from 
lost productivity (asthma accounts for 14.4 million lost 
school days and 14.2 million lost work days).5–7 Thus, 
curbing the epidemic and reducing costs is a public 
health priority. 

The complexity of the disease means that clinical 
care is necessary, but not sufficient. Teaching patients 
and their families to administer asthma medication 
correctly and to mitigate environmental exposure—
such as cigarette smoke, certain allergens (e.g., dust 
mites, pests, and pets), and other environmental 
irritants—is a central component of effective asthma 
management.8–11 Expert guidelines released in 2007 by 
the National Asthma Education Prevention Program 
(NAEPP) emphasize the importance of community 
patient education for self-management, along with 
control of environmental asthma triggers.12 However, 
clinical providers typically lack the capacity to assume 
the extensive educational role envisioned by NAEPP 
guidelines. CDC reports that in 2008, fewer than half 
of patients with asthma reported being taught how to 
avoid home asthma triggers.4 

Community-based asthma education programs work 
to fill this void and are considered fundamental to 
the success of any asthma-control program.13,14 Such 
programs extend NAEPP guidelines in nontraditional 
settings, such as homes, schools, and community cen-
ters, and augment clinical care by working in coordi-
nation with action plans and other aspects of asthma 
treatment. Studies show the positive effects of asthma 
home visitation programs on asthma management, 
use of urgent care, allergen reduction, missed school 
days, and caregiver stress.15–19 School settings repre-
sent an additional opportunity for effective asthma 
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education.20–24 Rigorous evaluation has shown the 
benefits of community asthma education in controlling 
symptoms, improving medication adherence and qual-
ity of life, and reducing medical costs,12,25 with savings 
of $5.30 to $14.00 for each dollar spent.26 Other studies 
show similar results for children and adults when com-
munity interventions are combined with clinical care 
improvements.25,27,28 In one study, implementation of 
a school-based health center intervention for children 
with asthma resulted in decreased health-care utiliza-
tion, bringing net savings of nearly $1,000 per child 
per hospitalization.29 

HOW INSURANCE DESIGN AFFECTS 
COMMUNITY-BASED ASTHMA INTERVENTIONS

The results of community-based asthma intervention 
studies have prompted some private insurers to modify 
coverage and payment principles to reach home- and 
community-based asthma education. For example, 
Optima Health Plan’s Asthma Life Coach program 
deploys nurses and respiratory therapists to patients’ 
homes to carry out education, medication review, 
and instruction on environmental asthma triggers.30 
Optima estimates a return on investment of $4.40 for 
every $1.00 spent.31,32 Priority Health Plan’s program, 
which includes asthma management and trigger avoid-
ance education and mitigation of environmental risk 
factors, has improved medication use and significantly 
reduced ED visits and hospitalizations, generating net 
per-child savings of $800 per year.27 Priority Health 
Plan estimates project total savings of more than 
$1.7 million. The Neighborhood Health Plan runs a 
similar asthma program, estimating more than a 30% 
reduction in hospitalizations and ED visits since the 
program’s inception.30 

Despite these results, innovative asthma programs 
are not in widespread use, and coverage of and payment 
for community education is not typical.18,27 As a result, 
most of the community-based interventions in the field 
today rely on limited funding from CDC’s National 
Asthma Control Program or from private foundations. 
Community benefit support from nonprofit hospitals 
might be an additional source of such funding, but 
no data exist on how frequently hospitals make invest-
ments in community-based asthma interventions.33,34 
Maintaining community programs is a challenge, and 
few communities are able to maintain these interven-
tions when funding dollars run dry.35 

USING INSURANCE LAWS TO ADVANCE 
COMMUNITY-BASED ASTHMA INTERVENTIONS

The fact that some insurers participating in public 
programs and private insurance markets do offer 
broader coverage and payment for community-based 
asthma interventions while others do not underscores 
that the exclusion of community-based interventions is 
largely the result of insurer discretion rather than legal 
limitations on coverage and payment. Examining how 
existing insurance sources might be better deployed to 
advance community prevention thus emerges as a pub-
lic health policy priority, particularly as the expanded 
insurance markets created by the Affordable Care Act 
(ACA) begin to emerge. 

Medicaid
Medicaid policy is central to this discussion because of 
the association among asthma prevalence, poor asthma 
management (as measured by higher ED use),36–38 
and poverty.3,39 Medicaid can play a significant role 
in bringing effective community asthma programs to 
low-income and medically underserved populations. 

Preventive benefits for children as part of EPSDT. Preven-
tive benefits are optional for traditionally eligible adult 
populations (e.g., caretakers and parents, pregnant 
women, and adults with disabilities) but are required 
for beneficiaries younger than 21 years of age as a 
result of Medicaid’s special Early and Periodic Screen-
ing Diagnosis and Treatment (EPSDT) entitlement, 
which encompasses not only screening and diagnostic 
services, but all treatments recognized under federal 
law, including preventive services.40,41 Proposed federal 
regulations issued in 2013 clarify that the statutory term 
“preventive services” encompasses not only preventive 
care furnished by licensed professionals, but also services 
recommended by physicians and other licensed practitio-
ners of the healing arts, even if performed by others.42,43 
Thus, if these regulations are finalized, it will be lawful 
for Medicaid (either directly or through its managed 
care contractors) to cover and pay for a community-
based asthma intervention even when carried out by 
health educators or other community health workers. 
Although not considered licensed health-care profes-
sionals, these personnel may still have to meet a state’s 
training and, where applicable, certification standards. 
Furthermore, federal Medicaid law already gives states 
discretion over the settings in which care is furnished. 
As a result, coverage for preventive services is permis-
sible even when the intervention happens outside the 
clinical setting. Essentially, a physician can prescribe a 
health educator home visit, and Medicaid can cover and 
pay for the service as a form of “medical assistance.”42 
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Community-based interventions as part of Medicaid “health 
homes.” The ACA creates a new state Medicaid option 
to create “health homes” for individuals with one 
or more chronic conditions, specifically including 
asthma.44 Since this Medicaid option became available 
in January 2011, seven states have established Medicaid 
health homes that include as eligible beneficiaries 
both children and adults with asthma.45 Under the law, 
health homes are responsible for providing or coordi-
nating all patient care, as well as a specific set of health 
home services: comprehensive care management, care 
coordination and health promotion, patient and family 
support, and referral to community and social support 
services.44 Federal guidelines emphasize that health 
homes must contain sufficient providers to deliver 
a “whole-person approach to care,” which includes 
access to health education and promotion of disease 
self-management, in coordination with community-
based services.46 The guidelines also emphasize state 
discretion over the range of participating preventive 
service providers and treatment settings. Oregon 
has used this authority to include community health 
workers and peer wellness specialists among its health 
home participating providers when they meet criteria 
established by the Oregon Health Authority.47 

Contracting with managed care providers. As noted, 
Medicaid agencies have the legal power to cover and 
pay for medical assistance either directly or through 
participating managed care organizations (MCOs). 
Today, managed care enrollment accounts for more 
than 70% of Medicaid beneficiaries.48 Under their 
contractual agreements, states can specify community-
based asthma interventions; MCOs also have the 
authority to use their revenues to supplement what 
the state’s fee-for-service Medicaid program may cover. 
Community-based asthma interventions bear a striking 
similarity to the disease-management strategies used by 
MCOs to manage chronic conditions, and some MCOs 
include asthma in their disease-management arsenals. 
For example, in 2002, Monroe Plan for Medical Care—
a Medicaid MCO plan in New York State—launched a 
program for children with asthma, providing specialty 
clinical care, case-management services, educational 
materials, home environmental assessments, and sup-
plies for reducing exposure to environmental triggers. 
For every $1.00 spent, $1.48 was saved in direct medical 
costs through a 60% reduction in hospitalizations and 
78% fewer ED visits.27,49 Other MCOs implementing 
similar community asthma interventions have yielded 
comparable results.30,50

Medicaid demonstration authority. Although states have 
all the flexibility they need to expand coverage and pay-

ment to incorporate community-based asthma services 
without special waivers, some states have incorporated 
asthma care into their demonstration waivers to target 
the communities in which such additional services will 
be available. For example, states may seek a waiver to 
the statewideness rule—a Medicaid rule that requires 
medical assistance coverage to be available to all state 
residents—to direct interventions toward specific 
localities and populations.51 Demonstration authority 
(found in Section 1115 of the Social Security Act52) 
also may enable states to cover supplies not otherwise 
considered medical assistance, such as allergen-proof 
mattress covers or air humidifiers.

Through its special MassHealth §1115 demonstra-
tion, Massachusetts has developed a pediatric asthma 
pilot program to provide more flexibility for coverage 
of community prevention services not traditionally 
covered by Medicaid, including home visits, care 
coordination by community health workers, and sup-
plies to mitigate environmental triggers.53 This pilot 
also tests an innovative payment methodology, using a 
bundled per-member, per-month payment for services 
not traditionally covered by MassHealth. The Center 
for Medicare and Medicaid Innovation (CMMI), whose 
establishment was authorized under the ACA to test 
new efficient delivery and service arrangements, also 
has approved innovative projects in New England, 
Delaware, and Tennessee that support the provision 
of services and the inclusion of providers not tradi-
tionally covered under Medicaid.54 For example, the 
Nemours/Alfred I. duPont Hospital for Children is 
partnering with Medicaid and public health officials 
as well as community-based organizations to address 
asthma triggers in schools and homes, use certified 
community health workers as patient navigators who 
provide case-management services to high-need fami-
lies, and develop an asthma population health initiative 
in specific neighborhoods. 

CHIP 
The types of flexibilities outlined under Medicaid 
apply equally to CHIP. Thus, states with separately 
administered CHIPs might consider revisions to the 
scope of child health assistance, as well as modifica-
tions of purchasing agreements with CHIP issuers, 
to incorporate preventive, community-based asthma 
interventions that use health workers who meet state-
established performance criteria. 

Including community-based preventive asthma interven-
tion as a qualified health plan performance standard. 
As the nation moves closer to full implementation 
of the ACA, coverage under qualified health plans 
(QHPs) will become available to millions of lower- and 
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moderate-income individuals and families through 
health insurance marketplaces, known under the law 
as Exchanges. As of January 2013, 19 states are mov-
ing toward operating state-based marketplaces, while 
another seven will participate in a state Partnership 
with a federal marketplace.55 In both cases, states will 
have the authority to design the certification criteria for 
QHPs. One criterion is offering essential health benefits 
that include services for children as well as preventive, 
disease-management, and rehabilitative services. While 
federal law sets minimum standards governing these 
requirements, states retain the flexibility to establish 
performance standards for QHPs that measure their 
performance by how well they deliver community-based 
asthma intervention services to patients with diagnosed 
asthma as part of their disease intervention and preven-
tive services activities. Financing community prevention 
through QHPs thus becomes a basic measure of plan 
performance. 

IMPLICATIONS FOR PUBLIC HEALTH  
PRACTICE AND POLICY

This brief review underscores the important role that 
both public and private health insurance can play in 
financing community-based asthma interventions for 
patients with asthma. Insurance generally does not 
finance group treatments; that is, it would not be 
possible for an insurer to treat as a covered benefit 
an award of funding to a school, for example, to run 
a health education program. But an insurer, public 
or private, could pay for the services received by 
individual children in such settings, and third-party 
payments, coupled with grants from public programs 
or hospital community benefit investments, might be 
used to help sustain such an effort. In terms of home 
visits for individual patients, this article emphasizes 
that such patient-specific treatments fall well within 
the meaning of coverage under Medicaid and CHIP 
and should be an important quality improvement 
performance standard for QHPs, which are expected 
to operate effective preventive programs that return 
good value for the investment. 

What is perhaps most needed is a public health 
community that gains sufficient familiarity with the 
flexibility made possible by modern insurance products 
to effectively advocate for these types of design and 
performance modifications as a core element of pub-
lic health practice. Plenty of examples exist; the task 
becomes translating these examples into policy of gen-
eral applicability. For policy translation to occur, public 
health expertise on program content and performance 

measurement will be key, along with active efforts to 
convince payers of the wisdom of such modifications. 

Mary-Beth Malcarney is an Assistant Research Professor, Naomi 
Seiler is an Associate Research Professor, and Katie Horton is 
a Research Professor, all in the Department of Health Policy at 
the George Washington University School of Public Health and 
Health Services in Washington, D.C. 

Address correspondence to: Mary-Beth Malcarney, JD, MPH, 
George Washington University School of Public Health and 
Health Services, Department of Health Policy, 2021 K St. NW, Ste. 
800; tel. 202-994-4214; e-mail <mbharty@gwu.edu>. 

©2013 Association of Schools and Programs of Public Health

REFERENCES
  1.	 Centers for Disease Control and Prevention (US). 2011 National 

Health Interview Survey (NHIS) data: table 3-1: current asthma 
population estimates—in thousands by age, United States: National 
Health Interview Survey, 2011 [cited 2013 Jan 13]. Available from: 
URL: http://www.cdc.gov/asthma/nhis/2011/table3-1.htm 

  2.	 Centers for Disease Control and Prevention (US). 2011 National 
Health Interview Survey (NHIS) data: table 4-1: current asthma 
prevalence percents by age, United States: National Health Interview 
Survey, 2011 [cited 2013 Jan 13]. Available from: URL: http://www 
.cdc.gov/asthma/nhis/2011/table4-1.htm 

  3.	 Akinbami LJ, Moorman JE, Bailey C, Zahran HS, King M, Johnson 
CA, et al. Trends in asthma prevalence, health care use, and mortal-
ity in the United States, 2001–2010. NCHS Data Brief 2012;(94):108. 

  4.	 Centers for Disease Control and Prevention (US). Vital signs: 
asthma in the US: growing every year. May 2011 [cited 2013 Jan 
6]. Available from: URL: http://www.cdc.gov/vitalsigns/asthma 

  5.	 National Center for Health Statistics (US). National Health Interview 
Survey raw data, 2009. Analysis by the American Lung Association 
Research and Program Services Division [cited 2013 Jan 4]. Available 
from: URL: http://www.lung.org/lung-disease/asthma/resources 
/facts-and-figures/asthma-in-adults.html#1 

  6.	 National Center for Health Statistics (US). National Hospital Dis-
charge Survey, 1995–2010. Analysis by the American Lung Associa-
tion Research and Health Education Division [cited 2013 Jan 4]. 
Available from: URL: http://www.lung.org/lung-disease/asthma 
/resources/facts-and-figures/asthma-children-fact-sheet.html#4 

  7.	 Barnett SB, Nurmagambetov TA. Costs of asthma in the United 
States: 2002–2007. J Allergy Clin Immunol 2011;127:145-52.

  8.	 Etzel RA. How environmental exposures influence the development 
and exacerbation of asthma. Pediatrics 2003;112(1 Pt 2):233-9.

  9.	 Coffman JM, Cabana MD, Halpin HA, Yelin EH. Effects of asthma 
education on children’s use of acute care services: a meta-analysis. 
Pediatrics 2008;121:575-86.

10.	 Purmort J, Coady MH, Bucciarelli A, Bonner S. Asthma education 
in a subsidized preschool setting. J Health Care Poor Underserved 
2008;19:1241-7.

11.	 Wood P, Tumiel-Berhalter L, Owen S, Taylor K, Kattan M. Imple-
mentation of an asthma intervention in the inner city. Ann Allergy 
Asthma Immunol 2006;97(1 Suppl 1):S20-4.

12.	 Department of Health and Human Services (US). Expert panel 
report 3: guidelines for the diagnosis and management of asthma. 
Bethesda (MD): National Heart, Lung, and Blood Institute (US); 
2007.

13.	 Clark N, LaChance L, Friedman Milanovich A, Stoll S, Awad DF. 
Characteristics of successful asthma programs. Public Health Rep 
2009;124:797-805.

14.	 Brown AS, Disler S, Burns L, Carlson A, Davis A, Kurian C, et al. 
Family and home asthma services across the Controlling Asthma in 
American Cities Project. J Urban Health 2011;88 Suppl 1:S100-12.

15.	 Krieger J, Takaro TK, Song L, Beaudet N, Edwards K. A random-
ized controlled trial of asthma self-management support comparing 
clinic-based nurses and in-home community health workers: the 
Seattle-King County Healthy Homes II Project. Arch Pediatr Adolesc 
Med 2009;163:141-9.



406    Law and the Public’s Health

Public Health Reports  /  September–October 2013  /  Volume 128

16.	 Findley SE, Thomas G, Madera-Reese R, McLeod N, Kintala S, 
Andres Martine R, et al. A community-based strategy for improv-
ing asthma management and outcomes for preschoolers. J Urban 
Health 2011;88 Suppl 1:S85-99.

17.	 Celano MP, Holsey CN, Kobrynski LJ. Home-based family interven-
tion for low-income children with asthma: a randomized controlled 
pilot study. J Fam Psychol 2012;26:171-8.

18.	 Williams D, Portnoy JM, Meyerson K. Strategies for improving 
asthma outcomes: a case-based review of successes and pitfalls. J 
Manag Care Pharm 2010;16(1 Suppl C):S3-14.

19.	 Morgan WJ, Crain EF, Gruchalla RS, O’Connor GT, Kattan  M, 
Evans  R III, et al. Results of a home-based environmental 
intervention among urban children with asthma. N Engl J Med 
2004;351:1068-80.

20.	 Bruzzese JM, Unikel L, Gallagher R, Evans D, Colland V. Feasibility 
and impact of a school-based intervention for families of urban 
adolescents with asthma: results from a randomized pilot trial. Fam 
Process 2008;47:95-113.

21.	 Clark NM, Brown R, Joseph CL, Anderson EW, Liu M, Valerio MA. 
Effects of a comprehensive school-based asthma program on symp-
toms, parent management, and absenteeism. Chest 2004;125:1674-9.

22.	 Clark NM, Shah S, Dodge JA, Thomas LJ, Andridge RR, Little RJ. 
An evaluation of asthma interventions for preteen students. J Sch 
Health 2010;80:80-7. 

23.	 Evans D, Clark NM, Levison MJ, Levin B, Mellins RB. Can chil-
dren teach their parents about asthma? Health Educ Behav 
2001;28:500-11. 

24.	 Shah S, Peat JK, Mazurski EJ, Wang H, Sindhusake D, Bruce C, et al. 
Effect of peer led programme for asthma education in adolescents: 
cluster randomised controlled trial. Br Med J 2001;322:583-5.

25.	 Howell JR, De Biasi A, Gratale D, Chang DI. Transforming popula-
tion health: case studies of place-based approaches [cited 2013 Apr 
28]. Available from: URL: http://www.nemours.org/content/dam 
/nemours/www/filebox/healthpro/advocacy/boston.pdf 

26.	 Nurmagambetov TA, Barnette SB, Jacob V, Chattopadhyay SK, 
Hopkins DP, Crocker DD, et al. Economic value of home-based, 
multi-trigger, multicomponent interventions with an environmental 
focus for reducing asthma morbidity—a community guide systematic 
review. Am J Prev Med 2011;41(2 Suppl 1):S33-42. 

27.	 Hoppin P, Jacobs M, Stillman L. Investing in best practices for 
asthma: a business case for education and environmental interven-
tions. Dorchester (MA): Asthma Regional Council of New England; 
2010.

28.	 Center for Health Care Strategies, Inc. ROI evidence base: studies 
on asthma. 2007 [cited 2013 Apr 28]. Available from: URL: http://
www.chcs.org/usr_doc/Asthma_Studies.pdf

29.	 Guo JJ, Jang R, Keller KN, McCracken AL, Pan W, Cluxton RJ. 
Impact of school-based health centers on children with asthma. J 
Adolesc Health 2005;37:266-74.

30.	 Environmental Protection Agency (US). National Environmental 
Leadership Award in Asthma Management: health plan award 
winners [cited 2013 Jan 12]. Available from: URL: http://www 
.asthmaawards.info/awards/winners/category/126 

31.	 Bray K, Turpin RS, Junkind K, Heuser G. Defining success in 
diabetes disease management: digging deeper into the data. Dis 
Manag 2008;11:119-28.  

32.	 Environmental Protection Agency (US). Optima Health: 2005 win-
ner of EPA’s National Environmental Leadership Award in Asthma 
Management [cited 2013 Apr 28]. Available from: URL: http://
www.epa.gov/asthma/pdfs/optima_health_case_history.pdf 

33.	 Internal Revenue Service (US). Schedule H (Form 990) 2011: 
hospitals (revised 2012) [cited 2013 Apr 28]. Available from: URL: 
http://www.irs.gov/pub/irs-pdf/f990sh.pdf 

34.	 Byrnes M, Rieke AM. Hospital tax-exempt policy: a comparison of 
Schedule H and state community benefit reporting systems. Fron-
tiers in Public Health Services & Systems Research 2013;2(1):article 
3. Also available from: URL: http://uknowledge.uky.edu/frontiers 
inphssr/vol2/iss1/3 [cited 2013 Apr 28].

35.	 Clark NM. Community-based approaches to controlling childhood 
asthma. Annu Rev Public Health 2012;33:193-208.

36.	 Gold LS, Smith N, Allen-Ramey FC, Nathan RA, Sullivan SD. Associa-
tions of patient outcomes with level of asthma control. Ann Allergy 
Asthma Immunol 2012;109:260-5.

37.	 Hanania NA, David-Wang A, Kesten S, Chapman KR. Factors asso-
ciated with emergency department dependence of patients with 
asthma. Chest 1997;111:290-5.

38.	 Finkelstein JA, Barton MB, Donahue JG, Algatt-Bergstrom P, 
Markson LE, Platt R. Comparing asthma care for Medicaid and 
non-Medicaid children in a health maintenance organization. Arch 
Pediatr Adolesc Med 2000;154:563-8. 

39.	 Kaiser Commission on Medicaid and the Uninsured. The role of 
Medicaid for people with respiratory disease. Washington: Kaiser 
Family Foundation; November 2012. Also available from: URL: 
http://www.kff.org/medicaid/upload/8383_RD.pdf [cited 2013 
Jan 15].

40.	 42 U.S.C. §1396d(a)(4)(B). 
41.	 42 U.S.C. §1396d(r)(5). 
42.	 42 U.S.C. §1396d(a)(13). 
43.	 Centers for Medicare & Medicaid Services (US). Proposed rule: Med-

icaid, Children’s Health Insurance Programs, and Exchanges: essen-
tial health benefits in alternative benefit plans, eligibility notices, fair 
hearing and appeal processes for Medicaid and Exchange eligibility 
appeals and other provisions related to eligibility and enrollment 
for Exchanges, Medicaid and CHIP, and Medicaid premiums and 
cost sharing. Proposed 42 C.F.R. §440.130(c). 

44.	 Social Security Act §1945, added by the Patient Protection and 
Affordable Care Act, Pub. L. No. 111-148, §2703, 124 Stat. 855 
(March 2010).

45.	 Integrated Care Resource Center. State-by-state health home state 
plan amendment matrix: summary overview. Baltimore: Integrated 
Care Resource Center; 2012. 

46.	 Department of Health and Human Services (US). Health homes 
for enrollees with chronic conditions: SMDL# 10-024. Washington: 
Centers for Medicaid & Medicare Services, Center for Medicaid, 
CHIP and Survey & Certification (US); 2010. Also available from: 
URL: http://downloads.cms.gov/cmsgov/archived-downloads 
/SMDL/downloads/SMD10024.pdf [cited 2013 Apr 21].

47.	 Letter from Carol J.C. Peverly, Associate Regional Administrator, 
Division of Medicaid and Children’s Health Operations, to Bruce 
Goldberg, MD, Director, Oregon Health Authority. Re: Oregon 
state plan amendment (SPA) transmittal number 11-011 [cited 
2013 Apr 21]. Available from: URL: http://www.chcs.org/usr_doc 
/OR11-011_Approval_Package_%283_13_12%29.pdf 

48.	 Medicaid and CHIP Payment and Access Commission. Report to the 
Congress: the evolution of managed care in Medicaid. Washington: 
MACPAC; June 2011. 

49.	 Environmental Protection Agency (US). Communities in Action for 
Asthma Friendly Environments: exemplary award winner profiles 
[cited 2013 Jan 13]. Available from: URL: http://www.asthmacom 
munitynetwork.org/node/708

50.	 Bielaszka-DuVernay C. Taking public health approaches to care in 
Massachusetts. Health Aff (Millwood) 2011;30:435-8.

51.	 42 U.S.C. §1396a(a)(2).
52.	 Social Security Act §1115; 42 U.S.C. §1315.
53.	 Letter from Marilyn Tavenner, Acting Administrator of the Centers 

for Medicare & Medicaid Services, to JudyAnn Bigby, Secretary of 
the Massachusetts Executive Office of Health and Human Services. 
2011 Dec 20 [cited 2013 Jan 14]. Available from: URL: http://www 
.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics 
/Waivers/1115/downloads/ma/ma-masshealth-ca.pdf 

54.	 Centers for Medicare & Medicaid Services, Center for Medicare and 
Medicaid Innovation (US). Health Care Innovation Award project 
profiles. July 30, 2012 [cited 2013 Jan 14]. Available from: URL: 
http://innovations.cms.gov/Files/x/HCIA-Project-Profiles.pdf

55.	 National Conference of State Legislatures. State actions to address 
health insurance Exchanges [cited 2013 Jan 28]. Available from: 
URL: http://www.ncsl.org/issues-research/health/state-actions-to-
implement-the-health-benefit-exch.aspx 



Copyright of Public Health Reports is the property of Association of Schools of Public Health
and its content may not be copied or emailed to multiple sites or posted to a listserv without
the copyright holder's express written permission. However, users may print, download, or
email articles for individual use.


