
Workshop
Scenarios.
Ms. Koval: 68yo

Ms. Koval is a widow who lived
with her son and his family until
they lost their apartment. Her late
husband’s pension benefits were
reduced upon his death and her
income, even combined with her
son’s, is insufficient to cover
similar housing, so they are now
in a less desirable neighborhood
that does not have a grocery store within walking distance. She has
three chronic health conditions and was already struggling with
medication costs that exceeded Part D benefits. She left the FQHC
practice she previously attended when she became Medicare-eligible,
because they could not secure subspecialty appointments for her. Her
new primary care clinic is part of a health system that is
geographically spread out and transportation costs and her confusion
with coordinating have caused her to miss several appointments. She
was transported to the Emergency Room three times last month for a
fall and for complications due to running out of her medications. She
was hospitalized for one night on two of those occasions but was
discharged without transition support and also missed her clinic
appointments set up from the hospital. She has both Medicaid and
Medicare.



Parker Family

The three Parker children
are ages 4 to 10 and live
in a whole-county Health
Professional Shortage
Area in central Montana.
Their family has only one
farm truck and they
sporadically drive 90
miles to the Rural Health
Clinic for routine care but
can only rarely make it to the county health department for WIC
benefits because it is another 30 minutes beyond the clinic. They have
been on and off Medicaid due to disenrollment despite continuous
eligibility. The Critical Access Hospital to which the RHC was affiliated
(and which afforded it cost-based reimbursement while it was open)
closed 2 years ago resulting in the loss of social workers and a nurse
trained in pediatric development delay. The Rural Health Clinic has
telehealth options for care and Medicaid benefit maintenance, but the
Parkers do not have broadband access at home. This also makes it
impossible to take advantage of Montana’s web-based SNAP benefit
(supports ordering food from Walmart). There is a dentist in the rural
town where the RHC is located but they do not accept Medicaid. There
are no formal community-based organizations in their county but there
is an informal food pantry and a church-based community center.



Questions to
Ponder.
Which states are using Medicaid to address social determinants
in innovative ways?

Which states are looked to for Medicaid innovations?

What are the Medicaid or state authorities, waivers, or other
agreements that can enable states to adjust payments for social
risk?

What do state Medicaid leaders need to get political and public
support for adjusting payments for social risk?

What messages could resonate with rural/urban,
Republicans/Democrats and what are the landmine messages?


