TR IRGLD
ET
A P
i
%*

e,

Yosannn,

2 NATIONAL _
¢ QUALITY FORUM Web Meeting Agenda

Measure Applications Partnership (MAP)
Joint Meeting of the Medicaid Adult and Child Task Forces

Monday, April 27, 2015

12:00-2:00 pm ET

Participant Instructions:

Please log in 10 minutes prior to the scheduled start to allow time for troubleshooting
Direct your browser to: http://ngf.commpartners.com for slides and streaming audio

Under “Enter a Meeting,” type in the meeting number 599356 and click “Enter”

In the “Display Name” field, type in your first and last name and click “Enter Meeting”
Task force members dial (877) 331-3815 to access the audio platform.

Public participants dial (855) 500-8563 to access the audio platform.

Meeting Objectives:

Orient both Task Forces to MAP’s charge in providing input to CMS on the Medicaid
Adult Core Set and Child Core Set of measures

Review MAP’s prior input and the measures currently planned for use in both measure
sets

Identify information needs to support Medicaid Task Forces decisionmaking at the in-
person meeting

12:00 pm Welcome and Review of Meeting Objectives

Foster Gesten, Medicaid Child Task Force Chair
Harold Pincus, Medicaid Adult Task Force Chair

12:10 pm Introductions of Task Force Members and Disclosures of Interest

Ann Hammersmith, General Counsel, NQF

12:25 pm CMS Goals for Adult and Child Quality Measurement Programs

Marsha Lillie-Blanton, Chief Quality Officer, CMCS & Director, Division of Quality,
Evaluation & Health Outcomes

Karen LLanos, Director, Medicaid Innovation Accelerator Program, Center for
Medicaid and CHIP Services, CMS

Foster Gesten

e Program structure and CMS goals for the Adult Core Set and Child Core Set
e Input requested from MAP in 2015
e Questions from task force members

NW.QUALITYFORUM.ORG


http://nqf.commpartners.com/

PAGE 2

12:45 pm

1:15 pm

1:45 pm

1:55 pm

2:00 pm

Child Core Set: Recent Changes and Properties of the Measures
Shaconna Gorham, Senior Project Manager, NQF
Foster Gesten

MAP’s 2014 measure and gap recommendations for the Child Core Set
Review current measures in the Core Set and note recent changes based on
CMS updates for FFY 2015

Questions and comments from task force members related to opportunities
to further strengthen the Child Core Set

Adult Core Set: Recent Changes and Properties of the Measures

Sarah Lash, Senior Director, NQF
Harold Pincus

MAP’s 2014 measure and gap recommendations for the Adult Core Set
Review current measures in the Core Set and note recent changes based on
CMS updates for FFY 2015

Questions and comments from task force members related to opportunities
to further strengthen the Adult Core Set

Looking Ahead to the In-Person Meeting: Opportunities for Further
Strengthening the Measure Sets

Sarah Lash
Harold Pincus

Planned agenda and resources for in-person meeting

What information is needed about the implementation experience from
participating and/or non-participating states?

What additional information do the task forces need to support their
deliberations?

Opportunity for Public Comment

Next Steps and Adjourn
Shaconna Gorham
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Measure Applications Partnership
Medicaid Child Task Force

COMMITTEE CHAIRS (VOTING)

Foster Gesten, MD, FACP (Chair)

ORGANIZATIONAL MEMBERS (VOTING)

Aetna
Sandra White, MD, MBA

American Academy of Family Physicians
Alvia Siddigi, MD, FAAFP

American Academy of Pediatrics
Terry Adirim, MD, MPH, FAAP

American Nurses Association
Susan Lacey, RN, PhD, FAAN

America's Essential Hospitals
Denise Cunill, MD, FAAP

Blue Cross and Blue Shield Association
Carole Flamm, MD, MPH

Children's Hospital Association
Andrea Benin, MD

Kaiser Permanente
Jeff Convissar, MD

March of Dimes
Cynthia Pellegrini

National Partnership for Women and Families
Carol Sakala, PhD, MSPH

Patient-Centered Primary Care Collaborative
Amy Gibson

SUBJECT MATTER EXPERTS (VOTING)

Luther Clark, MD
Anne Cohen, MPH
Marc Leib, MD, JD
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Welcome and Review of Meeting
Objectives

Measure

Applications Partnership
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Meeting Objectives

= QOrient both Task Forces to MAP’s charge in providing
input to CMS on the Medicaid Child Core Set and
Adult Core Set of measures

= Review MAP’s prior input and the measures
currently planned for use in both measure sets

= |dentify information needs to support Medicaid Task
Force decisionmaking at the in-person meeting

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

Introductions of Task Force
Members and Disclosures of
Interest

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

4/21/2015



Medicaid Child Task Force Membership

‘ Task Force Chair: Foster Gesten, MD, FACP

Organizational Members

Aetna

Sandra White, MD, MBA

American Academy of Family Physicians

Alvia Siddiqi, MD, FAAFP

American Academy of Pediatrics

Terry Adirim, MD, MPH, FAAP

American Nurses Association

Susan Lacey, RN, PhD, FAAN

America’s Essential Hospitals

Denise Cunill, MD, FAAP

Blue Cross and Blue Shield Association

Carole Flamm, MD, MPH

Children’s Hospital Association

Andrea Benin, MD

Kaiser Permanente

Jeff Convissar, MD

March of Dimes

Cynthia Pellegrini

National Partnership for Women and Families

Carol Sakala, PhD, MSPH

Patient-Centered Primary Care Collaborative

Amy Gibson

leasure Ap \tions Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

Medicaid Child Task Force Membership

Subject Matter Experts

Luther Clark, MD

Anne Cohen

Marc Leib, MD, JD

Federal Government Members

Health Resources and Services Administration (HRSA)

Ashley Hirai

Office of the National Coordinator for Health IT (ONC)

Kevin Larsen

sure A stions Partnership

CONVENED BY THE NATIONAL QUALITY FORUM
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Medicaid Adult Task Force Membership

‘ Taskforce Chair: Harold Pincus, MD

Organizational Members

Academy of Managed Care Pharmacy

Marissa Schlaifer

American Academy of Family Physicians

Alvia Siddiqi, MD, FAAFP

American Academy of Nurse Practitioners

Sue Kendig

America's Health Insurance Plans

Kirstin Dawson

Humana, Inc.

George Andrews, MD, MBA, CPE, FACP

March of Dimes

Cynthia Pellegrini

National Association of Medicaid Directors

Daniel Lessler, MD, MHA, FACP

National Rural Health Association

Brock Slabach, MPH, FACHE

CONVENED BY THE NATIONAL QUALITY FORUM

Medicaid Adult Task Force Membership

Subject Matter Experts

Nancy Hanrahan, PhD, RN, FAAN

Ann Marie Sullivan, MD

Marc Leib, MD, JD

Anne Cohen

Federal Government Members

Substance Abuse and Mental Health Services Administration (SAMHSA) | Lisa Patton

Centers for Medicare & Medicaid Services (CMS)

Marsha Smith, MD, PhD, FAAP

CONVENED BY THE NATIONAL QUALITY FORUM

4/21/2015



MAP Medicaid Child and Adult Task Forces C

= For this review, the charge of the MAP Medicaid Child and Adult Task Forces

is to:

© Review states’ experiences reporting measures to date

©  Refine previously identified measure gap areas and recommend
potential measures for addition to the set

5 Recommend measures for removal from the set that are found to be

ineffective

= The task force consists of current MAP members from the MAP Coordinating
Committee and MAP workgroups with relevant interests and expertise.

= MAP will convene the task force beginning April 2015, with a report due to

CMS by August 2015.

Measure Applications Partnership

CONVENED BY THE NATIONAL QUALITY FORUM

2015 Timeline

MAP Medicaid
Adult/Child Task
Forces Web
Meeting
April 27
MAP
Medicaid
Adult/Child
Task Forces In-
person

Meetings
June 9-11

Public
Comment on
Draft Reports
(Adult & Child)

July 6 thru
August 5

MAP
Coordinating
Committee
Review

Mid-August

Final Reports
Complete
August 31
CMS Issues
Annual
Update to
Medicaid
Adult and
Child Core
Sets
Late 2015

Measure Applications Partnership

CONVENED BY THE NATIONAL QUALITY FORUM
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Overview of the Child and Adult Core Sets

MAP Web Meeting April 2015

Marsha Lillie-Blanton & Karen LLanos
Center for Medicaid and CHIP Services
Centers for Medicare &Medicaid Services

11

CMS Goals
Child and Adult Core Sets

* Three-part goal for Child and Adult Core Sets:

1. Increase number of states reporting Core Set
measures

2. Increase number of measures reported by each
state

3. Increase number of states using Core Set
measures to drive quality improvement




Child and Adult Core Set:
In Different Stages of Development

e Child Core Set: CMS has spent the past five years
working with states to understand the Child Core Set
measures and to refine the reporting guidance
provided.

e Adult Core Set: New program. As with any new
reporting program, the early years focus on working
with states to understand the Core Set measures and
to refine the reporting guidance provided.

Children’s Core Set Measures

e Initial Core Set released in Feb 2011
— 24 measures, had to be “in use”

* Voluntary reporting of measures occurs at state-level
— Closed 5th year of reporting
— CMS updates technical specifications manual annually
— States submit data to CMCS

— Technical Assistance and Analytic Support Program for
States

* Most recent Child Core Set released in January 2015

4/21/2015



Improving the Child Core Set

e CHIPRA requires the initial core set of measures to be
“improved” annually beginning in January 1, 2013

* In the past, CMCS partnered with AHRQ’s Subcommittee to
the National Advisory Committee to provide multi-
stakeholder feedback

e Previous updates to the Child Core Set
— 2012: Retired 1, added 3
— 2013: Retired 3
— 2014: Retired 1 measure, added 2 new measures

Medicaid Adult Core Set Measures

e Core Set required by the Affordable Care Act section 2701

— Identification of parsimonious core set of measures that is
reflective of the diverse health care quality needs of adults
in Medicaid

— Initial core set of 26 measures released 2012

e Voluntary reporting to CMS occurs at state-level
— Closed second year of reporting
— CMS updates technical specifications manual annually
— States submit data to CMCS

— Technical Assistance and Analytic Support Program for
States

— CMS updates technical specifications manual annually

4/21/2015
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Medicaid Adult Core Set Measures

e CMS launched two-year grant program December
2012 to support Medicaid agencies in testing the
collection and reporting of the Core Set

— 26 grantees were required to report at least 15 measures
in the first year. All grantees reported at least 10 measures
the second year

— Commonalities of the measures grantees selected for
reporting (and those not selected) provide insight on why
some measures are more challenging than others to report

Improving the Adult Core Set

* Annual improvements (defined as “strengthening”)
to Core Set are required

* Previous updates to the Adult Core Set
— 2013 changes

* Replaced one measure

— 2014 changes

e Retire 1 measure, added 1 measure




Input Requested From
Child & Adult MAPs in 2015

* Focus on incremental changes

— CMS and states continue to learning about current Child &
Adult Core Set measures

— Take into account the state staff time and resources it
takes to learn/incorporate a new measure

e MAP can assist CMS identify ways to strengthen the
Child & Adult Core Set:
— Which measures can be added to fill key gap areas
— Which measures to retire
— Ways to better align with other CMS/HHS programs

Next Steps
(after MAP feedback process)

e CMS reviews MAP feedback with various
internal/external stakeholders:

— Internal discussions at the Center for Medicaid and CHIP
Services

— Broader discussions with CMS'’s agency-level Quality
Measures Task Force

* Annual updates to both Core Sets to be released by
January 2016

4/21/2015
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Next Steps
(after MAP feedback process)

e CMS to issue public reports (separate for Child and
Adult)

— Annual Secretary’s Report (September 30t annually)
— Report to Congress every three years

* Measure development and refinement
— Child measures:

* Past 4 years focused on measurement development in
collaboration with through seven centers of excellence

— Adult measures:
¢ Development activities planned

Questions?

4/21/2015

11



Child Core Set: Recent Changes
and Properties of the Measures

Measure Applications Partnership 2
CONVENED BY THE NATIONAL QUALITY FORUM

MAP’s Initial Assessment of the Core Set —

= MAP’s input on the Child Core Set began with an expedited
review, over the course of ten weeks, in the fall of 2014 .

= The expedited review focused on recommending measures
to fill critical gap areas.

= MAP’s review informed the annual update of the measure
set released by CMS on December 30, 2014.

= Strategic issues and newly endorsed measures in critical
gap areas will be reviewed during the June 2015 meeting.

Measure Applications Partnership 2
CONVENED BY THE NATIONAL QUALITY FORUM

4/21/2015
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Medicaid Child Core Set Measures for FFY 2015 Use

Measure Name Measure Steward

0024 Weight Assessment and Counseling for Nutrition and Physical NCQA
Activity for Children/ Adolescents: Body Mass Index Assessment
for Children/Adolescents

0033 Chlamydia Screening in Women NCQA
0038 Childhood Immunization Status NCQA
0108 Follow-Up Care for Children Prescribed Attention Deficit NCQA

Hyperactivity Disorder (ADHD) Medication

0139 Pediatric Central-line Associated Bloodstream Infections—Neonatal CDC
Intensive Care Unit and Pediatric Intensive Care Unit

0471 Cesarean Rate for Nulliparous Singleton Vertex (PC-02) Joint Commission

0576 Follow-up After Hospitalization for Mental Iliness NCQA

1365 Child and Adolescent Major Depressive Disorder: Suicide Risk AMA-PCPI
Assessment (SRA)*

1382 Live Births Weighing Less than 2,500 Grams CDC

1391 Frequency of Ongoing Prenatal Care NCQA

1392 Well-Child Visits in the First 15 Months of Life NCQA

Measure Applications Partnership  * This measure was added to the 2015 Child Core Set.
CONVEMED BY THE MATIONAL GUALITY FORUM AMA-PCPI = American Medical Association-Physician Consortium for Performance Improvement; CDC = Centers for
Disease Control and Prevention; NCQA = National Committee for Quality Assurance

Medicaid Child Core Set Measures for FFY 2015 Use - Continued

Measure Name Measure Steward
1407 Immunization Status for Adolescents NCQA
1448 Developmental Screening in the First Three Years of Life OHSU
1516 Well-Child Visits in the 3rd, 4th, 5th, and 6th Years of Life NCQA
1517 Timeliness of Prenatal Care NCQA
1799 Medication Management for People with Asthma NCQA
1959 Human Papillomavirus (HPV) Vaccine for Female Adolescents NCQA
2508 Prevention: Dental Sealants for 6-9 Year-Old Children at Elevated DQA (ADA)
Caries Risk (SEAL)*
n/a Ambulatory Care - Emergency Department (ED) Visits NCQA
n/a Adolescent Well-Care Visit NCQA
n/a Behavioral Health Risk Assessment (for Pregnant Women) AMA-PCPI
n/a Child and Adolescents’ Access to Primary Care Practitioners NCQA
n/a Consumer Assessment of Healthcare Providers and Systems® NCQA

CAHPS 5.0H (Child Version Including Medicaid and Children with
Chronic Conditions Supplemental Items)

n/a Percentage of Eligibles That Received Preventive Dental Services CMS

Measure Applications Partnership *This measure was added to the 2015 Child Core Set.

CONVENED BY THE MATIONAL QUALITY FORUM n/a denotes measure is not NQF endorsed
DQA (ADA) = Dental Quality Alliance (American Dental Association); OHSU = Oregon Health and Science University.

26

4/21/2015
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Medicaid Child Core Set Properties: Condition

Clinical Conditions in Current Medicaid Child Core Set Number of Measures (n = 24)

Access to Care
Behavioral Health

Care of Acute and Chronic Conditions (e.g., Asthma,
Overweight/Obesity)

Experience of Care*
Maternal and Perinatal Care
Oral Health

Preventive Care

*CMS will also pilot a reporting process for the Child HCAHPS survey (NQF #2548)

1
3

o N O

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

Medicaid Child Core Set Properties: NQS

National Quality Strategy and CMS Quality Strategy
Priorities

Patient Safety

Person- and Family-Centered Experience of Care
Effective Communication and Care Coordination
Prevention and Treatment of Chronic Disease
Affordability

Healthy Living and Well-Being

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

4/21/2015
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Medicaid Child Core Set Properties: Measure

Characteristics
S : o Number of Measures
Medicaid Child Core Set Characteristics
(n=24)
Endorsed 18
NQF Endorsement Status
Not Endorsed 6
Structure 0
Measure Type Process 21
Outcome 3
Administrative Claims 19
Electronic Clinical Data 15
Data Collection Method
eMeasure Available 6
Survey Data 2
In use in one or more other federal programs 9
Alignment
In the Medicaid Adult Core Set 3*
Measure Applications Partnership - *Frequency of Ongoing Prenatal Care has one rate in the child set 29
CONVENED BY THE MATIONAL QUALITY FORUM and one rate in the adult set

MAP’s Recommendations to Fill Critical Gap A

Fall 2014
= MAP identified numerous gaps in measures in the 2014 Child
Core Set, including:
B Care coordination
® Screening for abuse and neglect
B Injuries and trauma
© Mental health
© Overuse/medically unnecessary care
B |npatient measures
© Durable medical equipment (DME)
B Cost measures
Measure Applications Partnership “
CONVENED:BY THE NATIONAL QUALITY ORI

4/21/2015
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MAP’s Recommendations to Fill Critical Gap

Fall 2014, Continued

= MAP noted measures in various stages of development
under the auspices of the AHRQ-CMS Pediatric Quality
Measures Program (PQMP)

© Measures will help address relative lack of measures
designed for use with the pediatric population

B Care coordination, behavioral health and inpatient care
measures were scheduled to be completed by February
2015

Measure Applications Partnership 31
CONVENED BY THE NATIONAL QUALITY FORUM

MAP Measure Specific Recommendations —

= MAP supported all but one measure in the Child Core Set
for continued use in the program.

= Removal: Percentage of Eligibles That Received Dental
Treatment Services

® MAP recommended that the measure be removed
because it is not an effective tool for quality
improvement. It is unclear if an increase or decrease in
the rate is desirable.

Measure Applications Partnership 2
CONVENED BY THE NATIONAL QUALITY FORUM

4/21/2015
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MAP Measure-Specific Recommendations —

2014, Continued

MAP recommended six measures for phased addition:

1. NQF #2508 Prevention: Dental Sealants for 6-9 Year Old Children at Elevated
Caries Risk

2. #2548 Child HCAHPS

3. #2509 Prevention: Dental Sealants for 10-14 Year Old Children at Elevated
Cares Risk

4/5 (tie). #1365 Child and Adolescent Major Depressive Disorder: Suicide Risk
Assessment

4/5 (tie). #0477 Under 1500g Infant Not Delivered at Appropriate Level of Care
6. #0480 PC-05 Exclusive Breast Milk Feeding

Measure Applications Partnership 33
CONVENED BY THE NATIONAL QUALITY FORUM

CMS - Child Core Set Update for 2015 Repor

Issued December 30, 2014

= |nformed by MAP’s recommendations, CMS updated the
Child Core Set:

© Retired one measure:
»  Percentage of Eligibles that Received Dental Treatment Services
©  Added two measures:
» Dental Sealants for 6-9 Year Old Children at Elevated Caries Risk;
»  Child and Adolescent Major Depressive Disorder: Suicide Risk Assessment
® In addition, CMS will pilot a reporting process for the child
version of the Hospital Consumer Assessment of
Healthcare Providers and Systems survey (Child HCAHPS)

= These updates correspond well to MAP’s suggested course of
action.

Measure Applications Partnership Source: CMCS Informational Bulltin “2015 Updates to the Child and Adut Core W
COMVEMED BY THE MATIONAL QUALITY FORUM Health Care Quality Measure Sets.

4/21/2015
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Overview of Medicaid Child Core Set

FFY 2013 Reporting (most recent data available)

All states voluntarily reported two or more of the Child Core
Set measures

= The term “states” includes the 50 states and the District of
Columbia

= Median number of measures reported was 16
= 33 states reported at least 13 of the 25 core measures

= Data completeness improved; 41 states now include both
Medicaid and CHIP populations in one or more measures

= Most frequently reported measures include assess to
primary care, well-child visits, and use of dental services

Measure Applications Partnership Source for slides 28-31: The Department of Health and Human Services 2014 Annual
CONVEMED BY THE MATIONAL QUALITY FORUM report on the Quality of Health Care for Children in Medicaid and CHIP

Overview of Medicaid Child Core Set

FFY 2013 Reporting

= First year reporting of three newest measures was
encouraging

o 23 states reported the HPV Vaccine for Female
Adolescents and Medication Management for People
with Asthma measures

o Two states reported the Behavioral Health Risk
Assessment (for Pregnant Women) measure

» requirement for EHRs to calculate measure was a barrier

i > : i R Source: Based on Mathematica analysis of FFY 2012 CARTS reports.
Measure Applications Partnership (o analysis was conducted on 16 Child Core Set measures reported by 25 states o more. Ambulatory 36
CONVENED BY THE NATIONAL QUALITY FORUM Care ED visits and CLABSI were excluded from this analysis. Also, Appropriate Testing for Pharyngitis was

retired from the core set.

4/21/2015
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Number of Medicaid/CHIP Children’s Health Care Quality
Measures Reported by States, FFY 2013

wn
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Source: Mathematica analysis of FFY 2013 Child CARTS reports.
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easure A|jp||(_‘&|[[0[‘|5 P(—]riners}np Notes: This figure is based on state reporting of 25 core set measures for FFY 2013. This figure excludes the Central Line- 37
CONVEMED BY THE MATIONAL QUALITY FORUM Associated Bloodstream Infection (CLABSI) measure. Beginning in FFY 2012, data for the CLABS| measure were obtained
from the CDC National Healthcare Safety Network. The term “states” includes the 50 states and the District of Columbia

Number of States Reporting the Core Set of Medicaid/CHIP
Children’s Health Care Quality Measures, FFY 2013

Preventive Dental Services
Dental Treatment Services

‘Well-Chid\Visitsinthe Third, Fourth,
ifth, and Sixth Years of Life

‘Well-Chid Visitsin the First 15 Manths of Life
Adolescent Wet-Cam Vists

Consumer Assessment of Healihcare Providers and
Systems (CAHPS®) Health Pian Survey

Chiamydia Sereening in Women

Appropriate Testng for Chidren with Pharyngiis
Childhood immunization Status

Timetinessof Prenatal Care

Ambulatory Care: Emergency Depariment Visits
Immunization Status for Adlesoents

Follow-Up Carefor Chidren Prescribed Attention-Defict/
Hyperactiity Disorder (ADHD) Medication

Follow-Up After Hospitalzation forMental liness

FrequencyofOngaing Prenatal Care
Baiy Mass Indec Assesament

for Children and Adolescents

Human Papillomavinus (HPV) Vacane

for Femaie Adolescents

Medication Management for Peoplewith Asthma.

Annual Percentage o1 Asthma Patients with One or More
Asthma-Related Emergency Room Visits

Live Births Weighing Less Than 2,500 Grame.

Dev inne

elopmental Screening
First Three YearsofLife
Annuai Pediatric Hemogiobin Ae Testing

E
E:
2
21
20

Source: Mathematica analysis of FFY 2013 Child CARTS reports

" and Form CMS-416 reports.

Cesarean Ratefor Nulliparous Singleton Vertex
Conters for Meckcare b Medca Senrces

R EEEEEEE] Medicaid/CHIP
e, Himberof States Health Care Quality Measures

easure Applications Partnership notes: seginning in FFY 2013, to minimize state burden, CMS began calculating the two dental measures on behalf of states using data 3

CONVEMED BY THE MATIONAL QUALITY FORUM reported on Form CMS-416. The term “states” includes the 50 states and DC.

4/21/2015
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Child Task Force Discussion and Questions

= Questions or comments about the data presented?

= QObservations about the updates that CMS made based on
MAP’s 2014 review?

= Have any measure gap areas been satisfied or emerged as a
result of the most recent update?

0 Measures suggested by MAP for addition but not yet
added by CMS may need to be re-evaluated in 2015
along with other priorities for updates.

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

Adult Core Set: Recent Changes
and Properties of the Measures

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

40

4/21/2015
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MAP 2014 Assessment of the Adult Core S

e The composition of the Medicaid Adult Core Set is well-matched
with CMS’ stated goals for the program

e The Core Set’s strong alignment with other program sets and
parsimonious number of measures should continue

*  MAP encourages the inclusion of relevant outcome measures in
future iterations of the set

* MAP strongly prefers that the set contain the most current NQF-
endorsed® measures to ensure validity and reliability

* MAP observed changes had been made to several measures to
enable state-level reporting

Measure Applications Partnership "
CONVENED BY THE NATIONAL QUALITY FORUM

Medicaid Adult Core Set Measures for FFY 2015 Use
0004 Initiation and Engagement of Alcohol and Other Drug Dependence NCQA
Treatment
0006 CAHPS Health Plan Survey v 4.0—Adult Questionnaire with CAHPS AHRQ
Health Plan Survey v 5.0 (Medicaid)
0018 Controlling High Blood Pressure NCQA
0027 Medical Assistance with Smoking and Tobacco Use Cessation NCQA
0032 Cervical Cancer Screening NCQA
0033 Chlamydia Screening in Women Ages 21-24 NCQA
0039 Flu Vaccinations for Adults Age 18 and Older NCQA
0057 Comprehensive Diabetes Care: Hemoglobin Alc Testing NCQA
0059 Comprehensive Diabetes Care: Hemoglobin Alc Poor Control (>9.0%) NCQA
0105 Antidepressant Medication Management NCQA
0272 PQI 01: Diabetes, Short-Term Complications Admission Rate AHRQ
0275 PQI 05: Chronic Obstructive Pulmonary Disease (COPD) or Asthma in AHRQ
Older Adults Admission Rate
Measure Applications Partnership 2
CONVENED BY THE NATIONAL QUALITY FORUM

21
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0277
0283
0418
0469

0476
0576

0648

1517

1768
2082

2371

2372
n/a

n/a

Medicaid Adult Core Set Measures for FFY 2015 Use - Continued
| NQF# | MeasureName | MeasureSteward |

PQI 08: Congestive Heart Failure (CHF) Admission Rate
PQI 15: Adult Asthma Admission Rate

Screening for Clinical Depression and Follow-Up Plan
PC-01: Elective Delivery

PC-03 Antenatal Steroids
Follow-Up After Hospitalization for Mental Iliness

Care Transition—Transition Record Transmitted to Health Care
Professional

Prenatal and Postpartum Care: Postpartum Care Rate

Plan All-Cause Readmission Rate
HIV Viral Load Suppression

Annual Monitoring for Patients on Persistent Medications

Breast Cancer Screening
Adherence to Antipsychotics for Individuals with Schizophrenia
Adult Body Mass Index (BMI) Assessment

AHRQ

AHRQ

CMS

Joint Commission

Joint Commission

NCQA

AMA-PCPI

NCQA

NCQA
HRSA

NCQA

NCQA
NCQA
NCQA

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

43

Medicaid Adult Core Set Properties: Conditic

Clinical Conditions in Current Medicaid Adult Core Set

Preventive Care

Maternal and Perinatal Health
Behavioral Health and Substance Use
Care of Acute and Chronic Conditions
Care Coordination

Experience of Care

Number of Measures (n = 26)

6
3

10

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM
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Medicaid Adult Core Set Properties: NQS

Number of Measures in the
Medicaid Adult Core Set
(n=26)

National Quality Strategy and CMS Quality Strategy
Priorities

Patient Safety

Person- and Family-Centered Experience of Care
Effective Communication and Care Coordination
Prevention and Treatment of Chronic Disease

Healthy Living and Well-Being

= 00 W o @k

Affordability

Measure Applications Partnership -
CONVENED BY THE NATIONAL QUALITY FORUM

Medicaid Adult Core Set Properties: Measure
Characteristics
Medicaid Adult Core Set Characteristics
Endorsed 24
NQF Endorsement Status
Not Endorsed 2
Structure 0
Process 19
Measure Type
Outcome 6
Patient Experience of Care 1
Administrative Claims 21
Electronic Clinical Data 18
Data Collection Method
eMeasure Available 8
Survey Data 3
In use in one or more Federal Programs 23
Alignment
In the Child Core Set 3*
Measure Applications Partnership  *Frequency of Ongoing Prenatal Care has one rate in the child set 6
CONVENED BY THE MATIONAL QUALITY FORUM and one rate in the adult set

23



MAP’s 2014 Recommendations to Address H

Priority Gaps

a

a

a

a

= MAP identified gaps in measures in the Adult Core Set, including:

Access to primary and specialty care
Beneficiary-reported outcomes
Care coordination

Cultural competency of providers
Efficiency

Long-term supports and services
Maternal health

Promotion of wellness

Treatment outcomes for behavioral health conditions and substance
use disorders

Workforce

Measure Applications Partnership 47
CONVENED BY THE NATIONAL QUALITY FORUM

MAP’s 2014 Recommendations to Address H

Priority Gaps

MAP particularly emphasized three gap areas for future
action:

®  Maternal health relating to risk for poor birth outcomes

© Behavioral health and substance abuse treatment to
prevent readmission

o Access to primary care

Measure Applications Partnership 48
CONVENED BY THE NATIONAL QUALITY FORUM

4/21/2015
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= MAP recommended that 25 of 26 measures continue to be used
(three with conditional support)

= MAP suggested the removal of:
® NQF #0063 - Comprehensive Diabetes Care: LDL-C Screening
= MAP recommended the phased addition of:

® NQF #0059 — Comprehensive Diabetes Care: Hemoglobin Alc
(HbA1c) Poor Control (>9.0%)

©  NQF #1799 — Medication Management for People with Asthma as a
complement to #0283 Asthma in Younger Adults Admission Rate
(PQl 15).

©  NQF #0647 — Transition Record with Specified Elements Received by
Discharged Patients

Measure Applications Partnership 49
CONVENED BY THE NATIONAL QUALITY FORUM

CMS— Adult Core Set Update for 2015 Repor

Issued December 30, 2014

= Based on MAP’s recommendations, CMS updated the 2015
Adult Core Set:
B Retired one measure:
» Comprehensive Diabetes Care: LDL-C Screening measure

© Added one measure:

» Comprehensive Diabetes Care: Hemoglobin Alc Poor Control (>9.0%)
measure

= These updates correspond well to MAP’s suggested course
of action.

Measure Applications Partnership Source: CMCS Inforn
COMNVEMED BY THE MATIONAL QUALITY FORUM Health Care Quality

nal Bulletin “2015 Updates to the Child and Adult Core 50
sure Sets.”
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Overview of Medicaid Adult Core Set

FFY 2013 Reporting

Adult Core Set participation is strong, with room for improvement
= 30 states reported a median of 16.5 measures

= The term “states” includes the 50 states and the District of
Columbia

= Eight measures were reported by at least 25 states
= Most frequently reported measures focused on:

© Diabetes care management

B Postpartum care visits

© Mental health treatment

® Women’s preventive health care

Measure Applications Partnership Source for slides 44-46: The Department of Health and Human Services 2014 Annual o
CONVEMED BY THE MATIONAL QUALITY FORUM report on the Quality of Health Care for Adults Enrolled in Medicaid

Number of Medicaid Adult Core Set Measures Reported, by State, FFY 2013

New York

Georgia
Colorado
Delaware

lowa

Connecticut
Tennessee
California
Louisiana
Pennsylvania
Rhode Island
Texas
Asrkansas
Mentana
Vermont
Median
Alabama
Missour
New Hampshire
New Mexico
Oklahoma
Oregon
Indiana
Massachusetts
Michigan
Minnesota
Ohio
Washington
Wwest Virginia
virginia
Ninois

19

19
19

24
23
21

21

88

Number of Measures

25

Measure Applications Partnership  source
CONVENED BY THE NATIONAL QUALITY FORUM

analysis of FFY 2013 Adult CARTS reports.

Notes: This figure is based on state reporting of 26 Core Set measures for FFY 2013. The term “states” includes the 50
states and the District of Columbia.
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Number of States Reporting the Medicaid Adult Core Set Measures, FFY 2013

Comprehensive Diabetes Care:
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s
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Number of States

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

Source: Based on Mathematica analysis of FFY 2013 Adult CARTS reports
Notes: The term “states” includes the 50 states and the District of Columbia.

Adult Task Force Discussion and Questions

= Questions or comments about the data presented?

= QObservations about the updates that CMS made based on

MAP’s 2014 review?

= Have any measure gap areas been satisfied or emerged as a
result of the most recent update?

o Measures suggested by MAP for addition but not yet
added by CMS may need to be re-evaluated in 2015
along with other priorities for updates.

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM
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Looking Ahead to the In-person
Meeting: Opportunities for
Further Strengthening the

Measure Sets

L

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

June In-Person Meeting Objectives

= Consider states’ experiences implementing the Medicaid
Adult and Child Core Sets
o Like last year, panelists from states will join MAP’s
meetings
= Develop concrete recommendations for strengthening the
Medicaid Adult and Child Core Sets through identification of:

© Most important measure gaps and potential measures to
address them
© Measures found to be ineffective, for potential removal

B Other strategic or implementation issues

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM
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Planned Sources of Information

= Evaluation of the current Medicaid Adult and Child Core Sets of
measures against the MAP Measure Selection Criteria and the
NQS

= Feedback from participating States to include:
B Measures selected for reporting and why they were selected
®  Most common types of technical assistance requests
o Data collection challenges and solutions
®  How states are using the measure results

= Measure-specific information collected through CMS’ CARTS
system

= Aggregated quality results for select measures with a minimum
threshold of reporting

Measure Applications Partnership 57
CONVENED BY THE NATIONAL QUALITY FORUM

Task Force Discussion

= What additional information do the task forces
need to support their deliberations?

= What other information is needed about the
implementation experience from participating
and/or non-participating states?

Measure Applications Partnership 58
CONVENED BY THE NATIONAL QUALITY FORUM
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Opportunity for Public Comment

Next Steps

4/21/2015
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Structure of June Task Force Deliberations

June 9 June 10 June 11

Child TF Only QR Joint Adult TF Only
e Child Core Set Attendance e Adult Core Set
Measures e Shared Measures

Strategic Issues
¢ State feedback

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM

Important Dates

= June 9 -10: In-person meeting of Medicaid Child Task Force

= June 10— 11: In-person meeting of Medicaid Adult Task Force
= July 6 — August 5: 30-day public comment period on draft reports
= August, Date TBD: MAP Coordinating Committee review of draft reports

= August 31: Final reports due to HHS and made available to the public

Measure Applications Partnership
CONVENED BY THE NATIONAL QUALITY FORUM
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Thank You for Participating!
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Together, Medicaid and the Children’s Health
Insurance Program (CHIP) cover more than 43
million children, which is more than 1in every 3
and about 40 percent of all births.2 With such a
large share of children relying on Medicaid and
CHIP for comprehensive health services, the
quality of these services is paramount.

A Core Set of Health Care Quality Measures for
Children Enrolled in Medicaid and CHIP (Child
Core Set) has been identified to provide the
health system with information it needs to monitor
quality and undertake improvement activities
when deficits are identified. The 2014 Child Core
Set contains 23 measures that span an array of
clinical topic areas to meet the diverse health
needs of children enrolled in Medicaid and CHIP.
Although it is a voluntary reporting program, all
states provided data for the most recent annual
report, with a median of 14 measures in use per
state. The Child Core Set is updated annually to
continually strengthen and improve this program.

Convened by the National Quality Forum (NQF),
the Measure Applications Partnership (MAP) is a
public-private partnership that provides input to
the Department of Health and Human Services
(HHS) on the selection of performance measures
for quality reporting programs. MAP’s input on the
Child Core Set began with an expedited review,
which focused on recommending measures to fill
critical gap areas. MAP considered feedback from
states on the implementation and impact of the
Child Core Set to inform its decisionmaking.

MAP supports all but one of the measures in the
current Child Core Set for continued use in the
program and six measures for phased addition to
the Child Core Set.

* MAP recommends removal of the measure
Percentage of Eligibles That Received Dental
Treatment Services, because it is unclear if an
increase or decrease in the rate is desirable.
There are other NQF-endorsed oral health

measures that are better suited to the needs
of the Medicaid and CHIP quality reporting
program.

MAP is aware that additional resources are
required for each new measure, and has ranked
the recommended measures for phased addition
to provide a clear sense of priority:

1. #2508 Prevention: Dental Sealants for 6-9 Year
Old Children at Elevated Cares Risk to the Child
Core Set to replace the current dental treatment
measure in the Child Core Set, Percentage
of Eligibles That Received Dental Treatment
Services. This measure more accurately captures
the quality of care delivered and is linked
to improved outcomes. It also addresses a
legislative mandate to HHS.

2. #2548 The Consumer Assessment of Healthcare
Providers and Systems Hospital Survey - Child
Version (Child HCAHPS) is a pediatric-specific
tool that is part of the CAHPS suite of surveys
that address patient and family experience of
care.

3. #2509 Prevention: Dental Sealants for 10-14 Year-
Old Children at Elevated Caries Risk provides
a continuation in age range to #2508. This
second, similar measure is necessary to evaluate
the application of sealants to the second set of
molars, which develop at a later age.

Particular emphasis was given to the top three
recommendations. Despite lower prioritization,
the Task Force also supported the following three
measures:

4, (tie) #1365 Child and Adolescent Major
Depressive Disorder: Suicide Risk Assessment
targets a high prevalence mental health condition
that can result in severe outcomes without
appropriate treatment. It helps to address a
potential gap in measures related to behavioral
health.

(tie) #0477 Under 15009 Infant Not Delivered at


http://www.qualityforum.org/QPS/2508
http://www.qualityforum.org/QPS/2548
http://www.qualityforum.org/QPS/2509
http://www.qualityforum.org/QPS/1365
http://www.qualityforum.org/QPS/0477

Appropriate Level of Care measures an important
missed opportunity to provide treatment and
guidance for high-risk pregnancies in a regional
manner that promotes care coordination across
facilities.

6. #0480 PC-05 Exclusive Breast Milk Feeding is part
of a set of five measures that address perinatal care
(PC-01: Elective Delivery, PC-02: Cesarean Section,
PC-03: Antenatal Steroids, PC-04: Health Care-
Associated Bloodstream Infections in Newborns)
and complements other perinatal measures in the
Child and Adult Core Sets.

During MAP’s review of measures in the Child
Core Set, members discussed numerous cross-
cutting and strategic issues. These issues include
limitations in the data infrastructure to support
measurement and particularly eMeasurement,
feasibility concerns for measures not specified

The Measure Applications Partnership (MAP) is

a public-private partnership convened by the
National Quality Forum (NQF). MAP provides
input to the Department of Health and Human
Services (HHS) on the selection of performance
measures for public reporting and performance-
based payment programs (Appendix A). MAP has
also been charged with providing input on the use
of performance measures to assess and improve
the quality of care delivered to children who are
enrolled in Medicaid and the Children’s Health
Insurance Program (CHIP).

The MAP Medicaid Child Task Force advises

the MAP Coordinating Committee on
recommendations to HHS for strengthening

and revising measures in the Core Set of Health
Care Quality Measures for Children Enrolled in
Medicaid and CHIP (Child Core Set), with a focus
on addressing high-priority measure gaps. The
task force consists of MAP members from the MAP
Coordinating Committee and MAP workgroups
(Appendix B).

for state-level analysis, and increasing alignment
of measures with the Medicaid Adult Core Set
and other quality reporting programs. A major
strategic consideration for the future direction
of the Child Core Set is the large volume of
pediatric measures in development under the
auspices of the AHRQ-CMS Pediatric Quality
Measures Program (PQMP); these measures will
become available for MAP’s consideration over
the course of the next year. Knowing that other
measures were on the horizon influenced MAP’s
decisionmaking, in particular related to behavioral
health and care coordination measures.

These strategic issues, as well as any newly-
endorsed measures in critical gap areas, will be
considered further during the MAP’s next review of
the Child Core Set, scheduled to be completed by
August 2015.

MAP’s input on the Child Core Set began with

an expedited review, described in this report,
which took place over the course of ten weeks.
MAP will also conduct a second, more in-depth
review scheduled to be completed in August
2015. Because a comprehensive retirement
review was recently completed by the Agency
for Healthcare Research and Quality (AHRQ) on
behalf of the Centers for Medicare & Medicaid
Services (CMS), MAP’s expedited review focused
on recommending measures to fill critical gap
areas. In tandem with the MAP Measure Selection
Criteria (MSC) (Appendix C), MAP considered
states’ experiences implementing the Child Core
Set in making its recommendations. HHS will use
MAP’s findings to inform an annual update of the
Child Core Set required by statute to occur by
January 2015. NQF will continue to convene the
Medicaid Child Task Force and MAP Coordinating
Committee to provide additional review and
recommendations in 2015 for the January 2016
update.


http://www.qualityforum.org/QPS/0480

Covering more than 62 million Americans,
Medicaid is the largest health insurance program in
the U.S. and the primary health insurance program
for low-income individuals.* CHIP provides
coverage to children in families with incomes

too high to qualify for Medicaid, but who cannot
afford private coverage. Both Medicaid and CHIP
are financed through federal-state partnerships;
each state designs and operates its own programs
within federal guidelines.*

Together, Medicaid and CHIP cover more than 43
million children, which is more than 1in every 3,°
and about 40 percent of all births.® The federal
government sets minimum guidelines for Medicaid
eligibility, but states can choose to expand
coverage beyond the minimum threshold. Most
states have elected to provide Medicaid to children
with family incomes above the minimum of 100
percent of the Federal Poverty Level (FPL).” The
FPL is determined by family size: it is $19,790 for a
family of three in 2014.2 As of April 2014, 29 states
(including DC) covered children in families with
incomes up to 250 percent FPL under Medicaid
and/or CHIP. Nineteen of these states covered
children with family incomes up to 300 percent
FPL.°

States establish and administer their own Medicaid
programs but are required to offer certain
mandatory benefits and can choose to provide
other optional benefits. All children enrolled in
Medicaid are entitled to the comprehensive set

of healthcare services known as Early Periodic
Screening, Diagnosis, and Treatment (EPSDT). This
benefit provides comprehensive and preventive
healthcare services for children under age 21

who are enrolled in Medicaid. The preventive
focus of EPSDT helps to ensure that health
problems, including behavioral health issues, are
identified and treated early, before problems
become more complex and their treatment
more costly.!® Although pharmacy coverage is an
optional benefit under federal Medicaid law, all
States currently provide coverage for outpatient
prescription drugs to all categorically eligible
individuals and to most other enrollees within their
Medicaid programs.”

CHIP also ensures a comprehensive set of
benefits for children, but states have flexibility to
design the benefit package depending on how
the CHIP program is operated. Each state can
design its CHIP program in one of three ways:

as an expansion of the Medicaid program, as a
separate Child Health Insurance Program, or as

a combination of the two approaches. If it is a
Medicaid Expansion CHIP program, it will provide
the standard Medicaid benefit package, including
EPSDT. Separate CHIP programs can provide
either Benchmark coverage or Benchmark-
equivalent coverage.?

Understanding the health-related needs of
children in Medicaid and CHIP contributes to the
selection of appropriate measures across the
continuum of child health. Data from the National
Health Interview Survey (NHIS) in 2012 found
that 83 percent of U.S. children under age 18

had excellent or very good health.® While most
children are healthy, it is important to consider
the group of children with complex health needs.
Approximately two-thirds of all children with
complex health needs are covered by Medicaid,



accounting for about 6 percent of the total
number of children with Medicaid. However, this
6 percent of enrollees incur nearly 40 percent of
costs.M

In 2010, children constituted one-fifth of the
approximately 130 million visits to hospital-
affiliated emergency departments (EDs) in the
United States. The vast majority—96 percent—of
ED visits resulted in the child being treated and
released from the ED rather than being admitted
to a hospital for further care. An analysis of
Healthcare Cost and Utilization Project (HCUP)
data found that two-thirds of ED visits for infants
younger than one year were billed to Medicaid.
Medicaid was also the largest primary expected
payer for ED visits among children ages 1-4 and
5-9 years. Injuries and poisoning and respiratory
disorders were the most common reasons for all
ED visits, followed by nervous system disorders
and infectious and parasitic diseases. Among ED
visits that result in children being admitted to a
hospital for further treatment, dehydration and
respiratory conditions, especially asthma, were
common reasons. Additionally, mood disorders
and conduct or disruptive behavioral disorders
were frequent reasons for ED visits resulting in
admission of older children®

Health expenditures provide another lens on
children’s health issues. According to the Medical
Expenditure Panel Survey (MEPS) data, $117.6
billion was spent for the medical care and
treatment of children in 2011. The five most costly
medical conditions in terms of total direct medical
spending were mental disorders, asthma, trauma-
related disorders, acute bronchitis and upper
respiratory infections, and otitis media, as defined
by the Clinical Classification System (CCS). Of the
five most costly conditions for children, mental
disorders affected the fewest children but had

the highest average expense per child; nearly half
of the $13.8 billion spent on mental disorders for
children in 2011 was covered by Medicaid. About 41
percent of mental health expenditures on children
were for prescription medications.'®

Poor birth outcomes also have a
disproportionately high impact in the Medicaid
population. More than half of hospital stays
related to short gestation, low birth weight,

or inadequate fetal growth were covered by
Medicaid.” Although poor birth outcomes lead

to high average expenditures per infant, they

do not occur as frequently as other high-impact
conditions, and so do not appear in the list of top
five most costly medical conditions. If examining
average expenditures per case, the three most
costly conditions are infant respiratory distress
syndrome, premature birth/low birth weight, and
cardiac and circulatory birth defects, all of which
are regarded as poor birth outcomes.

Dental caries are one of the most common
chronic diseases in children in United States,”® and
if left untreated, can lead to problems in eating,
speaking, learning, and to lower quality of life® An
estimated six percent of children have an unmet
need for dental care, in part because their families
cannot afford the services.?° The percentage of
children ages 2 to 18 who receive dental benefits
from Medicaid increased from 20.5 percent in
2000 to 36.8 percent in 20112

With such a large share of children relying

on Medicaid and CHIP for comprehensive

health services, the quality of these services is
paramount. Performance measurement provides
the health system with information it needs to
monitor quality and undertake improvement
activities when deficits are identified.

The Children’s Health Insurance Program
Reauthorization Act of 2009 (CHIPRA) provided
for the identification of a core set of healthcare
quality measures for children enrolled in Medicaid
and CHIP. CMS and AHRQ jointly charged a group
of experts with creating this core set of measures
in 2009.22 The initial 24 measures contained within
the core set are relevant to children ages 0-18 as well
as pregnant women in order to encompass both
prenatal and postpartum quality of care issues.
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CMS’ three-part goal for the Child Core Set is

to increase the number of states reporting Core
Set measures, increase the number of measures
reported by each state, and increase the number
of states using Core Set measures to drive quality
improvement. CHIPRA also required CMS to
update the initial core set annually. The 2013

Child Core Set revision added three measures

and retired one measure, resulting in a total of 26
measures.?® For the 2014 update, CMS focused
only on measures for retirement. In December
2013, CMS released the 2014 Child Core Set, which
retired three measures and brought the total to 23
measures.?*

Characteristics of the Child Core Set

The 2014 Child Core Set contains 23 measures
(Appendix D) that are concentrated in the
National Quality Strategy priority area of Healthy
Living and Well-Being (Exhibit 1).

EXHIBIT 1. MEASURES IN THE CHILD CORE SET BY
NATIONAL QUALITY STRATEGY PRIORITY

Number of
Measures in the

National Quality Strategy

of care measure. Additionally, the Child Core Set
is well-aligned with other quality and reporting
initiatives: seven of the measures are used in

one or more federal programs, including the
Medicaid Adult Core Set and the Health Insurance
Marketplace Quality Rating System Measure
Set.?>26 Representing the diverse health needs of
the child Medicaid and CHIP population, the Child
Core Set measures span many clinical topic areas
(Exhibit 2).

EXHIBIT 2. MEASURES IN THE CHILD CORE SET BY
CLINICAL AREA

Number of
Measures in
the Child Core
Set (n = 23)

Clinical Topics

Access to Care 1

W

Acute Care and Chronic Conditions
(e.g., Asthma, Overweight/Obesity)

Behavioral Health

Consumer Experience

Oral Health

Perinatal Care

NI O N | =W

Preventive Care and Screening

Priority Child Core Set
(n =23)

Patient Safety 1

Person- and Family-Centered 1

Experience of Care

Effective Communication and 3

Care Coordination

Prevention and Treatment of 0

Chronic Disease

Healthy Living and Well-Being 16

Affordability 2

Viewed as an array of measure types, the set
contains no structural measures, 19 process
measures, 4 outcome measures, and 1 experience




MAP values implementation and impact information
about measures and uses this feedback to inform
its decisionmaking. MAP received feedback on

the implementation of the Child Core Set from
presentations from states that participated in
reporting and from the 2013 Annual Secretary’s
Report on the Quality of Care for Children in
Medicaid and CHIP. This report states that in

2012, all states reported at least two measures.
Appendix E provides more details on the frequency
of reporting of each measure. CMS now has four
years of experience with this voluntary reporting
program and providing technical assistance and
analytic support for states. These valuable inputs
informed MAP’s measure-specific and strategic
recommendations for the Child Core Set to achieve
CMS’ three-part goal.

Presentations from two states highlighted that

the Child Core Set measures are being used as an
important tool to drive improvements on priority
issues. The panelists identified implementation and
measure-specific challenges to reporting the Child
Core set, including:

¢ Greater clarity is needed in the technical
specifications, especially on definitions.
Local coding conventions may complicate
standardized reporting.

¢ Measures that require chart review pose
significant data collection burdens. Not only
can they be resource-intensive, but there also
may be legal and or technical barriers for the
state to review medical records from hospitals
and health systems.

¢ The differences in reporting mechanisms across
care settings and benefit structures also pose
challenges. States that have “carve-outs” for
mental health services experience challenges
in gathering data on follow-up care and other

details. Other challenges include capture of
data from retail-based clinics and school-based
health centers.

» States and their contracted health plans and
providers are involved in multiple quality
reporting initiatives, such as the Meaningful
Use incentives, health homes, demonstration
waivers, and managed care organization
accreditation. Greater alignment of measures
among these programs would improve the
efficiency of participation.

The presenters also provided feedback on
strategic issues and measure gap areas:

* Greater state capacity for electronic data
abstraction and measurement would reduce
some of the effort associated with data
collection and quality reporting for multiple
programs. It would also allow for quality
improvement activities that are incorporated
into the EHR clinical workflow.

* More measures are needed on mental health
topics, such as the complex care issues of
children in the foster care system, medication
use and overuse, and adolescent suicide.

* Given that the cycle for measurement and
improvement activities based on measure
results can take three years or more, changing
measures in the set on a yearly basis can create
challenges for programs and providers.

The median number of measures reported per
state is 14. States may have various reasons for
reporting some of the Child Core Set measures
but not others, including data access and technical
capacity. Additionally, states may be using other
measures to address local needs and not sharing
those results with CMS.


http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf

MAP’s expedited review focused on

opportunities to strengthen the Child Core Set

by recommending measures to fill critical gap
areas. Prior to MAP’s opportunity to provide
input on the Child Core Set, the Subcommittee

of the National Advisory Council on Healthcare
Research and Quality (SNAC) convened by
AHRQ reviewed the measures to determine which
should be retired from the set.?” CMS acted on
the SNAC’s 2013 recommendations and removed
three measures from the set in its January 2014
update: pharyngitis testing, annual HbAlc testing,
and the asthma ED measure. The removal of these
measures created capacity for a small number

of new measures to be added in the next annual
update, scheduled to occur by January 2015.

MAP identified numerous gaps in measures in the
current Child Core Set. These include:

e Care coordination
- Home- and community-based care
- Social services coordination

¢ Screening for abuse and neglect

¢ Injuries and trauma

* Mental health

- Access to outpatient and ambulatory mental
health services

- ED use for behavioral health
» Overuse/medically unnecessary care
- Appropriate use of CT scans
¢ Inpatient measures
¢ Durable medical equipment (DME)
» Cost measures
- Targeting people with chronic needs

- Enrollees’ out-of-pocket spending

Although the current version of the Child Core
Set includes measures pertaining to some of
these topics, MAP did not perceive them as
comprehensive. For example, two measures in the
Child Core Set relate to mental health, but others
are available and in development that could be
considered for future addition to the set.

Based on the prioritization of gap areas, MAP
reviewed available NQF-endorsed® measures

for potential addition to the measure set. MAP’s
Measure Selection Criteria (Appendix C) dictate
that NQF-endorsed measures are required

for program measure sets, unless no relevant
endorsed measures are available to achieve

a critical program objective. NQF-endorsed
measures have undergone a rigorous
multistakeholder evaluation to ensure that they
address aspects of care that are important and
feasible to measure, provide consistent and
credible information, and can be used for quality
improvement and decisionmaking. For some areas,
such as screening for abuse and neglect, trauma,
and DME, no NQF-endorsed measures were found.
These areas will be revisited during the annual
review process in 2015.

MAP also took note of a large number of
measures in various stages of development

under the auspices of the AHRQ-CMS Pediatric
Quality Measures Program (PQMP).?8 Seven
Pediatric Healthcare Quality Measures Program
Centers of Excellence (COEs) have received
cooperative agreement grants to support measure
development activities. When development and
testing are complete, these measures will be
publicly available for use and will help address the
relative lack of measures designed for use with
the pediatric population. Many measures on care
coordination, behavioral health, and inpatient care
are scheduled to be completed by February 2015,
and it is likely that NQF will receive many of them



for endorsement review. Though the timeline for
2014’s expedited review precluded full examination
of the PQMP measures, MAP will review them in
more detail as part of the 2015 process.

MAP supported all but one of the measures in the
current Child Core Set for continued use in the
program. Maintaining stability in the measure set
will allow states to continue to gain experience
reporting the measures, potentially increasing
the number of individual measures they are

able to submit to CMS on an annual basis. State
participants identified some feasibility concerns
related to the current measures, but detailed
exploration of those challenges will be better
addressed during MAP’s planned 2015 review.
MAP’s measure-specific recommmendations are
described below, with details on the individual
measures provided in Appendix D.

Measures for Removal
from the Child Core Set

MAP recommends removal of the measure
Percentage of Eligibles That Received Dental
Treatment Services. CMS and other stakeholders
described that the measure is not an effective
tool for quality improvement because it is unclear
if an increase or decrease in the rate is desirable.
Essentially, any dental visit, regardless of its
quality or appropriateness, would count in the
measure. A higher number of Medicaid enrollees
receiving dental treatment could indicate the
positive outcome of improved access to care or
the negative outcome of more individuals needing
treatment for caries or other poor oral health
outcomes. Therefore, the information collected is
not actionable by states or CMS. The measure is
not NQF-endorsed.

Public comments on this MAP recommendation
were generally positive, but some dissented
based on the importance of measuring access to
dental treatment. One of the measures supported
for continued use in the set is Percentage of
Eligible Children Who Received Preventive Dental
Services, which addresses this topic. In addition,
MAP recommended two oral health measures as
potential replacements. These combined actions
maintain a focus on the critical importance of oral
health care and ensure that the measure results
send a clear signal for quality improvement.

Measures for Phased Addition
to the Child Core Set

MAP recommends that CMS consider up to six
measures for phased addition to the Child Core
Set. These measures received the approval of

60 percent or more of voting MAP Task Force
members for inclusion. Their use would strengthen
the measure set by promoting the measurement of
a variety of high-priority quality issues, including
oral health, beneficiary experience, and maternity
care. However, MAP is aware that additional
federal and state resources are required for each
new measure. Past revisions to the measure set
have not altered more than three measures at a
time, indicating that the immediate addition of

all measures supported by MAP is highly unlikely.
MAP rank-ordered the measures it supports for
inclusion in the Child Core Set by having each Task
Force member prioritize up to three measures.
This ranking provides CMS with a clear sense of
priority among the potential measures. CMS may
need flexibility to add the measures gradually over
the course of one or more annual updates and
only if they are found to be feasible to implement
at the state level.
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EXHIBIT 5. RANKING OF MEASURES SUPPORTED FOR ADDITION TO THE CHILD CORE SET

Ranking | Measure Number and Title

Votes for
Prioritization

1 NQF #2508 Prevention: Dental Sealants for 6-9 Year-Old Children at Elevated Caries 10
Risk

2 NQF #2548 Consumer Assessment of Healthcare Providers and Systems Hospital 7
Survey - Child Version (Child HCAHPS)

3 NQF #2509 Prevention: Dental Sealants for 10-14 Year-Old Children at Elevated Caries 5
Risk

4 (tie) NQF #1365 Child and Adolescent Major Depressive Disorder: Suicide Risk Assessment 4
NQF #0477 Under 15009 infant Not Delivered at Appropriate Level of Care

6 NQF #0480 PC-05 Exclusive Breast Milk Feeding 3

MAP awards particular emphasis to the first three
measures. Several public comments seconded the
notion that the first three measures are the most
important. NQF #2508 Prevention: Dental Sealants
for 6-9 Year-Old Children at Elevated Caries

Risk is intended as a replacement for the dental
treatment measure recommended for removal. It is
clearly linked to improved outcomes and will more
accurately capture the quality of care delivered
than the original utilization-oriented measure. The
use of this measure will also allow CMS to respond
to a legislative mandate to measure the use of
dental sealants in this age group. Measure #2509
is similar but evaluates the application of sealants
to the second set of molars, which develop at a
later age. MAP members discussed whether the
use of both measures is necessary, noting that
children of all ages need to benefit from these
services but also that use of one measure is likely
to drive broader changes in practice.

MAP also prioritized the new CAHPS® tool
focused on evaluating the family’s experience

of care when a child is hospitalized. Developed
through the PQMP, this measure would help to
address gaps that were noted in the measure
set: inpatient measures, patient experience, and
care coordination. At present, hospitals may

be using a variety of local, proprietary tools to
gauge pediatric patient/family experience. Broad
adoption of a survey that is in the CAHPS family
will enhance comparability across sites and across

populations. The survey contains a field to capture
the payer of care, so MAP concluded that it would
be feasible for survey administrators to subset
those that apply to Medicaid for purposes of
reporting.

Despite lower prioritization, MAP also supported
the remaining measures because they addressed
important gaps in the current measure set.
Specifically, MAP determined that suicide risk
screening among children and adolescents

with depression was an important intervention
for one of the most common behavioral health
diagnoses in this population. Participants also
flagged the issue of rising rates of antipsychotic
medication use as a prime opportunity for quality
improvement, especially among children in the
foster care system insured by Medicaid. One
measure of antipsychotic medication use in young
children was considered by the group but did not
reach the consensus threshold necessary to gain
MAP’s support. Comments reflected the many
facets to consider in selecting measures to address
this gap area, and MAP members had a robust
discussion of both available behavioral health
measures and those under development. Because
several measures, including those from the

PQMP, are nearly complete but have not yet been
reviewed by NQF for endorsement, MAP plans to
re-evaluate the measures on this topic during its
next review.

Use of NQF measure #0477 and NQF measure


http://www.qualityforum.org/QPS/2508
http://www.qualityforum.org/QPS/QPSTool.aspx?m=2548&e=1
http://www.qualityforum.org/QPS/2509
http://www.qualityforum.org/QPS/1365
http://www.qualityforum.org/QPS/0477
http://www.qualityforum.org/QPS/0480
http://www.qualityforum.org/QPS/2508
http://www.qualityforum.org/QPS/2509

#0480 would strengthen the presence of perinatal
care issues in the Child Core Set. Although
delivery of a low birth weight infant at a facility
not well-equipped to handle complex cases is
not always avoidable, MAP members agreed

that there is much room for improvement on this
indicator. It represents an opportunity for women
experiencing high-risk pregnancy to receive
counseling about the appropriate site of delivery
and for regional medical systems to coordinate
and communicate about their NICU capabilities.
Similarly, breast milk feeding is associated with a
variety of positive downstream health outcomes
for both mothers and babies, including lowering
risk of asthma, allergies, obesity, and certain
infections.?® Comments reflect strong opinions
both for and against the addition of the Exclusive
Breast Milk Feeding. In response to a comment
that cited reasons for not breastfeeding, it should
be noted that the measure specifications allow

During MAP’s review of measures in the Child Core
Set, members discussed numerous cross-cutting
and strategic issues. Although not specific to the
use of particular measures, these observations

can guide ongoing implementation of the
measurement program and inform future iterations
of the set.

Several important factors underpin the feasibility
of reporting state-level data on quality measures.
MAP discussed the impact of gaps in Medicaid
data infrastructure and limited resources
available to invest in analytics. States have
varied, but generally limited, capacity to collect
clinical quality information electronically as
eMeasures at this time. Although MAP discussed
the possibility of adding more eMeasures to

for a second “subset” rate that excludes mothers
whose documented initial feeding plans were not
to exclusively feed breast milk.3°

In addition to full support for measures ready and
available for immediate use, MAP can conditionally
support measures that are pending NQF
endorsement, are not ready for implementation
until a change is made by the measure steward,
need further confirmation of feasibility, or need
further experience or testing before being used in
the program. Two of the above measures received
MAP’s conditional support for inclusion because
they are currently undergoing review for NQF
endorsement. NQF #2548 Child HCAHPS and

NQF #1365 Child and Adolescent Major Depressive
Disorder: Suicide Risk Assessment have both

been recommended for endorsement by standing
committees and are pending final approval and
ratification.

the Child Core Set, most participants felt that
uptake of those measures would be quite low

in the near term. However, the group called for
continued development of eMeasures that are
appropriate for use in the Medicaid population,
understanding that is the future direction of the
quality measurement enterprise. Finally, feasibility
of measure implementation can be diminished
when measures designed to be used in facilities
and/or health plans are retrofitted for state-level
reporting. CMS needs to provide clear technical
guidance for states to ensure uniformity in data
collection and reporting.

A major strategic consideration for the future
direction of the Child Core Set is the large volume
of measures undergoing development and



testing in Pediatric Centers of Excellence under
the PQMP. As previously described, dozens of
measures pertaining to important issue areas will
become available for MAP’s consideration over
the course of the next year. Knowing that other
measures were on the horizon influenced MAP’s
decisionmaking related to behavioral health and
care coordination measures, in particular. The
majority of participants wanted to defer action

on supporting measures in these topic areas until
more information on the new measures could be
made available for MAP’s review. Some, but not all,
of the new measures are expected to be submitted
to NQF for endorsement review. Submission to
NQF was encouraged but not a grant requirement.

One measure (behavioral health risk screening for
pregnant women) created by a PQMP grantee is
already included in the Child Core Set. Conscious
that the current grant support is scheduled to end
in 2015, MAP recognized the need for additional
long-term planning for measure development and
stewardship to ensure that work on high-priority
pediatric care measures continues to be pursued.
This sentiment was echoed by commenters who
supported MAP’s deferment to measures in
development that may better address gap areas;
however, it was also noted that new measures

are not as likely to be used in other reporting
programs and so may not advance alignment
efforts.

When making recommendations about measures
for the Child Core Set, MAP considered the
relationship between the selected measures and
those contained in the Adult Core Set. Though

the two measurement programs are separate,

both CMS and States regard them as working
together to provide an overall picture of quality
within Medicaid and CHIP. Additionally, MAP’s
2014 review of the Adult Core Set noted this
inter-relationship. Comments noted that alignment
efforts for the Medicaid quality reporting programs
also advances alignment and harmonization of
measures being used across states.

Alignment of measures across the programs is
especially apparent when considering the quality
of the continuum of the prenatal, maternity, and
postnatal care of mothers and infants. Perinatal
measures have a large presence in the Child Core
Set and three others are contained in the Adult
Core Set (i.e., elective delivery, antenatal steroids,
and postpartum care rate). This accurately reflects
the longstanding importance of Medicaid in
providing health coverage to low-income women
and babies. MAP discussed the need to further
explore health outcomes of the mother/child dyad,
specifically how a mother’s health and healthcare
affects that of her child or children.

Alignment is important on other planes as well.
MAP discussed the synergies that arise when
measures are shared across the physician-

level EHR Incentive Program, better known as
Meaningful Use, and the National Committee for
Quality Assurance’s (NCQA) HEDIS® measure set
for health plans. Overlap with HEDIS is especially
helpful for states with a significant presence of
managed care in their Medicaid delivery systems
because the collection of common measures can
satisfy multiple program reporting requirements.



Medicaid is the largest health insurance program
in the United States and, together with CHIP,
provides coverage for more than a third of

the nation’s children.® States’ participation in
reporting measures in the Child Core Set greatly
contributes to understanding how successful
Medicaid programs are in delivering high-quality
care to their enrollees. MAP’s recommendations
are intended to strengthen the measure set

and support CMS’s goals for the Child Core Set
reporting program.

MAP requests that CMS remove a measure of the
utilization of dental treatment services because

it is not actionable for quality improvement
purposes. MAP supports the addition of up to

six measures to the measure set, including two
measures that better address oral health. In
general, the measures recommended for addition
address healthcare services and clinical conditions
that have significant impact on low-income
families and long-term health outcomes.

This expedited review was completed over a period
of 10 weeks to assist CMS in meeting a statutory
deadline, limiting the scope of the review and its
ability to thoroughly explore states’ experiences
reporting the current measures and the status of
numerous measures still undergoing development
and testing. MAP will conduct a more in-depth
review of the Child Core Set in 2015 to inform the
next annual update of the measure set.
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The Measure Applications Partnership (MAP) is

a public-private partnership convened by the
National Quality Forum (NQF) for providing input
to the Department of Health and Human Services
(HHS) on selecting performance measures for
public reporting, performance-based payment,
and other programs. The statutory authority

for MAP is the Affordable Care Act (ACA),

which requires HHS to contract with NQF (as

the consensus-based entity) to “convene multi-
stakeholder groups to provide input on the
selection of quality measures” for various uses!

MAP’s careful balance of interests—across
consumers, businesses and purchasers, labor,
health plans, clinicians, providers, communities
and states, and suppliers—ensures that HHS

will receive varied and thoughtful input on
performance measure selection. In particular, the
ACA-mandated annual publication of measures
under consideration for future federal rulemaking
allows MAP to evaluate and provide upstream
input to HHS in a more global and strategic way.

MAP is designed to facilitate progress on

the aims, priorities, and goals of the National
Quality Strategy (NQS)—the national blueprint

for providing better care, improving health for
people and communities, and making care more
affordable. Accordingly, MAP informs the selection
of performance measures to achieve the goal of
improvement, transparency, and value for all.

MAP’s objectives are to:

1. Improve outcomes in high-leverage areas for
patients and their families. MAP encourages the
use of the best available measures that are high-
impact, relevant, and actionable. MAP has adopted
a person-centered approach to measure selection,

promoting broader use of patient-reported
outcomes, experience, and shared decisionmaking.

2. Align performance measurement across
programs and sectors to provide consistent and
meaningful information that supports provider/
clinician improvement, informs consumer choice,
and enables purchasers and payers to buy based
on value. MAP promotes the use of measures that
are aligned across programs and between public
and private sectors to provide a comprehensive
picture of quality for all parts of the healthcare
system.

3. Coordinate measurement efforts to accelerate
improvement, enhance system efficiency, and
reduce provider data collection burden. MAP
encourages the use of measures that help
transform fragmented healthcare delivery into

a more integrated system with standardized
mechanisms for data collection and transmission.

MAP activities are designed to coordinate with
and reinforce other efforts for improving health
outcomes and healthcare quality. Key strategies
for reforming healthcare delivery and financing
include publicly reporting performance results

for transparency and healthcare decisionmaking,
aligning payment with value, rewarding providers
and professionals for using health information
technology to improve patient care, and providing
knowledge and tools to healthcare providers and
professionals to help them improve performance.
Many public- and private-sector organizations
have important responsibilities in implementing
these strategies, including federal and state
agencies, private purchasers, measure developers,



groups convened by NQF, accreditation and
certification entities, various quality alliances at
the national and community levels, as well as

the professionals and providers of healthcare.
Foundational to the success of all of these efforts
is a robust quality enterprise that includes:

Setting priorities and goals. The work of the
Measure Applications Partnership is predicated
on the National Quality Strategy and its three
aims of better care, affordable care, and healthy
people/healthy communities. The NQS aims and
six priorities provide a guiding framework for the
work of MAP, in addition to helping to align it with
other quality efforts.

Developing and testing measures. Using the
established NQS priorities and goals as a guide,
various entities develop and test measures (e.g.,
PCPI, NCQA, The Joint Commission, medical
specialty societies).

Endorsing measures. NQF uses its formal
Consensus Development Process (CDP) to
evaluate and endorse consensus standards,
including performance measures, best practices,
frameworks, and reporting guidelines. The CDP is
designed to call for input and carefully consider
the interests of stakeholder groups from across
the healthcare industry.

Measure selection and measure use. Measures

are selected for use in a variety of performance
measurement initiatives conducted by federal,
state, and local agencies; regional collaboratives;
and private-sector entities. MAP’s role within the
quality enterprise is to consider and recommend
measures for public reporting, performance-based

payment, and other programs. Through strategic
selection, MAP facilitates measure alignment of
public- and private-sector uses of performance
measures.

Impact and Evaluation. Performance measures
are important tools to monitor and encourage
progress on closing performance gaps.
Determining the intermediate and long-term
impact of performance measures will elucidate

if measures are having their intended impact
and are driving improvement, transparency, and
value. Evaluation and feedback loops for each

of the functions of the Quality Enterprise ensure
that each of the various activities is driving
desired improvements. MAP seeks to engage in
bidirectional exchange (i.e., feedback loops) with
key stakeholders involved in each of the functions
of the Quality Enterprise.

MAP operates through a two-tiered structure (see
Exhibit A1). The MAP Coordinating Committee
provides direction to the MAP workgroups

and task forces and final input to HHS. MAP
workgroups advise the Coordinating Committee
on measures needed for specific care settings,
care providers, and patient populations. Time-
limited task forces charged with specific
initiatives provide further information to the MAP
Coordinating Committee and workgroups. Each
multistakeholder group includes representatives
from public- and private-sector organizations
particularly affected by the work and individuals
with content expertise.
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EXHIBIT Al. MAP STRUCTURE

MAP
Coordinating
Committee

Hospital Clinician
Workgroup Workgroup

[DIVEI = [Te]] o] [)
Beneficiaries
Workgroup

PAC/LTC
Workgroup

Time-Limited Task Forces

All MAP activities are conducted in an open

and transparent manner. The appointment
process includes open nominations and a public
comment period. MAP meetings are broadcast,
materials and summaries are posted on the NQF
website, and public comments are solicited on
recommendations.

Timeline and Deliverables

MAP convenes each winter to fulfill its statutory
requirement of providing input to HHS on
measures under consideration for use in federal
programs. MAP workgroups and the Coordinating
Committee meet in December and January to
provide program-specific recommendations to
HHS by February 1 (see MAP 2014 Pre-Rulemaking
Report).

Additionally, MAP engages in strategic activities
throughout the spring, summer, and fall to inform
MAP’s pre-rulemaking input. To date MAP has
issued a series of reports that:

* Developed the MAP Strategic Plan to establish
MAP’s goal and objectives. This process
identified strategies and tactics that will
enhance MAP’s input.

* |dentified Families of Measures—sets of related
available measures and measure gaps that
span programs, care settings, levels of analysis,
and populations for specific topic areas related
to the NQS priorities—to facilitate coordination
of measurement efforts.

* Provided input on program considerations and
specific measures for federal programs that are
not included in MAP’s annual pre-rulemaking
review, including the Medicaid Adult Core
Set and the Quality Rating System for
Qualified Health Plans in the Health Insurance
Marketplaces.

» Developed coordination strategies intended to
elucidate opportunities for public and private
stakeholders to accelerate improvement and
synchronize measurement initiatives.

ENDNOTE

1 Patient Protection and Affordable Care Act (ACA),
Pub L No. 111-148 Sec. 3014.2010: p.260. Available at
http:/www.gpo.gov/fdsys/pkg/PLAW-111publ148/pdf/
PLAW-T11publ148.pdf. Last accessed October 2014.


http://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=74635
http://www.qualityforum.org/WorkArea/linkit.aspx?LinkIdentifier=id&ItemID=74635
http://www.qualityforum.org/Setting_Priorities/Partnership/MAP_Final_Reports.aspx
http://www.gpo.gov/fdsys/pkg/PLAW-111publ148/pdf/PLAW-111publ148.pdf
http://www.gpo.gov/fdsys/pkg/PLAW-111publ148/pdf/PLAW-111publ148.pdf
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APPENDIX B:
Rosters for the MAP Medicaid Child Task Force and
MAP Coordinating Committee

Roster for the MAP Medicaid Child Task Force

CHAIR (VOTING)

‘ Foster Gesten, MD, FACP

Aetna Sandra White, MD, MBA
American Academy of Family Physicians Alvia Siddiqgi, MD, FAAFP
American Academy of Pediatrics Terry Adirim, MD, MPH, FAAP
American Nurses Association Susan Lacey, RN, PhD, FAAN
America’s Essential Hospitals Beth Feldpush, DrPH
Children’s Hospital Association Andrea Benin, MD

Kaiser Permanente Susan Fleischman, MD

March of Dimes Cynthia Pellegrini

National Partnership for Women and Families Carol Sakala, PhD, MSPH

INDIVIDUAL SUBJECT MATTER EXPERT MEMBERS (VOTING)

Anne Cohen, MPH
Marc Leib, MD, JD

FEDERAL GOVERNMENT MEMBERS REPRESENTATIVE

(NON-VOTING, EX OFFICIO)

Centers for Medicare & Medicaid Services (CMS) Marsha Smith, MD, PhD, FAAP

MAP COORDINATING COMMITTEE CO-CHAIRS (NON-VOTING, EX OFFICIO)

George Isham, MD, MS
Elizabeth McGlynn, PhD, MPP
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Roster for the MAP Coordinating Committee

CO-CHAIRS (VOTING)

George Isham, MD, MS
Elizabeth McGlynn, PhD, MPP

ORGANIZATIONAL MEMBERS (VOTING) REPRESENTATIVES

AARP Joyce Dubow, MUP

Academy of Managed Care Pharmacy Marissa Schlaifer, RPh, MS
AdvaMed Steven Brotman, MD, JD
AFL-CIO Shaun O’Brien

American Board of Medical Specialties Lois Margaret Nora, MD, JD, MBA
American College of Physicians Amir Qaseem, MD, PhD, MHA
American College of Surgeons Frank Opelka, MD, FACS
American Hospital Association Rhonda Anderson, RN, DNSc, FAAN
American Medical Association Carl Sirio, MD

American Medical Group Association Sam Lin, MD, PhD, MBA
American Nurses Association Marla Weston, PhD, RN
America’s Health Insurance Plans Aparna Higgins, MA

Blue Cross and Blue Shield Association Trent T. Haywood, MD, JD
Catalyst for Payment Reform Shaudi Bazzaz, MPP, MPH
Consumers Union Lisa McGiffert

Federation of American Hospitals Chip N. Kahn, lll

Healthcare Financial Management Association Richard Gundling, FHFMA, CMA

Healthcare Information and Management Systems .
g y Representative TBD

Society

The Joint Commission Mark R. Chassin, MD, FACP, MPP, MPH
LeadingAge (formerly AAHSA) Cheryl Phillips, MD, AGSF

Maine Health Management Coalition Elizabeth Mitchell

National Alliance for Caregiving Gail Hunt

National Association of Medicaid Directors Foster Gesten, MD, FACP

National Business Group on Health Steve Wojcik

National Committee for Quality Assurance Margaret E. O’Kane, MHS

National Partnership for Women and Families Alison Shippy

Pacific Business Group on Health William Kramer, MBA

Pharmaceutical Researchers and Manufacturers of

hri her Dezii, RN, MBA,CPH
America (PhRMA) Christopher Dezii CPHQ
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INDIVIDUAL SUBJECT MATTER EXPERT MEMBERS (VOTING)

Bobbie Berkowitz, PhD, RN, CNAA, FAAN

Marshall Chin, MD, MPH, FACP

Harold Pincus, MD

Carol Raphael, MPA

FEDERAL GOVERNMENT MEMBERS

(NON-VOTING, EX OFFICIO)

REPRESENTATIVES

Agency for Healthcare Research and Quality (AHRQ)

Richard Kronich, PhD/Nancy Wilson, MD, MPH

Centers for Disease Control and Prevention (CDC)

Chesley Richards, MD, MPH, FACP

Centers for Medicare & Medicaid Services (CMS)

Patrick Conway, MD, MSc

Office of the National Coordinator for HIT (ONC)

Kevin Larsen, MD, FACP

NQF Staff

Sarah Lash

Senior Director

Elizabeth Carey

Senior Project Manager

Nadine Allen

Project Analyst
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APPENDIX C:

MAP Measure Selection Criteria

The Measure Selection Criteria (MSC) are intended to assist MAP with identifying characteristics that
are associated with ideal measure sets used for public reporting and payment programs. The MSC are
not absolute rules; rather, they are meant to provide general guidance on measure selection decisions
and to complement program-specific statutory and regulatory requirements. Central focus should be on
the selection of high-quality measures that optimally address the National Quality Strategy’s three aims,
fill critical measurement gaps, and increase alignment. Although competing priorities often need to be
weighed against one another, the MSC can be used as a reference when evaluating the strengths and
weaknesses of a program measure set, and how the addition of measures would contribute to the set.

Criteria

1. NQF-endorsed® measures are required for program measure sets, unless no relevant endorsed
measures are available to achieve a critical program objective

Demonstrated by a program measure set that contains measures that meet the NQF endorsement criteria,
including: importance to measure and report, scientific acceptability of measure properties, feasibility,
usability and use, and harmonization of competing and related measures.

Subcriterion 1.1 Measures that are not NQF-endorsed should be submitted for endorsement if
selected to meet a specific program need

Subcriterion 1.2 Measures that have had endorsement removed or have been submitted for
endorsement and were not endorsed should be removed from programs

Subcriterion 1.3 Measures that are in reserve status (i.e., topped out) should be considered for
removal from programs

2. Program measure set adequately addresses each of the National Quality Strategy’s three aims

Demonstrated by a program measure set that addresses each of the National Quality Strategy (NQS)
aims and corresponding priorities. The NQS provides a common framework for focusing efforts of diverse
stakeholders on:

Subcriterion 2.1 Better care, demonstrated by patient- and family-centeredness, care
coordination, safety, and effective treatment

Subcriterion 2.2 Healthy people/healthy communities, demonstrated by prevention and
well-being

Subcriterion 2.3 Affordable care
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3. Program measure set is responsive to specific program goals and requirements

Demonstrated by a program measure set that is “fit for purpose” for the particular program.

Subcriterion 3.1 Program measure set includes measures that are applicable to and appropriately
tested for the program’s intended care setting(s), level(s) of analysis, and
population(s)

Subcriterion 3.2 Measure sets for public reporting programs should be meaningful for consumers

and purchasers

Subcriterion 3.3 Measure sets for payment incentive programs should contain measures for which
there is broad experience demonstrating usability and usefulness (Note: For
some Medicare payment programs, statute requires that measures must first be
implemented in a public reporting program for a designated period)

Subcriterion 3.4 Avoid selection of measures that are likely to create significant adverse
consequences when used in a specific program

Subcriterion 3.5 Emphasize inclusion of endorsed measures that have eMeasure specifications
available

4. Program measure set includes an appropriate mix of measure types

Demonstrated by a program measure set that includes an appropriate mix of process, outcome, experience
of care, cost/resource use/appropriateness, composite, and structural measures necessary for the specific
program

Subcriterion 4.1 In general, preference should be given to measure types that address specific
program needs

Subcriterion 4.2 Public reporting program measure sets should emphasize outcomes that matter
to patients, including patient- and caregiver-reported outcomes

Subcriterion 4.3 Payment program measure sets should include outcome measures linked to cost
measures to capture value

5. Program measure set enables measurement of person- and family-centered care and services

Demonstrated by a program measure set that addresses access, choice, self-determination, and
community integration

Subcriterion 5.1 Measure set addresses patient/family/caregiver experience, including aspects of
communication and care coordination

Subcriterion 5.2 Measure set addresses shared decisionmaking, such as for care and service
planning and establishing advance directives

Subcriterion 5.3 Measure set enables assessment of the person’s care and services across
providers, settings, and time
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6. Program measure set includes considerations for healthcare disparities and cultural

competency

Demonstrated by a program measure set that promotes equitable access and treatment by considering
healthcare disparities. Factors include addressing race, ethnicity, socioeconomic status, language, gender,
sexual orientation, age, or geographical considerations (e.g., urban vs. rural). Program measure set also can
address populations at risk for healthcare disparities (e.g., people with behavioral/mental illness).

Subcriterion 6.1

Subcriterion 6.2

Program measure set includes measures that directly assess healthcare
disparities (e.g., interpreter services)

Program measure set includes measures that are sensitive to disparities
measurement (e.g., beta blocker treatment after a heart attack), and that
facilitate stratification of results to better understand differences among
vulnerable populations

7. Program measure set promotes parsimony and alignment

Demonstrated by a program measure set that supports efficient use of resources for data collection and
reporting, and supports alignment across programs. The program measure set should balance the degree
of effort associated with measurement and its opportunity to improve quality.

Subcriterion 7.1

Subcriterion 7.2

Program measure set demonstrates efficiency (i.e., minimum number of measures
and the least burdensome measures that achieve program goals)

Program measure set places strong emphasis on measures that can be used
across multiple programs or applications (e.g., Physician Quality Reporting
System [PQRS], Meaningful Use for Eligible Professionals, Physician Compare)
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APPENDIX D:

Child Core Set and MAP Recommendations

In February 2011, HHS published the initial core set
of quality measures for children enrolled in Medicaid
and CHIP. The authorizing legislation also requires
HHS to publish annual changes to the Child Core Set
beginning in January 2013. Exhibit D1 below lists the
measures included in the current version of the Child
Core Set along with their current NQF endorsement

EXHIBIT D1. CURRENT CHILD CORE SET

Measure Number and NQF | Measure Description

Endorsement Status

Number of States
Reporting to CMS and
Alignment

number and status. States voluntarily collect the
Child Core Set measures using the 2014 Technical
Specifications and Resource Manual. Each measure
currently or formerly endorsed by NQF is linked to
additional details within NQF’s Quality Positioning
System. Exhibit D2 lists the measures supported by
MAP for potential addition to the Child Core Set.

MAP
Recommendation
and Rationale

0024 Endorsed

Weight Assessment and
Counseling for Nutrition
and Physical Activity for
Children/Adolescents
(WCC)

Measure Steward: National
Committee for Quality
Assurance

Percentage of patients 3-17 years

of age who had an outpatient

visit with a primary care physician
(PCP) or an OB/GYN and who had
evidence of the following during the
measurement year:

* Body mass index (BMI) percentile
documentation

« Counseling for nutrition
* Counseling for physical activity

27 states reported FY
2012

Alignment: Meaningful
Use (EHR Incentive
Program) - Eligible
Professionals (MU-EP),
Physician Feedback,
Physician Quality
Reporting System
(PQRS), Health
Insurance Exchange-
Quality Rating System
(HIX-QRS)

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

0033 Endorsed

Chlamydia Screening in
Women (CHL)

Measure Steward: National
Committee for Quality
Assurance

The percentage of women 16-24
years of age who were identified as
sexually active and who had at least
one test for chlamydia during the
measurement year.

35 states reported FY
2012

Alignment: Core

Set of Health Care
Quality Measures for
Medicaid-Eligible Adults
(Medicaid Adult Core
Set), MU-EP, PQRS

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.



http://www.cms.gov/smdl/downloads/SHO11001.pdf
http://medicaid.gov/Federal-Policy-Guidance/Downloads/CIB-12-19-13.pdf
http://medicaid.gov/Federal-Policy-Guidance/Downloads/CIB-12-19-13.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Medicaid-and-CHIP-Child-Core-Set-Manual.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Medicaid-and-CHIP-Child-Core-Set-Manual.pdf
http://www.qualityforum.org/QPS/0024
http://www.qualityforum.org/QPS/0033
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Measure Number and NQF

Endorsement Status

Measure Description

Number of States
Reporting to CMS and
Alignment

MAP
Recommendation
and Rationale

0038 Endorsed

Childhood Immunization
Status (CIS)

Measure Steward: National

Percentage of children 2 years of
age who had four diphtheria, tetanus
and acellular pertussis (DtaP); three
polio (IPV); one measles, mumps
and rubella (MMR); three H influenza

34 states reported FY
2012

Alignment: MU-EP,
PQRS, HRSA
program(s), HIX-QRS

Support continued
use of this measure

in the program.

No significant
implementation issues

Committee for Quality

type B(HiB); three hepatitis B
Assurance

(HepB); one chicken pox (VZV); four
pneumococcal conjugate (PCV);
one hepatitis A (HepA); two or three
rotavirus (RV); and two influenza
(flu) vaccines by their second
birthday. The measure calculates

a rate for each vaccine and nine
separate combination rates.

identified at this time.

0108 Endorsed The percentage of children newly 29 states reported FY Support continued

Follow-Up Care for prescribed attention-deficit/ 2012 use of this measure
Children Prescribed ADHD | hyperactivity disorder (ADHD) Alignment: MU-EP, in the program.
Medication (ADD) medication who had at least three PQRS No significant

follow-up care visits within a
10-month period, one of which was
within 30 days of when the first
ADHD medication was dispensed.
Two rates are reported.

implementation issues

M - Nati |
easure Steward: Nationa identified at this time.

Committee for Quality
Assurance

* |nitiation Phase. The percentage
of members 6-12 years of age as
of the IPSD with an ambulatory
prescription dispensed for ADHD
medication, who had one follow-
up visit with practitioner with
prescribing authority during the
30-day Initiation Phase.

Continuation and Maintenance
(C&M) Phase. The percentage of
members 6-12 years of age as

of the IPSD with an ambulatory
prescription dispensed for ADHD
medication, who remained on the
medication for at least 210 days and
who, in addition to the visit in the
Initiation Phase, had at least two
follow-up visits with a practitioner
within 270 days (9 months) after
the Initiation Phase ended.



http://www.qualityforum.org/QPS/0038
http://www.qualityforum.org/QPS/0108
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Measure Number and NQF
Endorsement Status

Measure Description

Number of States

Reporting to CMS and
Alignment

MAP
Recommendation
and Rationale

0139 Endorsed

National Healthcare Safety
Network (NHSN) Central
line-associated Bloodstream
Infection (CLABSI)
Outcome Measure

Measure Steward: Centers
for Disease Control and
Prevention

Standardized Infection Ratio (SIR) of
healthcare-associated, central line-
associated bloodstream infections
(CLABSI will be calculated among
patients in the following patient care
locations:

* Intensive Care Units (ICUs)

* Specialty Care Areas (SCAs) - adult
and pediatric: long term acute care,
bone marrow transplant, acute
dialysis, hematology/oncology, and
solid organ transplant locations

« other inpatient locations. (Data
from these locations are reported
from acute care general hospitals
(including specialty hospitals),
freestanding long term acute care
hospitals, rehabilitation hospitals,
and behavioral health hospitals.
This scope of coverage includes
but is not limited to all Inpatient
Rehabilitation Facilities (IRFs),
both freestanding and located as a
separate unit within an acute care
general hospital. Only locations
where patients reside overnight are
included, i.e., inpatient locations.

40 states reported FY
2012

Alignment: Hospital
Acquired Condition
Reduction Program,
Hospital Inpatient
Quality Reporting,
Hospital Value-Based
Purchasing, Long-term
Care Hospital Quality
Reporting, PPS-Exempt
Cancer Hospital Quality
Reporting

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

0471 Endorsed
PC-02 Cesarean Section

Measure Steward: Joint
Commission

This measure assesses the number
of nulliparous women with a term,
singleton baby in a vertex position
delivered by cesarean section. This
measure is part of a set of five
nationally implemented measures
that address perinatal care (PC-01:
Elective Delivery, PC-03: Antenatal
Steroids, PC-04: Health Care-
Associated Bloodstream Infections in
Newborns, PC-05: Exclusive Breast
Milk Feeding).

12 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.



http://www.qualityforum.org/QPS/0139
http://www.qualityforum.org/QPS/0471
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Measure Number and NQF

Endorsement Status

Measure Description

Number of States
Reporting to CMS and

MAP
Recommendation
and Rationale

0576 Endorsed

Follow-Up After
Hospitalization for Mental
llIness (FUH)

Measure Steward: National
Committee for Quality
Assurance

The percentage of discharges for
patients 6 years of age and older
who were hospitalized for treatment
of selected mental illness diagnoses
and who had an outpatient visit, an
intensive outpatient encounter or
partial hospitalization with a mental
health practitioner. Two rates are
reported:

* The percentage of discharges for
which the patient received follow-
up within 30 days of discharge

* The percentage of discharges for
which the patient received follow-
up within 7 days of discharge.

Alignment

27 states reported FY
2012

Alignment: Dual
Eligibles Core Quality
Measures - Capitated
Demonstrations and
Managed Fee For
Service Demonstrations,
Medicaid Adult

Core Set, Inpatient
Psychiatric Hospital
Quality Reporting,
Medicare Part C Plan
Rating, HIX-QRS

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

1382 Endorsed

Percentage of low
birthweight births

Measure Steward: Centers
for Disease Control and
Prevention

The percentage of births with birth
weight <2,500 grams

15 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

1391 Endorsed

Frequency of Ongoing
Prenatal Care (FPC)
Measure Steward: National

Committee for Quality
Assurance

Percentage of Medicaid deliveries

between November 6 of the year

prior to the measurement year and

November 5 of the measurement

year that received the following

number of expected prenatal visits:

» <21 percent of expected visits

* 21 percent-40 percent of expected
visits

* 41 percent-60 percent of expected
visits

« 61 percent-80 percent of expected
visits

* > or =81 percent of expected visits

25 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.



http://www.qualityforum.org/QPS/0576
http://www.qualityforum.org/QPS/1382
http://www.qualityforum.org/QPS/1391
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Measure Number and NQF
Endorsement Status

Measure Description

Number of States

Reporting to CMS and
Alignment

MAP
Recommendation
and Rationale

1392 Endorsed
Well-Child Visits in the First
15 Months of Life (W15)

Measure Steward: National
Committee for Quality
Assurance

Percentage of patients who turned 15
months old during the measurement
year and who had the following
number of well-child visits with a
PCP during their first 15 months of
life. Seven rates are reported:

* No well-child visits

* One well-child visit

» Two well-child visits

* Three well-child visits

* Four well-child visits

* Five well-child visits

* Six or more well-child visits

43 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

1407 Endorsed
Immunizations for
Adolescents (IMA)
Measure Steward: National

Committee for Quality
Assurance

The percentage of adolescents
13 years of age who had the
recommended immunizations by
their 13th birthday.

32 states reported FY
2012

Alignment: HIX-QRS

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

1448 Endorsed

Developmental Screening in
the First Three Years of Life

Measure Steward: Oregon
Health & Science University

The percentage of children
screened for risk of developmental,
behavioral and social delays using

a standardized screening tool in

the first three years of life. This is

a measure of screening in the first
three years of life that includes three,
age-specific indicators assessing
whether children are screened by 12
months of age, by 24 months of age
and by 36 months of age.

12 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

1516 Endorsed

Well-Child Visits in the
Third, Fourth, Fifth and
Sixth Years of Life (W34)

Measure Steward: National
Committee for Quality
Assurance

Percentage of patients 3-6 years

of age who received one or more
well-child visits with a PCP during the
measurement year.

46 states reported FY
2012

Alignment: HIX-QRS

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.



http://www.qualityforum.org/QPS/1392
http://www.qualityforum.org/QPS/1407
http://www.qualityforum.org/QPS/1448
http://www.qualityforum.org/QPS/1516
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Measure Number and NQF
Endorsement Status

Measure Description

Number of States
Reporting to CMS and

MAP
Recommendation
and Rationale

1517 Endorsed

Prenatal & Postpartum Care
(PPC)*

Measure Steward: National
Committee for Quality
Assurance

*Child Core Set includes
“Timeliness of Prenatal
Care” rate only. “Postpartum
Care” rate is evaluated in
Medicaid Adult Core Set.

The percentage of deliveries of live
births between November 6 of the
year prior to the measurement year
and November 5 of the measurement
year. For these women, the measure
assesses the following facets of
prenatal and postpartum care.

» Rate 1: Timeliness of Prenatal Care.
The percentage of deliveries that
received a prenatal care visit as a
patient of the organization in the
first trimester or within 42 days of
enrollment in the organization.

Alignment

31 states reported FY
2012

Alignment: Medicaid

Adult Core Set, HIX-QRS

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

1799 Endorsed
Medication Management for
People with Asthma (MMA)

Measure Steward: National
Committee for Quality
Assurance

The percentage of patients 5-64
years of age during the measurement
year who were identified as having
persistent asthma and were
dispensed appropriate medications
that they remained on during the
treatment period. Two rates are
reported.

1. The percentage of patients who
remained on an asthma controller
medication for at least 50% of their
treatment period.

2. The percentage of patients who
remained on an asthma controller
medication for at least 75% of their
treatment period.

O states reported FY
2012 (New)

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

1959 Endorsed

Human Papillomavirus
Vaccine for Female
Adolescents (HPV)

Measure Steward: National
Committee for Quality
Assurance

Percentage of female adolescents
13 years of age who had three doses
of the human papillomavirus (HPV)
vaccine by their 13th birthday.

O states reported FY
2012 (New)

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.



http://www.qualityforum.org/QPS/1517
http://www.qualityforum.org/QPS/1799
http://www.qualityforum.org/QPS/1959
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Measure Number and NQF

Endorsement Status

Measure Description

Number of States
Reporting to CMS and

MAP
Recommendation
and Rationale

N/A Not Endorsed

Maternity Care: Behavioral
Health Risk Assessment

Measure Steward:
AMA-PCPI/NCQA/ACOG

Percentage of patients, regardless
of age, who gave birth during a
12-month period seen at least once
for prenatal care who received

a behavioral health screening

risk assessment that includes

the following screenings at the
first prenatal visit: screening for
depression, alcohol use, tobacco
use, drug use, and intimate partner
violence screening

Alignment

O states reported FY
2012 (New)

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

N/A Not Endorsed

Percentage of Eligible
Children Who Received
Dental Treatment Services

Measure Steward: CMS

The percentage of individuals ages
one to twenty years old eligible

for Medicaid or CHIP Medicaid
Expansion programs (that is,
individuals eligible to receive EPSDT
services) who received dental
treatment services.

51 states reported FY
2012

Recommend the
removal of this
measure from the
program. Measure

is not actionable for
quality improvement
because it is unclear
whether an increase
in the number of
children receiving
dental treatment is a
positive outcome (e.g.,
access is improved) or
a negative outcome
(e.g., more children
require treatment
because of poor oral
health).

N/A Not Endorsed

Children and Adolescents’
Access to Primary Care
Practitioners

Measure Steward: NCQA

The percentage of children 12 months
-19 years of age who had a visit with
a primary care practitioner. Four
separate percentages are reported:
Children 12 through 24 months and
children 25 months through 6 years
who had a visit with a primary care
practitioner during the measurement
year; Children 7 through 11 years

and adolescents 12 through 19 years
who had a visit with a primary care
practitioner during the measurement
year or the year prior to the
measurement year.

43 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.
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Measure Number and NQF

Endorsement Status

Measure Description

Number of States
Reporting to CMS and
Alignment

MAP
Recommendation
and Rationale

N/A Not Endorsed

Adolescent Well-Care Visits
Measure Steward: NCQA

The percentage of enrolled
adolescents 12-21 years of age who
had at least one comprehensive
well-care visit with a primary

care practitioner or an OB/GYN
practitioner during the measurement
year.

43 states reported FY
2012

Alignment: HIX-QRS

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

N/A Not Endorsed

Consumer Assessment of
Healthcare Providers and
Systems (CAHPS) Health

Plan Survey 4.0, Child
Version

Measure Steward: NCQA

This measure provides information
on parents’ experience with their
child’s health care for population

of children with chronic conditions.
Results include same ratings,
composites, and individual question
summary rates as reported for

the CAHPS Health Plan Survey
4.0H, Child Version. Three CCC
composites summarize satisfaction
with basic components of care
essential treatment, management
and support of children with chronic
conditions. 1. Access to Specialized
Services; 2. Family Centered Care:
Personal Doctor Who Knows

Child; 3. Coordination of Care for
CCC. Question summary rates also
reported individually for summarizing
the following two concepts: 1. Access
to Prescription Medicines; 2. Family
Centered Care: Getting Needed
Information. Five composite scores
summarize responses in key areas:

1. Customer Service; 2. Getting Care
Quickly: 3. Getting Needed Care: 4.
How Well Doctors Communicate; 5.
Shared Decision Making.

27 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

N/A Not Endorsed

Percentage of Eligible
Children Who Received

Preventive Dental Services

Measure Steward: CMS

The percentage of individuals ages
one to twenty years old eligible

for Medicaid or CHIP Medicaid
Expansion programs (that is,
individuals eligible to receive EPSDT
services) who received preventive
dental services.

51 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.
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Measure Number and NQF
Endorsement Status

Measure Description

Number of States

MAP

Reporting to CMS and | Recommendation

and Rationale

N/A Not Endorsed

Ambulatory Care:
Emergency Department
Visits

Measure Steward: NCQA

The rate of emergency department
visits per 1,000 member months

among children up to age 19.

Alignment

28 states reported FY
2012

Support continued
use of this measure

in the program.

No significant
implementation issues
identified at this time.

EXHIBIT D2. MEASURES SUPPORTED BY MAP FOR ADDITION TO THE CHILD CORE SET

Measure Number and NQF
Endorsement Status

Measure Description

Alignment

MAP Recommendation
and Rationale

2508 Endorsed

Prevention: Dental Sealants
for 6-9 Year-Old Children at
Elevated Caries Risk

Measure Steward: American
Dental Association on
behalf of the Dental Quality
Alliance

Percentage of enrolled
children in the age category
of 6-9 years at “elevated”
risk (i.e., “moderate” or
“high”) who received a
sealant on a permanent
first molar tooth within the
reporting year.

Support addition of this
measure to the program.
Potential replacement

for measure of dental
treatment services
recommended for removal.

2548 Undergoing
Endorsement Review

Consumer Assessment
of Healthcare Providers
and Systems Hospital
Survey - Child Version
(Child HCAHPS)

Measure Steward: Center for
Quality Improvement and
Patient Safety-Agency for
Healthcare Research and
Quality

The Consumer Assessment
of Healthcare Providers
and Systems Hospital
Survey - Child Version
(Child HCAHPS) is a
standardized survey
instrument that asks parents
and guardians of children
under 18 years old to report
on their and their child’s
experiences with inpatient
hospital care.

Support addition of this
measure to the program.
Addresses gaps in inpatient
measures and beneficiary
experience of care.

2509 Endorsed

Prevention: Dental Sealants
for 10-14 Year-Old Children
at Elevated Caries Risk

Measure Steward: American
Dental Association on
behalf of the Dental Quality
Alliance

Percentage of enrolled
children in the age category
of 10-14 years at “elevated”
risk (i.e., “moderate” or
“high”) who received a
sealant on a permanent
second molar tooth within
the reporting year.

Support addition of this
measure to the program.
Potential replacement

for measure of dental
treatment services
recommended for removal.



http://www.qualityforum.org/QPS/2508
http://www.qualityforum.org/QPS/QPSTool.aspx?m=2548&e=1
http://www.qualityforum.org/QPS/2509
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Measure Number and NQF
Endorsement Status

Measure Description

Alignment

MAP Recommendation
and Rationale

1365 Endorsed

Child and Adolescent Major
Depressive Disorder: Suicide
Risk Assessment

Measure Steward: American
Medical Association -
Physician Consortium for
Performance Improvement
(AMA-PCPI)

Percentage of patient

visits for those patients
aged 6 through 17 years
with a diagnosis of major
depressive disorder with an
assessment for suicide risk

Meaningful Use (EHR
Incentive Program) - Eligible
Professionals; Physician
Quality Reporting System
(PQRS)

Support addition of this
measure to the program.
Addresses gap in behavioral
health.

0477 Endorsed

Under 15009 infant Not
Delivered at Appropriate
Level of Care

Measure Steward: California
Maternal Quality Care
Collaborative

The number per 1,000
livebirths of <1500g infants
delivered at hospitals not
appropriate for that size
infant.

Support addition of this
measure to the program.
Enhances perinatal
measures and would
improve regional care
coordination for high-risk
pregnancies.

0480 Endorsed

PC-05 Exclusive Breast Milk
Feeding and the subset
measure PC-05a Exclusive
Breast Milk Feeding
Considering Mother’s
Choice

Measure Steward: The Joint
Commission

PC-05 assesses the number
of newborns exclusively
fed breast milk during

the newborn’s entire
hospitalization and a
second rate, PC-O5a which
is a subset of the first,
which includes only those
newborns whose mothers
chose to exclusively feed
breast milk. This measure
is a part of a set of five
nationally implemented
measures that address
perinatal care (PC-01:
Elective Delivery, PC-02:
Cesarean Section, PC-03:
Antenatal Steroids, PC-04:
Health Care-Associated
Bloodstream Infections in
Newborns).

Meaningful Use (EHR
Incentive Program) -
Hospitals, CAHs

Support addition of this
measure to the program.
Enhances perinatal
measures and is associated
with positive health
outcomes for mother and
child.



http://www.qualityforum.org/QPS/1365
http://www.qualityforum.org/QPS/0477
http://www.qualityforum.org/QPS/0480
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State Implementation and Participation in Reporting Measures

CMS now has four years of experience with

this voluntary reporting program and providing
technical assistance and analytic support for
states. In 2012, CMS began calculating the two
dental measures, Percentage of Eligible Children
Who Received Dental Treatment Services and
Percentage of Eligible Children Who Received
Preventive Dental Services, using data reported

by states on Form CMS-416. Thus, all states report
on at least two measures (Exhibit E1). Thirty-five
states reported at least 11 of the 22 core measures
to CMS, with a median of 14. Notably, Florida and
Tennessee reported 22 of the core measures while
Nebraska, South Dakota, and Wisconsin reported 2
measures.
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EXHIBIT E1. NUMBER OF MEDICAID/CHIP CHILD CORE SET MEASURES REPORTED BY STATES IN FY 2012

Florida 22
Tennessee 22
Alabama 21
lowa 21
Oregon 21
West Virginia 21
Georgia 20
North Carolina 20
South Carolina 20
Illinois 19
Pennsylvania 19
Arkansas 18
Rhode Island 18
Massachusetts 17
Oklahoma 17
Delaware 16
Hawaii 16
New York 16
Alaska 15
Indiana 15
Kentucky 15
Michigan 15
New Jersey 15
New Mexico 15
Texas 15
State Median 14
DC 14
Maine 14
Wyoming 14
Maryland 13
California 12
Colorado 12
Missouri 12
Utah 12
Mississippi n
Washington n
Idaho 10
Ohio 10
Nevada 9
Virginia 9
North Dakota 8
Arizona 7
Lousiana 7
Montana 7
New Hampshire 7
Vermont 7
Connecticut 6
Minnesota 5
Kansas 3
Nebraska 2
South Dakota 2
Wisconsin 2

(Source: 2013 Annual Secretary’s Report on the Quality of Care for Children in Medicaid and CHIP)
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As shown in Exhibit E2, The most frequently reported measures in FY2012 assess dental services,
well-child visits, and access to care!

EXHIBIT E2. NUMBER OF STATES REPORTING MEASURES IN MEDICAID/CHIP CHILD CORE SET IN FY 2012

a

Preventive Dental Services

Dental Treatment Services 51
Well-Child Visits in the 3rd, 4th, 5th, and 6th Years

. 46
of Life
Well-Child Visits in the First 15 Months of Life 43
Adolescent Well-Care Visits 43

Child and Adolescent Access to Primary Care

Practitioners 43

Appropirate Testing for Children with Pharyngitis 36

Chlamydia Screening 35

Childhood Immunization Status 34

Adolescent Immunization Status 32

Timeliness of Prenatal Care 31

Follow-Up Care for Children Prescribed Attention-

Deficit/Hyperactivity Disorder (ADHD) Medication 29

Ambulatory Care: Emergency Department Visits 28

Body Mass Index Assessment for Children and

Adolescents 27

Follow-Up After Hospitalization for Mental Iliness 27

Consumer Assessment of Healthcare Providers

and Systems (CAHPS ) Health Plan Survey 27

Frequency of Ongoing Prenatal Care 25

Live Births Weighing Less than 2,500 Grams 15

Annual Percentage of Asthma Patients with 1 or

More Asthma-Related Emergency Room Visits 15
Annual Pediatric Hemoglobin Alc Testing 13
Cesarean Rate for Nulliparous Singleton Vertex 12
Developmental Screening in the First Three Years 12

of Life

(Source: 2013 Annual Secretary’s Report on the Quality of Care for Children in Medicaid and CHIP)

ENDNOTE

1 Department of Health and Human Services (HHS). Medicaid-CHIP-Program-Information/By-Topics/Quality-
2013 Annual Secretary’s Report on the Quality of of-Care/Downloads/2013-Ann-Sec-Rept.pdf. Last

Care for Children in Medicaid and CHIP. Washington, accessed September 2014.

DC:HHS;2013. Available at http:/www.medicaid.gov/


http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf

Mount Sinai Hospital
Lawrence Kleinman

| found this report to be thoughtful and an important
step forward. It should be the beginning, as it is
intended to be, and not allowed to evolve into the
authoritative word, as sometimes a good preliminary
report can do. This is a strong beginning.

The PQMP Centers are in a difficult position
regarding NQF. Despite committing to be available
to steward our measures beyond the close of the
grants, neither AHRQ nor CMS has yet funded us to
do so. In the absence of such funding some of the
centers, including the CAPQuaM are struggling to
see if we can make the stewardship commitment
that is required when submitting for NQF review.
As yet, none of our measures are submitted to
NQF. While we are hopeful, we currently don’t have
the resources. | think the failure to consider PQMP
measures that are not NQF endorsed would be a
failing of this body and a serious missed opportunity.

Further, the asymmetry in evidence between adult
and pediatric health care suggests that standards
for accepting measures should focus not only on
the evidence base but on the mode of development.
Those developed in PQMP using systematic,
transparent, and engaged methods should be highly
considered.

| suggest that we need a larger than recommended
corpus of measures in the core set, that should be
used by Medicaid in a rotating fashion designed to
broaden the scope of areas being assessed, reduce
the potential for gaming, and reduce the absolute
burden of measurement (via sampling of the
measures) at the same time.

The CAPQuaM has a number of measures in process
or developed that | think ought to be acknowledged
as filling critical strategic or tactical gaps:

1. An enhanced asthma ED use measure that assesses

the rate of undesirable utilization outcomes (ED visit
or hospitalization) using a person-time denominator.
A complementary measure considers whether the ED
was an appropriate level of care for that child.

2. A suite of safety measures for perinatal inpatient
that are an enhanced approach to assessing
performance related hypothermia in low birth weight
infants.

3. A suite of measures to assess the availability of
high risk obstetrical care (HROB). These measures
bridge maternal and child health care. Additional
measures are in development.

4. CAPQuaM has developed or is developing a series
of measures related to coordination and continuity of
care.

a. Several HROB measures relate to the use of
specialty or multidisciplinary care.

b. Asthma ED measures that look at the connection
to primary care before and after the ED visit

c. In development are measures to assess the
continuity and coordination following discharge from
a mental health hospitalization. We expect this to
include a patient experience measure.

d. In development are measures assessing
performance of medication reconciliation for children.
This too is expected to include a patient experience
measure. Thank you for the invitation to comment on
this document.

Children’s Hospital Association
Ellen Schwalenstocker

On behalf of the nation’s children’s hospitals,

the Children’s Hospital Association is pleased

to comment on the MAP report “Strengthening

the Core Set of Healthcare Quality Measures for
Children Enrolled in Medicaid and CHIP, 2014.” The
Association commends the MAP Task Force on the
excellent report, particularly the section on health
issues for children in Medicaid and CHIP. We applaud



the Task Force for recognizing the diverse health
care needs among children and, especially, children
with complex health care needs. We also appreciate
the report’s finding that the measures included in
the current Child Core Set are concentrated in the
National Quality Strategy priority of Healthy Living
and Well-being. Over time, it is essential that the
core set is sufficiently robust to address all children,
including children with special health care needs

and medical complexity in order to meet the original
intent of CHIPRA, which included a core set that
encompassed “the types of measures that, taken
together, can be used to estimate the overall national
quality of health care for children, including children
with special needs.” The Association agrees with the
high priority gaps identified by the Task Force and is
eager to support the addition of measures in these
areas, especially meaningful measures related to care
coordination, mental health and inpatient care.

America’s Health Insurance Plans

Carmella Bocchino

We are supportive of MAP’s review of additional
quality measures to augment the Child Medicaid Core
Set and to fill measure gaps. We are also pleased that
MAP will conduct a second in-depth review of this
measure set during the spring of 2015.

The National Partnership for Women & Families

Alison Shippy

The National Partnership for Women & Families
commends the MAP Medicaid Child Task Force and
the National Quality Forum for the extraordinary
effort that has gone into thoughtfully examining
the opportunities for improvement in the Medicaid
Child Core Set. The National Partnership supports
continued measure alignment and the use of
outcomes measures to address priority areas in
health care.

The MAP Medicaid Child Task Force identified a
series of gap areas in the existing Medicaid Child
Health Core Set, one of which is measures focused
on outcomes in the inpatient setting. A majority
of Task Force members found the NQF-endorsed
Exclusive Breast Milk Feeding measure (#0480)
suitable for filling this gap area. This measure

identifies the proportion of newborns exclusively

fed breast milk throughout the hospital stay. The
National Partnership for Women & Families considers
this measure to be an essential component of the
Medicaid Child Core Set and strongly urges the MAP
Coordinating Committee to recommend and the
Department of Health and Human Services to include
Exclusive Breast Milk Feeding in the Child Health
Core Set, beginning in 2015.

The many advantages of this measure include:

* Applicability to a very large population: This
measure applies to nearly our entire child
population, as over 98 percent of babies are born in
facilities and the measure has few exclusions. It also
applies to nearly all of the 85 percent of women
who give birth one or more times.

* Prevention: Breastfeeding confers a series of
shorter- and longer-term benefits to both children
and mothers, as clarified, for example, in AHRQ
and Cochrane reviews. It is protective of childhood
infectious diseases and numerous chronic
conditions in women and offspring. These benefits
include child conditions and risks that the National
Quality Forum has prioritized.

Evolving evidence of potentially great consequence:
Numerous frameworks now identify the perinatal
period as a sensitive window for long-term impacts
on health. These include developmental origins of
health and disease, lifecourse health development,
human microbiome, and epigenetics. It is
increasingly clear that breastfeeding plays a very
favorable role, for example in immune function and
the human microbiome.

Recommendations of leading professional
organizations and agencies: Organizations with
longstanding recommendations for exclusive
breastfeeding through the first six months of life
include American Academy of Pediatrics, American
College of Obstetricians and Gynecologists, and
World Health Organization. The U.S. Department of
Health and Human Services also supports this goal,
including through Healthy People 2020 objectives
for increased rates of exclusive breastfeeding
through both three and six months.

* Opportunities for improvement. There are
significant opportunities to improve performance



on hospital practices supportive of establishing
breastfeeding, as shown in the Centers for Disease
Prevention and Control’s regular mPINC (Maternity
Practice in Infant Nutrition and Care) hospital
surveys. There are considerable opportunities to
improve actual breastfeeding practice, as illustrated
by baseline figures for the Healthy People 2020
exclusive breastfeeding goals.

Possibility to reduce burden of collection: This
measure is specified as both an electronic measure
and a paper measure. Our health system is moving
toward the ability to collect eMeasures to reduce
the burden of collection.

Alignment with other federal quality reporting
initiatives: Exclusive Breast Milk Feeding is included
as an optional measure in the Inpatient Quality
Reporting program and as an optional measure for
Eligible Hospitals in the Meaningful Use program.
National Partnership for Women & Families hopes
to eventually see both programs require Exclusive
Breast Milk Feeding as an integral component of
these reporting programs. Further, we would also
support this measure’s inclusion in upcoming Title V
performance measurement programs, recognizing
that successfully meeting the requirements of the
Exclusive Breast Milk Feeding measure would meet
the requirements of the ever breastfed measure
currently proposed for Title V.

Alignment with other federal program priorities:
Various agencies have prioritized breastfeeding.
The Centers for Disease Control and Prevention

has recently expanded its breastfeeding support
programs, and many other agencies and offices also
support breastfeeding.

Alignment with national facility accreditation
policies: Exclusive Breast Milk Feeding is a measure
within The Joint Commission’s Perinatal Care

core set (PC-05). Beginning in 2014, The Joint
Commission mandated that facilities with over
1,100 births annually report on its Perinatal Care
core set measures. In the future, TJC will review
this experience and consider extending this
requirement to remaining facilities. Further, The
Joint Commission includes collection and reporting
of this measure in its proposed Perinatal Care
Certification Requirements.

* Disparities: The original developer of this measure
reports that it has been effective in improvement
across hospitals serving childbearing families of
varying demographic composition, including those
in which women have traditionally breastfed at
lower rates. The measure has the potential to help
bring benefits of breastfeeding to all communities
and close disparities, including for African
American women who have often lacked adequate
support for breastfeeding and had relatively low
breastfeeding rates.

Relationship to core maternity nursing measure
set: The Association of Women’s Health, Obstetric
and Neonatal Nurses is in the testing phase with
its set of Women’s Health and Perinatal Nursing
Care Quality Measures. Measures in that set that
are compatible with Exclusive Breast Milk Feeding
include: Eliminating supplementation of Breast
Milk Fed Healthy, Term Newborns; Skin-to-Skin is
Initiated Immediately Following Birth; and Duration
of Uninterrupted Skin-to-Skin Contact.

* Facility concerns about mothers’ preferences:
Exclusive Breast Milk Feeding has a subset measure
limited to women who choose to breastfeed
(PC-05a) to address concerns of facilities and
others about considering women'’s preferences.

We would like to clarify that the two presentations of
state experiences with the Medicaid Child Core Set at
the recent MAP Medicaid Child Task Force meeting
expressly identified various issues noted above.

For example, presenters identified the need for
measures that apply to large segments of the child
population, the importance of access to eMeasures,
and the burden to families and states of numerous
chronic child health conditions. One of those states
is currently voluntarily using the Exclusive Breast
Milk Feeding measure, as it is considered to be
foundational.

The above points clarify that this measure is
compatible with MAP Measure Selection Criteria
and with where our health system is headed in
the coming years. The coming year would be an
opportune time to bring this measure into the
Medicaid Child Core Set.



National Association of State Mental Health
Program Directors

Stuart Gordon

The National Association of State Mental Health
Program Directors (NASMHPD) —representing the
state executives responsible for the $37 billion public
mental health service delivery systems serving 7.2
million people annually in 50 states, 4 territories, and
the District of Columbia— strongly recommends the
Measures Application Partnership (MAP) strengthen
its recommendations for inclusion of behavioral
measures in the revised 2015 Medicaid Core Set of
Children’s Health Quality Measures.

In its draft report, MAP builds a strong case for the
need for additional behavioral health measures,
highlighting the high frequency of emergency
department visits by Medicaid children with

mood and conduct disorders and noting that the
most costly medical conditions among Medicaid
children are mental disorders. Unfortunately, its final
recommendations included only one measure—
Suicide Risk Assessment—and then ranked it only
fourth of the six quality measures recommended for
addition in 2015.

During its October 17 discussions leading to the
report recommendations, MAP members indicated
they are waiting for more perfect behavioral
health quality measures to emerge from the CMS-
designated Pediatric Centers of Excellence. While
we, like MAP, are pleased there are several promising
measures in the developmental pipeline, the time
is now for strengthening quality measurement

of Medicaid pediatric behavioral health services.
Children suffer with behavioral health conditions
today, and nowhere more pervasively than in the
Medicaid population.

We’'d also note that many studies have shown a

high prevalence of co-occurring medical conditions
among individuals with behavioral health conditions.
The more severe the medical condition, the more
likely that the patient will experience clinical
depression. At the same time, depression and other
behavioral health conditions may be a precursor to
severe medical conditions. However, people treated
for co-occurring depression often experience an
improvement in their overall medical condition, better

compliance with general medical care, and a better
quality of life. Thank you for your attention to our
comments.

AmeriHealth Caritas Family of Companies
Thomas James

| appreciate the opportunity to review and comment
of the work of the MAP Medicaid Child Task Force.
The goals of the health care quality measures is

on target in trying to improve the physical and
behavioral health of children. This was an initial set to
augment the core set of measures. We are pleased
that a more in depth look will be planned for Spring
2015. That will allow for creating measures that are
broader in scope than those currently available or
proposed.

National Initiative for Children’s Healthcare
Quality (NICHQ)

Charles Homer

We would like to commend the MAP Medicaid Child
Task Force for a thoughtful approach based on
data and stakeholder perspectives. The linkage of
measures to population need is especially valuable
and to be commended.

Highmark, Inc
Nancy Mulvaney

In general - In agreement with MAPs effort to use
NQF and NCQA measures to be aligned with more
global populations. There should also be a continued
measure focus on access and education for mental
and behavioral health issues.

AmeriHealth Caritas
Chelsea Newhall

AmeriHealth Caritas Family of Companies supports
the work of MAP to strengthen the core set of quality
measures for children enrolled in Medicaid and CHIP.
AmeriHealth Caritas has over 30 years of experience
managing care for individuals and families in publicly-
funded programs serving nearly 6 million individuals
in 16 states and the District of Columbia. We support
the core measure set as these measures represent
the diverse health needs of the child Medicaid and



CHIP population, as well as furthers the integration of
physical and behavioral health care services.

Family Voices NJ/SPAN
Lauren Agoratus

In general we support the measures as they

include 5 out of 6 of the Maternal/Child Health
Bureau’s six core outcomes (patient satisfaction,
care coordination/medical home, insurance access,
early screening, and community-based services).
However, transition from pediatric to adult health
care is an important component that is missing.
Effective transition to adult care results in better
health outcomes. In addition, there are no measures
specifically for children with special health care
needs. As 1in 5 children has special needs, high
quality care for this population that is cost effective
needs to be addressed. There should be a measure
for children with special needs on access to care,
particularly in the area of network adequacy. In
addition, measures on care coordination/medical
home, insurance access, community-based services,
and early and continuous screening should be
reviewed to identify additional or particularly critical
components of care for children and youth with
special healthcare needs.

Pharmacy Quality Alliance

Woody Eisenberg

The Pharmacy Quality Alliance (PQA) appreciates
the opportunity to comment on the Measure
Applications Partnership’s (MAP) Expedited

Review of the Measure Applications Partnership:
Strengthening the Core Set of Healthcare Quality
Measures for Children Enrolled in Medicaid and CHIP,
2014. Established in 2006, PQA is a multi-stakeholder,
consensus-based membership organization that
collaboratively promotes appropriate medication use
and develops strategies for measuring and reporting
performance information related to medications.
Assessment of the quality of medication use and
management throughout the healthcare delivery
continuum leads to improved health.

During a September 2014 web meeting, MAP
identified numerous gaps in measures in the current
Child Core Set, including measures of mental

health and overuse/medically unnecessary care.
PQA suggests that the MAP consider the following
additional medication measure:

NQF #2337: Antipsychotic Use in Children Under 5
years old.

This measure calculates the percentage of children
under age 5 who were dispensed antipsychotic
medications during the measurement year.

We recognize that these medications are being

used increasingly among children, particularly in the
Medicaid population, and that for very young children
under age 5 there are no FDA approved indications.
There are, however significant metabolic adverse
effects, which are currently being characterized, but
which include at least significant weight gain.

Children’s Hospital Association

Ellen Schwalenstocker

In general, the Children’s Hospital Association
agrees with the Task Force’s measure-specific
recommendations. We are especially supportive

of the inclusion of the Consumer Assessment of
Healthcare Providers and Systems Hospital Survey
- Child Version. This survey addresses an important
gap in currently available pediatric measures and

is an example of the significant contributions being
made by the Pediatric Quality Measurement Program
(PQMP). The Children’s Hospital Association agrees
with the comment made by Family Voices with
regard to the importance of measures related to
network adequacy, including access to specialty
care and treatment. Although we understand the
rationale for recommending the removal of the
current measure on dental treatment, we believe
development of and inclusion of meaningful
measures of access to and effectiveness of
treatment are critically important. We understand
that access to/ availability of specialty services is

a topic for which additional measures are being
developed through the PQMP. The Children’s Hospital
Association looks forward to the more in-depth
review of measures emerging from this program in



2015. Finally, if available, it would be helpful to see

a discussion of other measures that may have been
considered by the Task Force but not included in the
list of measures supported for addition to the Child
Core Set.

America’s Health Insurance Plans
Carmella Bocchino

MAP has recommended that CMS consider up to

six measures for phased addition to the Child Core
Set. We recommend that the MAP modify this
recommendation given that new quality measures
developed by the CHIPRA Pediatric Healthcare
Quality Measures Program Centers of Excellence
(COEs) and the anticipated NQF-endorsement of
care coordination, behavioral health, and inpatient
care measures are forthcoming in 2015. Additionally,
the proliferation and use of quality measures by
various programs have increased the cost and
administrative burden to health plans, providers,

and states to collect and report measures, thus

we support the inclusion of a limited number of
measures that address important gaps in the current
measure set until additional measure development
and endorsement work is complete. At this time,

we only recommend inclusion of the following

three measures that MAP ranked highest priority:
#2508 - Prevention: Dental Sealants for 6-9 Year-Old
Children at Elevated Caries Risk; #2548 - Consumer
Assessment of Healthcare Providers and Systems
Hospital Survey - Child Version (Child HCAHPS); and
#2509 - Prevention: Dental Sealants for 10-14 Year-
Old Children at Elevated Caries Risk in the Core Child
Set.

We also support MAP’s recommendation to remove
the measure Percent of Eligibles that Received Dental
Treatment Services. This measure is not effective for
quality improvement purposes as it does not capture
the necessity or quality of services rendered.

National Association of State Mental Health
Program Directors

Stuart Gordon

The National Association of State Mental Health
Program Directors (NASMHPD) —representing the
state executives responsible for the $37 billion public

mental health service delivery systems serving 7.2
million people annually in 50 states, 4 territories, and
the District of Columbia— strongly recommends the
Measures Application Partnership (MAP) strengthen
its recommendations for inclusion of behavioral
measures in the revised 2015 Medicaid Core Set of
Children’s Health Quality Measures.

In its Expedited Review draft report, MAP builds a
strong case for the need for additional behavioral
health measures, highlighting the high frequency of
emergency department visits by Medicaid children
with mood and conduct disorders and noting that
the most costly medical conditions among Medicaid
children are mental disorders. Unfortunately its
final recommendation for measures included only
one measure—Suicide Risk Assessment—and then
ranked it only fourth of the six quality measures
recommended.

The Substance Abuse and Mental Health Services
Administration (SAMSHA) had sent a letter of
support for Measure 0418 (Preventive Care and
Screening: Screening for Clinical Depression and
Follow-Up Plan), one of the five behavioral health
measures considered by the MAP Task Force on
October 17. That measure was rejected when it
received only five of the necessary seven Task
Force votes because only five states are currently
doing analogous adult screenings and because the
screenings could be operationally challenging; MAP
members contended that not all states or managed
care providers have the capacity to conduct the
required follow-up planning.

The rejection of measures on these bases disregards
the underlying aspirational objective behind the
Medicaid child quality measures: that providers and
states should be focused on improving services to
achieve higher quality outcomes. A measure like
0418 should be used to drive the use of follow-up
planning, not rejected because the intended outcome
is not currently being widely achieved or is not

easily achieved. Thank you for your attention to our
comments.



AmeriHealth Caritas Family of Companies
Thomas James

| was privileged to be present at the MAP meeting

on these measures and agree with the concerns

over percent of eligible receiving dental treatment
services as the measure does not define the necessity
or quality of those services, but only assumes that
appropriateness.

| agree with the Core measure set and with measures
for phased addition to the child core set. There

does seem to be a balance of pre-natal care, growth
and development, preventive services, medical
(chlamydia and Asthma), hospital safety, dental,
consumer-focused (CAHPS), and behavioral health
measures.

California Dept. of Health Care Services
Robert Isman

We agree with the addition of the two sealant
measures (NQF #2508 and 2509).

We agree with removal of the CMS dental treatment
measure for the reasons stated. However, there were
three other NQF-endorsed measures that were not
included in the MAP recommendations. These were
Utilization of Services, Oral Evaluation, and Topical
Fluoride Intensity. We believe that together, the five
NQF-endorsed dental measures provide a much
better overall picture of the quality of care being
provided to Medicaid children than just the two
sealant measures.

National Initiative for Children’s Healthcare
Quality (NICHQ)

Charles Homer

1. We recommend retaining the measure of dental
access. Having one visit is consistent with preventive
service recommendations. Visits for acute illness
would not drive performance differentially on this
measure.

2. We endorse the measures for sealant use.

3. We strongly support the measure of suicidality
assessment given the importance of mental health.

4. We strongly endorse inclusion of the new HCAHPS
measure. It is well tested and fills a great need.

5. We strongly endorse the two perinatal measures-
-level of care and breastfeeding. Both have a strong
evidence base, are aligned with numerous national
initiatives, and address key public health concerns.

Highmark, Inc

Nancy Mulvaney

Percentage of Eligibles that Received Dental
Treatment Services

Highmark comment: In agreement with removing this
measure.

NQF #2508 Prevention: Dental Sealants for 6-9 Year-
Old Children at Elevated Caries Risk

Highmark comment: Because of timing issues
receiving claims through state Medicaid and CHIP
programs there should be a 2 to 3 month allowance
in the measurement period for claims processing. We
are also in agreement with this measure as a priority.

NQF #2509 Prevention: Dental Sealants for 10-14
Year-Old Children at Elevated Caries Risk

Highmark comment: See above for same comments
#2508

NQF #0480 PC-05 Exclusive Breast Milk Feeding

Highmark comment - Not in agreement with this
measure. There is strong evidence of the benefits of
breast feeding but individual and community support
for successful breast feeding varies or may not exist.
A mother’s comfort and cultural preferences should
be taken into account.

AmeriHealth Caritas
Chelsea Newhall

AmeriHealth Caritas broadly supports the quality
measures given the availability of NQF-endorsed
measures. We encourage MAP to modify their
recommendations to CMS for inclusion of up to six
new measures to the Child Core Set. Given that new
quality measures developed by CHIPRA Pediatric
Healthcare Quality Measures Program Centers

of Excellence (COEs) and the anticipated NQF-
endorsement of care coordination, behavioral health,
and inpatient care measures are forthcoming in 2014,
we only recommend inclusion of three measures in



the Core Child Set:

* NQF #2508 -- Prevention: Dental Sealants for 6-9
Year-Old Children at Elevated Caries Risk

* NQF #2548 -- Consumer Assessment of Healthcare
Providers and Systems Hospital Survey -- Child
Version (Child HCAHPS)

* NQF #2509 -- Prevention: Dental Sealants for 10-14
Year-Old Children at Elevated Caries Risk

These measures are the three that received highest
priority ranking from MAP. Recognizing the cost

and administrative burden to States to collect and
report measures, we support the inclusion of limited
measures that address important gaps in the current
set until additional measure development and
endorsement work is complete in 2015.

Family Voices NJ/SPAN

Lauren Agoratus

We disagree with the deletion of the measure
“Percentage of Eligibles That Received Dental
Treatment.” Although the new measures on

dental sealants are good, it is not enough. Access
to dental care is one of the measures with the
lowest performance in Medicaid and failure to
ensure ongoing dental care can have devastating
consequences. Just because a vital measure is hard
to achieve does not mean that it should be removed;
our quality reach may well exceed our grasp, and
while the reaching does not result in achieving the
measure, it keeps us trying to achieve it; removing
the measure may turn our attention away from it
because “we treasure what we measure.”

Measures for Phased Addition to the Child Core Set

We understand that there are 6 proposed measures.
Two measures are regarding dental sealants with
which we agree, but we disagree with elimination of
the general dental measure as stated previously. We
strongly support the use of the CAHPS (Consumer
Assessment of Healthcare Providers) child version.
We agree that this will help “address two gaps...
inpatient measures and patient experience.” We
also agree that it is important to align with the
adult version of CAHPS. However if possible, we
would recommend a core set of optional questions
for states in the child version for consistency.

We strongly agree with the measure on suicide

risk. Although there has been over-prescribing of
psychotropic medications especially for young
children and those in foster care, we would exercise
caution regarding the statement on rising rates as
recent research is showing that the pendulum is
swinging in the opposite direction. Providers are now
hesitant to prescribe due to “black box warnings”
and this has also resulted in increased suicides, so
there needs to be a balance. We also agree with

the proposed measures regarding low birthweight
infants as well as breastfeeding for best outcomes.
Longitudinally there are still underserved populations.
For example in NJ the mortality rate for African
American infants has been 3 times higher than for
white infants for years.

Children’s Hospital Association
Ellen Schwalenstocker

The Children’s Hospital Association agrees with

the strategic issues described in the report. We
strongly agree with the MAP’s recognition of the
need for additional long-term planning for measure
development to ensure that work on high-priority
pediatric quality measures continues once the
current funding for the PQMP ends. The PQMP is
the first significant national investment in pediatric
measure development. It is critical that mechanisms
for additional funding be identified for measure
development as well as maintenance, stewardship
and implementation. Additionally, given limitations in
states’ capacity to collect clinical quality information,
mechanisms for implementing pediatric quality
measurement beyond state reporting of the core
set are needed to address the intent of CHIPRA to
“allow purchasers, families and health care providers
to understand the quality of care in relation to the
preventive needs of children, treatments aimed

at managing and resolving acute conditions and
diagnostic and treatment services whose purpose

is to correct or ameliorate physical, mental or
developmental conditions.” The Children’s Hospital
Association believes that alignment of measures
across programs is important; however, we believe
that alignment should be secondary to ensuring



that a sufficiently robust set of measures is available
to address the quality domains appropriate to all
sub-populations of children. Finally, we believe that
is essential to recognize the need for a national
platform for collecting and aggregating data as a
strategic issue.

America’s Health Insurance Plans

Carmella Bocchino

We support MAP’s efforts to align measures across
programs, particularly given the administrative
burden and limited available resources to collect and
report measures to CMS. We encourage continued
measure harmonization and development of a more
parsimonious measure set where appropriate. Such
a parsimonious measure set should be inclusive
enough to address the quality of care delivered to
poor and vulnerable populations.

We agree with MAP’s concern over the loss of
integrity when facility- and/or health plan-level
measures are retrofitted for state-level reporting
without consideration of feasibility and reliability. The
issue of feasibility of existing measures for state-level
reporting must remain a high-priority area for future
discussion and consideration.

Finally, the Child Medicaid population has needs
that exceed the capacity of the health care system.
To improve the health of children there need to

be community measures of school effectiveness,
urban planning and physical safety. NQF should
lead the quality community in working toward the
development of non-medical system measures
impacting health or at least measures of the medical
system integrating with community resources for a
global approach to child health at the individual and
population level.

AmeriHealth Caritas Family of Companies
Thomas James

Despite the very real need for parsimony in
aggregate numbers of measures we see areas that
we feel are important child health issues that are
missing. These include:

1. Sickle Cell Disease measures (since this and asthma
are the two largest causes for hospitalization among
children on Medicaid.

2. Autism—one in 68 school children have this
disorder but the variation in management is
extremely wide leading to disparities in care.

3. Need for Socioeconomic Risk Adjustment for
outcomes measures.

Finally, this population faces needs that exceed

the capacity of the health care system. To improve
the health of children there need to be community
measures of school effectiveness, urban planning
and physical safety. NQF should lead the quality
community in working toward the development of
non-medical system measures impacting health or
at least measures of the medical system integrating
with community resources for a global approach to
child health at the individual and population level.

National Initiative for Children’s Healthcare
Quality (NICHQ)

Charles Homer

We firmly support a clear, consistent and transparent
process for endorsement and use of measures for
Medicaid and CHIP including the measures under
development by the COE. A strong statement from
NQF supporting the continued federal investment in
robust measurement development and testing may
be helpful.

Highmark, Inc

Nancy Mulvaney

New measures undergoing development and testing

Highmark comment - Agree that new measures by
Pediatric Quality Measures Program PQMP may be
better to address stated gaps; however alignment
with other reporting programs (HEDIS, PQRS, QRS
etc) leads to better efficiency of resources and more
focused efforts on specific quality issues. Addition of
new measures outside of existing programs should
have strong rationale for inclusion.

Feasibility of reporting and electronic data

Highmark comment - Agree with issues on feasibility
of electronic data reporting with the lack of Medicaid
data infrastructure and resources, so recommend
pursuit of ‘Emeasures’, but only if an alternative
administrative method exists.



AmeriHealth Caritas

Chelsea Newhall

We strongly support MAP’s efforts to align measures
across programs, particularly given the administrative
burden and limited available resources at the state-
level to collect and report measures to CMS. As a
Medicaid managed care organization with health
plans in multiple states, we understand the variation
across states to measure the impact of the Medicaid
and CHIP programs. We believe that harmonization
of measures across states is critical.

AmeriHealth Caritas agrees with MAP’s concerns over
the loss of integrity when facility- and/or health plan-
level measures are retrofitted for state-level reporting
without consideration of feasibility and reliability.

We believe measures use for state-level reporting
should be reviewed through the NQF consensus
development process to ensure that measures

are tested and validated. The issue of feasibility of
existing measures for state-level reporting must
remain a high-priority area for future discussion and
consideration. This is an area of on-going concern for
AmeriHealth Caritas.

Family Voices NJ/SPAN

Lauren Agoratus

Feasibility of Reporting and Electronic Data
Infrastructure

Unfortunately we agree that “uptake of ..measures
would be quite low” and agree that there should
be “continued development of eMeasures.” We also
concur that the Centers for Medicaid and Medicare
(CMS) need to provide technical assistance to
states. Currently the priority right now needs to be
addressing the Medicaid backlog in states for those
enrolling, including from the Marketplace.

Pipeline of Measures in Development

We can appreciate that there are future measures in
development. We agree with the consensus to “defer
action on supporting measures in these topic areas
until more information on the new measures could
made available” as clarification is needed.

Alignment of Measures

As stated previously, we agree with aligning child

and adult measures and appreciate the consideration
given to “the relationship between the selected
measures and those contained in the Adult Core Set.”
However, we caution against rigid over-alignment or
alignment for alignment’s sake when adult measures
are not appropriate for children, and when there are
child measures that must be added despite the fact
that they are not adult measures. We also agree that
it is important to align with Meaningful Use, which
involves electronic health records use for physicians.
Lastly we strongly agree that there should be
“overlap with HEDIS (Healthcare Effectiveness Data
and Information Set) for quality measurement of
Medicaid.
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2015 Core Set of Children’s Health Care Quality Measures for Medicaid and CHIP (Child Core Set)

NQF # Measure Steward Measure Name

Access to Care

NA NCQA Child and Adolescents’ Access to Primary Care Practitioners (CAP)
Preventive Care

0033 NCQA Chlamydia Screening in Women (CHL)

0038 NCQA Childhood Immunization Status (CIS)

1392 NCQA Well-Child Visits in the First 15 Months of Life (W15)

1407 NCQA Immunizations for Adolescents (IMA)

1448 OHSU Developmental Screening in the First Three Years of Life (DEV)
1516 NCQA Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life (W34)
1959 NCQA Human Papillomavirus Vaccine for Female Adolescents (HPV)

NA NCQA Adolescent Well-Care Visit (AWC)

Maternal and Perinatal Health

0139 CDC Pediatric Central Line-Associated Bloodstream Infections — Neonatal Intensive Care Unit and
Pediatric Intensive Care Unit (CLABSI)

0471 TJC PC-02: Cesarean Section (PC02)

1382 CDC Live Births Weighing Less Than 2,500 Grams (LBW)

1391 NCQA Frequency of Ongoing Prenatal Care (FPC)

1517 NCQA Prenatal & Postpartum Care: Timeliness of Prenatal Care (PPC)

NA AMA-PCPI Behavioral Health Risk Assessment (for Pregnant Women) (BHRA)

Behavioral Health

0108 NCQA Follow-Up Care for Children Prescribed Attention-Deficit/Hyperactivity Disorder (ADHD)
Medication (ADD)

0576 NCQA Follow-Up After Hospitalization for Mental lliness (FUH)

1365 AMA-PCPI Child and Adolescent Major Depressive Disorder: Suicide Risk Assessment (SRA)*

Care of Acute and Chronic Conditions

0024 NCQA Weight Assessment and Counseling for Nutrition and Physical Activity for
Children/Adolescents — Body Mass Index Assessment for Children/Adolescents (WCC)

1799 NCQA Medication Management for People with Asthma (MMA)

NA NCQA Ambulatory Care — Emergency Department (ED) Visits (AMB)

Oral Health

2508 DQA (ADA) Prevention: Dental Sealants for 6—9 Year-Old Children at Elevated Caries Risk (SEAL)*

NA CMS Percentage of Eligibles Who Received Preventive Dental Services (PDENT)

Experience of Care?

NA NCQA Consumer Assessment of Healthcare Providers and Systems (CAHPS®) 5.0H (Child Version

Including Medicaid and Children with Chronic Conditions Supplemental Items) (CPC)

2The Centers for Medicare & Medicaid Services will pilot a reporting process for the Child Hospital Consumer Assessment of Healthcare Providers and
Systems (HCAHPS) survey (NQF # 2548) to determine whether to include it as a measure in a future Child Core Set.
*This measure was added to the 2015 Child Core Set.

AMA-PCPI = American Medical Association-Physician Consortium for Performance Improvement; CDC = Centers for Disease Control and Prevention;
CMS = Centers for Medicare & Medicaid Services; DQA (ADA) = Dental Quality Alliance (American Dental Association); NA = Measure is not NQF
endorsed; NCQA = National Committee for Quality Assurance; NQF = National Quality Forum; OHSU = Oregon Health and Science University.
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CMCS Informational Bulletin

DATE: December 30, 2014
FROM: Cindy Mann
Director

Center for Medicaid and CHIP Services

SUBJECT: 2015 Updates to the Child and Adult Core Health Care Quality
Measurement Sets

This informational bulletin describes the 2015 updates to the core set of children’s health care
quality measures for Medicaid and the Children’s Health Insurance Program (CHIP) (Child Core
Set) and to the core set of health care quality measures for adults enrolled in Medicaid (Adult
Core Set).

Background
The Center for Medicaid and CHIP Services (CMCS) has worked with stakeholders to identify

two core sets of health care quality measures that can be used to assess the quality of health care
provided to children and adults enrolled in Medicaid and CHIP. The core sets are tools states
can use to monitor and improve the quality of health care provided to Medicaid and CHIP
enrollees. The goals of this effort are to:

1) encourage national reporting by states on a uniform set of measures; and
2) support states in using these measures to drive quality improvement.

Part of implementing an effective “quality measures reporting program” is to periodically re-
assess the measures that comprise it since many factors, such as changes in clinical guidelines
and challenges with reporting, may warrant modifying the measure set. In addition, CMCS
continues to prioritize working with federal partners to promote quality measurement alignment
across programs recognizing that this reduces burden on states reporting data to multiple
programs and helps to drive quality improvement across payers and programs.

For the 2015 updates to the Child and Adult Core Sets, CMCS worked with the National Quality
Forum’s (NQF)* Measure Applications Partnership (MAP), a public-private partnership that
reviews measures for potential use in federal public reporting,? to review and identify ways to
improve the core sets. Collaborating with NQF’s MAP process for core set updates promotes
measure review alignment across CMS since NQF also updates measures for other CMS
reporting programs.

! http://www.qualityforum.org/story/About Us.aspx
2 http://www.qualityforum.org/map/
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CMCS is encouraged by state reporting on the core measures. For the Child Core Set, all states
voluntarily reported two or more of the measures for federal fiscal year (FFY) 2013, with a
median of 16 measures reported by states. For the Adult Core Set, 30 states reported a median of
17 measures and 25 states reported on at least 8 core set measures in FFY 2013. Additional
information on state reporting for each core set can be found in the respective 2014 Annual
Report on the Quality of Care for Children in Medicaid and CHIP and the 2014 Annual Report
on the Quality of Care for Adults Enrolled in Medicaid.>* CMCS looks forward to working with
states on the core measures reporting now underway for FFY 2014,

2015 Child Core Set

Since the release of the initial Child Core Set in 2011, CMCS has collaborated with state
Medicaid and CHIP agencies to voluntarily collect, report, and use the measures to drive quality
improvements. Section 1139A of the Social Security Act provides that, beginning annually in
January 2013, the Secretary shall publish recommended changes to the core measures.

For the 2015 Child Core Set update, CMCS will:
e retire one measure, Percentage of Eligibles that Received Dental Treatment Services;®
e add two measures:
- Dental Sealants for 6-9 Year Old Children at Elevated Caries Risk;’and
- Child and Adolescent Major Depressive Disorder: Suicide Risk Assessment.®

In addition, CMS will pilot a reporting process for FFY 2015 for the child version of the hospital
Consumer Assessment of Healthcare Providers and Systems survey (Child HCAHPS) in order to
determine whether or not to include HCAHPS in the Core Set.” Since the Child HCAHPS is a
survey conducted by hospitals, CMS will work with CMS hospital reporting programs and states
to obtain the survey data. CMS views the Child HCAHPS as an important tool for monitoring a
family’s experiences and satisfaction with hospital-based pediatric care. This measure was
recommended to help address gaps noted in the measure set in three areas: inpatient care; patient
experience, and care coordination. Additional information about the Child Core Set MAP review
process and their recommendations to CMS can be found at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-
Care/CHIPRA-Initial-Core-Set-of-Childrens-Health-Care-Quality-Measures.html

® http://www.medicaid.gov/medicaid-chip-program-information/by-topics/quality-of-care/downloads/2014-child-

sec-rept.pdf

* http://www.medicaid.gov/medicaid-chip-program-information/by-topics/quality-of-care/downloads/2014-adult-
sec-rept.pdf

> The first update was issued via a State Health Official Letter “2013 Children’s Core Set of Health Care Quality
Measures,” SHO #13-002. http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-002.pdf The
second update was issued via a CMCS Informational Bulletin “2014 Updates to the Child and Adult Core Health
Care Quality Measurement Sets.” http://medicaid.gov/Federal-Policy-Guidance/Downloads/CIB-12-19-13.pdf

® Measure steward: CMS, Not NQF Endorsed

" Measure steward: American Dental Association on behalf of the Dental Quality Alliance, NQF#2508

8 Measure steward: American Medical Association - Physician Consortium for Performance Improvement (AMA-
PCPI), NQF#1365

® Measure steward: Center for Quality Improvement and Patient Safety-Agency for Healthcare Research and
Quality, Underdoing NQF Endorsement Review NQF#2548
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2015 Adult Core Set

In January 2012, CMCS released its initial core set of health care quality measures for adults
enrolled in Medicaid (Adult Core Set). Section 1139B of the Social Security Act, as amended by
Section 2701 of the Affordable Care Act, notes that the Secretary shall issue updates to the Adult
Core Set beginning in January 2014 and annually thereafter.™

For the 2015 Adult Core Set update, CMCS will:

e retire the Comprehensive Diabetes Care: LDL-C Screening measure;™ and

e add the Comprehensive Diabetes Care: Hemoglobin Alc Poor Control (>9.0%)

measure."

The replacement of the diabetes screening measure allows CMCS and states to expand the
measurement of health care outcomes in Medicaid. Additional information about the Adult Core
Set MAP review process and their recommendations to CMS can be found at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-
Care/Adult-Health-Care-Quality-Measures.html

Next Steps
The updates to the Core Sets will take effect in the FFY 2015 reporting cycle, which will begin

no later than December 2015. To support states in making these changes, CMCS will release
updated technical specifications for both Core Sets in spring 2015 and make them available at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-
Care/Quality-of-Care.html. States with questions or that need further assistance with reporting
and quality improvement regarding the Child and Adult Core Sets can submit questions or
requests to: MACQualityTA@cms.hhs.gov.

If you have questions about this bulletin, please contact Marsha Lillie-Blanton, Children and
Adults Health Programs Group, at marsha.lillie-blanton@cms.hhs.gov

19 The first update was issued viaa CMCS Informational Bulletin “2014 Updates to the Child and Adult Core Health
Care Quality Measurement Sets.” http://medicaid.gov/Federal-Policy-Guidance/Downloads/CIB-12-19-13.pdf

1 Measure steward: National Committee for Quality Assurance, NQF#0063

12 Measure steward: National Committee for Quality Assurance, NQF#0059
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HHS Secretary’s Efforts to Improve Children’s Health Care
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EXECUTIVE SUMMARY

In federal fiscal year (FFY) 2012, Medicaid and the Children’s Health Insurance Program
(CHIP) covered more than 44 million children,' representing about one-third of all children in
the United States and more than half of all low-income children.” Medicaid is also the largest
provider of prenatal and delivery services for pregnant women, covering nearly half (48 percent)
of all births in the United States.” The substantial reach of the Medicaid/CHIP programs
underscores the importance of ongoing efforts to improve the quality of care for children in these
programs.

The U.S. Department of Health and Human Services (HHS) is working closely with states,
health care providers, and program enrollees to build high quality systems of care for children in
Medicaid/CHIP. This report, required by Section 1139A(a)(6) of the Social Security Act, as
amended by Section 401 of the Children’s Health Insurance Program Reauthorization Act of
2009 (CHIPRA), summarizes the ongoing efforts of HHS to improve the quality of care for
children enrolled in Medicaid/CHIP. Since the first Report to Congress on Children’s Health
Care Quality in Medicaid and CHIP was submitted in 2010,4 HHS and its federal, state, and
private partners have made significant progress on initiatives related to improving stability of
coverage and improving the quality of care for infants and children (including voluntary
reporting of the children’s core set of health care quality measures).

With standardized measurement and reporting tools now in place, HHS is working closely with
its state partners to more thoroughly measure the care obtained by children covered by
Medicaid/CHIP and to use the measures to assess and improve the quality of care provided to
children in their states. Over the past three years, HHS has implemented a wide range of
children’s health care quality initiatives.

Highlights from this report include:

1. HHS’s Efforts to Improve the Quality of Care for Children

e Health care coverage and enrollment for children in Medicaid and CHIP have
improved, with Medicaid/CHIP reaching a higher proportion of eligible children.
HHS has conducted a national outreach campaign, issued a Secretarial challenge,
and awarded more than $140 million in outreach grants to increase enrollment.

"' U.S. Department of Health and Human Services. “2013 Annual Secretary’s Report on the Quality of Care for
Children in Medicaid and CHIP.” September 2013, Table 1. Available at: http://medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf.

? The Kaiser Commission on Medicaid and the Uninsured. “Medicaid: A Primer.” March 2013. Available at:
http://kaiserfamilyfoundation.files.wordpress.com/2010/06/7334-05.pdf.

3 Markus, A.R., E. Andres, K.D. West, N. Garro, and C. Pellegrini. “Medicaid Covered Births, 2008 through 2010,
in the Context of the Implementation of Health Reform.” Women’s Health Issues, vol. 23, no. 5, pp. €273—e280.

* «“Report to Congress on Children’s Health Care Quality in Medicaid and CHIP.” December 2010. Note: this

report is due every three years. Available at: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Quality-of-Care/Downloads/RTC_ChildHealthImprovement.pdf.
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Further, evidence suggests that CHIPRA bonus payments have provided an
impetus for some states to improve their outreach, enrollment simplification, and
retention efforts.

e Multiple quality improvement efforts are well underway that cut across all
domains of children’s health care, with special attention to maternal and infant
health, oral health, and prevention.

e Strong public-private partnerships, as demonstrated by the American Academy of
Pediatrics and Childbirth Connections, have accelerated quality improvement
initiatives.

2. Status of Voluntary Reporting by States

e State reporting of the Child Core Set is more complete than in FFY 2010, the first
year of voluntary reporting. All states reported two or more of the Child Core Set
measures for FFY 2012.° The median number of measures reported by states for
FFY 2012 was 14, up from 12 in FFY 2011. Altogether, 35 states reported at
least 11 of the 22 core measures to the Centers for Medicare & Medicaid Services
(CMS) in FFY 2012.° The most frequently reported measures in the Child Core
Set assess children’s access to primary care, well-child visits, and dental services.

e CMS is partnering with states to improve the completeness and accuracy of the
data to monitor state performance.

e Although much of the technical assistance to states to improve performance has
been made available to all states, CMS has tailored several efforts (such as quality
improvement training series) to states with lower performance or with specific
areas of interest.

The quality improvement efforts recently launched by CMS are helping to set the stage for the
next generation of efforts designed to improve children’s health care and health outcomes to
continue to transform Medicaid/CHIP into a high quality system of coverage and care. In the
FFY 2015 President’s Budget, HHS proposed two changes relevant to Medicaid and CHIP
quality: a one-year extension of the Performance Bonus Fund and permanently extending
Express Lane Eligibility (ELE) for children beyond the end of FFY 2014.”

5 The term “states” includes the 50 states and the District of Columbia.

® The base of 22 measures excludes two core measures: (1) the central line-associated blood stream infections
(CLABSI) measure, which was obtained from the Centers for Disease Control and Prevention (CDC) National
Healthcare Safety Network (NHSN) beginning in FFY 2012; and (2) the otitis media with effusion (OME) measure,
which was not collected for FFY 2012 and was retired in 2013 because it draws on CPT-II codes not commonly
used by Medicaid/CHIP agencies.

7' U.S. Department of Health and Human Services. “Fiscal Year 2015 Budget-in-Brief.” Available at:
http://www.hhs.gov/budget/fy2015/fy-2015-budget-in-brief.pdf.

Xil


http://www.hhs.gov/budget/fy2015/fy-2015-budget-in-brief.pdf

I. INTRODUCTION

Medicaid and the Children’s Health Insurance Program (CHIP) covered more than 44 million
children in federal fiscal year (FFY) 2012, about one-third of all children in the United States
and more than half of all low-income children.” From 2008-2010, Medicaid was the largest
provider of prenatal and delivery services for pregnant women, covering nearly half (48 percent)
of all births in the United States.'® In recent years, Medicaid participation rates have increased
as a result of outreach, enrollment simplification, and retention efforts, with 87 percent of
eligible children enrolled in 2011."" The substantial reach of the Medicaid/CHIP programs
underscores the importance of ongoing efforts to improve the quality of care for children.

The National Strategy for Quality Improvement in Health Care (National Quality Strategy), was
established in 2011 as a national blueprint to align new and existing quality improvement efforts
around three goals—better care; healthy people/healthy communities; and affordable care—and
to measure progress toward achieving these goals.'*'* Many initiatives are underway to promote
continued improvement of children’s health care quality under Medicaid/CHIP, as part of
broader efforts to transform health care and create a higher-performing system. These include
enhanced oversight and quality improvement efforts of managed care systems, quality
measurement systems and value-based purchasing that promote high quality care over high
volume, and electronic health records and other health information technology to improve care
coordination and adherence to recommended care.

Many of these initiatives have been made possible by the Children’s Health Insurance Program
Reauthorization Act of 2009 (CHIPRA), " which provided funding and incentives to states to
identify, enroll, and retain eligible children in Medicaid/CHIP, and supported various
Medicaid/CHIP quality improvement efforts, including the development of a core set of
children’s health care quality measures, ongoing improvements to the core set and development
of new quality measures, and establishment of a quality demonstration program. (See Exhibit 1

¥ U.S. Department of Health and Human Services. “2013 Annual Secretary’s Report on the Quality of Care for
Children in Medicaid and CHIP.” September 2013, Table 1. Available at: http://medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf.

? The Kaiser Commission on Medicaid and the Uninsured. “Medicaid: A Primer.” March 2013. Available at:
http://kaiserfamilyfoundation.files.wordpress.com/2010/06/7334-05.pdf.

10 Markus A.R., E. Andres, K.D. West, N. Garro, and C. Pellegrini. “Medicaid Covered Births, 2008 through 2010,
in the Context of the Implementation of Health Reform.” Women’s Health Issues, vol. 23, no. 5, pp. €273—e280.

' Kenney, G., N. Anderson, and V. Lynch. “Medicaid/CHIP Participation Rates Among Children: An Update.”
September 2013. Available at: http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2013/rwjf407769.

"2 The National Quality Strategy. “Guiding Principles.” Available at:
http://www.ahrqg.gov/workingforquality/ngs/principles.htm.

1 U.S. Department of Health and Human Services. “2013 Annual Progress Report to Congress: National Strategy for
Quality Improvement in Health Care.” July 2013. Available at:
http://www.ahrq.gov/workingforquality/ngs/ngs2013annlrpt.htm.

14 «“CHIP Reauthorization Act of 2009.” Available at: http://www.gpo.gov/fdsys/pke/PLAW-
111publ3/html/PLAW-111publ3.htm.
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for a list of the Child Core Set measures and Appendix A for a description of the CHIPRA
quality demonstration projects.)

The Health Information Technology for Economic and Clinical Health Act of 2009 (HITECH),
enacted under the American Recovery and Reinvestment Act (ARRA), provided incentives for
the adoption of electronic health records and investment in health care technology infrastructure
among providers nationwide;'> and the Patient Protection and Affordable Care Act of 2010
(Affordable Care Act) is supporting testing of various innovations, such as value-based
purchasing, primary care transformation, and efforts to speed the adoption of best practices
among health care providers.'®

Section 1139A(a)(6) of the Social Security Act, as amended by Section 401 of CHIPRA, directs
the Secretary of HHS to report to Congress every three years on:

(A) The status of the Secretary's efforts to improve:

(1) Quality related to the duration and stability of health insurance coverage for
children under Titles XIX and XXI;

(1) The quality of children's health care under these titles, including preventive health
services, health care for acute conditions, chronic health care, and health services to
ameliorate the effects of physical and mental conditions and to aid in growth and
development of infants, young children, school-age children, and adolescents with
special health care needs; and

(ii1)) The quality of children's health care under these titles across the domains of quality,
including clinical quality, health care safety, family experience with health care,
health care in the most integrated setting, and elimination of racial, ethnic, and
socioeconomic disparities in health and health care;

(B) The status of voluntary reporting by states under Titles XIX and XXI, utilizing the
initial core quality measurement set; and

(C) Any recommendations for legislative changes needed to improve the quality of care
provided to children under Titles XIX and XXI, including recommendations for quality
reporting by states.

Since the first Report to Congress on Children’s Health Care Quality in Medicaid and CHIP was
submitted in 2010, HHS and state partners have made significant progress on initiatives related
to improving stability of coverage and improving the quality of care for infants and children
(including voluntary reporting of the children’s core set of health care quality measures).'’

' «“American Recovery and Reinvestment Act of 2009.” Available at:
http://www.healthit.gov/sites/default/files/hitech _act excerpt from_arra.pdf.

18 For more information on CMS Center for Medicare & Medicaid Innovation Models, see
http://innovation.cms.gov/initiatives/index.html#views=models.

17 «“Report to Congress on Children’s Health Care Quality in Medicaid and CHIP.” December 2010. Note: this
report is due every three years. Available at: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Quality-of-Care/Downloads/RTC_ChildHealthImprovement.pdf.
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Il. HHS EFFORTS TO IMPROVE QUALITY OF CARE FOR CHILDREN

A. Efforts to Improve the Duration and Stability of Health Insurance
Coverage for Children

Medicaid and CHIP provide health insurance coverage to more than one in three children in the
United States. Nevertheless, more than four million children remain eligible but uninsured, and
many children lose coverage at renewal despite continued eligibility. Ensuring access to
continuous health care coverage is the foundation for creating a comprehensive health care
system that is focused on improving health care quality. Over the past three years, HHS has
continued its focus on streamlining Medicaid/CHIP enrollment and retention procedures and
enhancing outreach efforts. This section describes selected HHS efforts to raise awareness of
Medicaid/CHIP coverage, simplify enrollment, and facilitate retention.

1. Efforts to Enhance Outreach

Over the past four years, CHIPRA and the Affordable Care Act authorized $140 million to
support national, state, and local outreach and enrollment efforts, including a national campaign;
grants to Indian tribes and providers that serve tribes; and grants to states, community-based
organizations, schools, health care provider groups, and others.'® In 2009, the HHS Secretary
announced a new enrollment challenge called “Connecting Kids to Coverage,” to encourage
public and private partners to enroll five million eligible but uninsured children in
Medicaid/CHIP. The “Insure Kids Now” website is one of the vehicles used to support the
outreach and enrollment campaign, a public—private partnership established to reach eligible but
uninsured children, enroll them in Medicaid/CHIP, and maintain their coverage as long as they
are eligible.

In July 2013, the most recent grant cycle, HHS awarded 41 grants in 22 states totaling $32
million. These grants had five general aims: '’

1. Engaging schools in outreach, enrollment, and retention activities

2. Bridging health coverage disparities by reaching out to subgroups of children with
below-average health coverage rates

3. Designing and implementing targeted enrollment strategies to streamline health
coverage enrollment for individuals participating in Supplemental Nutrition
Assistance Program (SNAP); Special Supplemental Nutrition Program for Women,
Infants, and Children (WIC); or other public benefit programs

'8 For more information, see the Insure Kids Now website at
http://www.insurekidsnow.gov/professionals/outreach/grantees/.

' Centers for Medicare & Medicaid Services. “Connecting Kids to Coverage Outreach and Enrollment Grants.”
Available at: http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-Sheets/2013-Fact-Sheets-Items/2013-07-
02.html.
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4. Developing application assistance resources to provide high quality, reliable
Medicaid/CHIP enrollment and renewal services in local communities

5. Conducting training programs to equip communities to help families understand the
new application and enrollment system and to deliver effective assistance to families
with children eligible for Medicaid and CHIP

With the implementation of the Affordable Care Act, coordination between Medicaid/CHIP and
the Marketplaces (both state-based exchanges and the federally facilitated marketplace) will be
essential to minimize confusion and coverage disruptions among families with children currently
enrolled in Medicaid/CHIP and ensure that newly eligible family members obtain coverage.
HHS will continue to work with states and their partners to support efforts to extend health
coverage to those who are uninsured and to maintain coverage among those who already have it.

2. Efforts to Streamline Enroliment and Retention Procedures

CHIPRA established a Performance Bonus Program for states that implemented at least five of
eight enrollment simplifications and achieved Medicaid enrollment increases. *>*' Program
simplification included:

e Continuous eligibility

¢ Elimination/liberalization of asset and resource requirements

e Use of same forms in both Medicaid and CHIP for application and renewal

¢ Administrative renewals

e Presumptive eligibility

e Express lane eligibility

e Premium assistance subsidies

In FFY 2009, 10 states received bonuses for implementing at least five of these practices and
achieving Medicaid enrollment targets. More states followed, with 16 states receiving bonuses
in FFY 2010, 25 states in FFY 2011, and 23 states in FFY 2012.?* Performance bonuses
amounted to $37 million in FFY 2009, and reached more than $307 million in FFY 2013.%

20 «“Health Policy Brief: Enrolling More Kids in Medicaid and CHIP.” Health Affairs, January 27, 2011. Available
at: http://healthaffairs.org/healthpolicybriefs/brief pdfs/healthpolicybrief 39.pdf.

21 CMS State Health Official Letter: “CHIPRA Performance Bonus Payments.” December 16, 2009. Available at:
http://downloads.cms.gov/cmsgov/archived-downloads/SMDL/downloads/sho09015.pdf.

** Kaiser Family Foundation. “CHIPRA Performance Bonus Awards, FY 2009—-FY 2012.” Available at:
http://kff.org/other/state-indicator/chipra-performance-bonuses/.

2 CMS and the Center for Medicaid and CHIP Services (CMCS). “CMCS Informational Bulletin: FY 2013
CHIPRA Performance Bonuses.” December 30, 2013. Available at: http://www.medicaid.gov/Federal-Policy-
Guidance/Downloads/CIB-12-30-2013.pdf.
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Evaluation results suggest that ELE, one of the eight enrollment simplifications, yields
administrative savings for states as well as a more streamlined application process for families.”*
Through ELE, states can use eligibility findings from other public benefit programs, such as SNAP
to determine eligibility for Medicaid and CHIP. Since 1997, states have had the option to
guarantee a full year of coverage to children in their Medicaid and CHIP programs by providing
12 months of continuous eligibility, another of the eight simplifications. Under this option,
children retain coverage for 12 months regardless of changes in most family circumstances, such
as income or household size. For children and states, the option can mitigate the problems
associated with “churning”, the enrollment and re-enrollment of eligible people when they lose
coverage for procedural reasons or because of slight fluctuations in income. As of April 2014,
33 states have adopted 12-month continuous eligibility in their Medicaid or CHIP programs for
children, compared to 30 states with such a program in January 2009.%> In 2013, 23 states
implemented the option in both Medicaid and CHIP programs, compared to 18 states in 2009
with a coordinated policy.?

The Affordable Care Act also included multiple provisions designed to streamline the eligibility
and enrollment process. CMS developed regulations, guidance, and multiple tools to assist states
in the implementation of these provisions. Eligibility is determined based on modified adjusted
gross income, simplifying the determination and bringing consistency to the way income is
counted across the country. These new laws and policies are designed to create coordination and
alignment across Medicaid, CHIP, and the Health Insurance Marketplace, so beneficiaries and
families can have a more seamless experience enrolling in health coverage and less confusion
about coverage options.

For example, the Affordable Care Act mandates states to use a single streamlined application to
allow applicants to apply for coverage using one application and receive an eligibility
determination for all insurance affordability programs, including Medicaid, CHIP, and coverage
in a qualified health plan with advance premium tax credits, cost-sharing reductions, or both.
Applications are accepted online, over the phone, via mail, and in person. The eligibility
procedures used by states were also simplified by updating ways to verify eligibility, moving
from paper-based verification to electronic verifications, and increasing reliance on self-
attestation. Administrative efficiencies were also gained by changing the process used for
renewing a person’s eligibility for the program, requiring states to rely on information known to
the system, before requesting additional information from enrollees.

* Mathematica Policy Research. “CHIPRA Mandated Evaluation of Express Lane Eligibility: Final Findings.”
December 2013. Available at:
http://aspe.hhs.gov/health/reports/2013/ELE/ELE%20Final%20Report%20t0%20ASPE%2012%2011%2013.pdf.

* Insure Kids Now. “Continuous Eligibility for Medicaid and CHIP Coverage.” Available at:
http://www.insurekidsnow.gov/professionals/eligibility/continuous.html.

2 Georgetown University Health Policy Institute, Center for Children and Families. “Program Design Snapshot:
12-Month Continuous Eligibility.” Available at: http://ccf.georgetown.edu/wp-content/uploads/2012/03/CE-
program-snapshot.pdf.
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In May 2013, CMS issued a State Health Official letter describing other strategies states can use
to increase Medicaid/CHIP enrollment and promote more continuous enrollment once enrolled.”’
These strategies often require Medicaid systems enhancements. CMS is offering enhanced
federal matching funds (at a 90 percent rate for development and a 75 percent rate for operations)
for state Medicaid systems changes, as long as those systems meet applicable requirements.*

These opportunities will help to ensure that eligible individuals obtain access to Medicaid
coverage in a simple, streamlined manner and that, by aligning coverage policies for parents and
children, coverage is better coordinated for families. Although some of these options apply to
coverage for parents rather than children, evidence suggests that a parent’s health insurance
status is strongly associated with a child’s health insurance coverage.”’ Research shows that,
when coverage is extended to parents, more children enroll in Medicaid/CHIP; they stay covered
longer; and they are more likely to access health care, including preventive care. Thus, when
many parents gain coverage in 2014 as a result of the Affordable Care Act, children’s access and
coverage may improve as well.

3. Effects of HHS Outreach, Enroliment, and Retention Efforts on Children’s
Health Coverage

Although it is not possible to isolate the impact of specific efforts on the duration and stability of
children’s coverage, recent evidence suggests that these efforts, taken together, contributed to a
significant increase in Medicaid/CHIP participation rates. Between 2008 and 2011,
Medicaid/CHIP participation rates increased more than five percentage points (from 81.7 percent
to 87.2 percent) and the number of eligible-but-uninsured children fell by nearly 1 million (from
4.9 million to 4.0 million). In 2011, nineteen states (Alabama, Arkansas, Connecticut, Delaware,
[linois, Kentucky, Louisiana, Maine, Maryland, Massachusetts, Michigan, New Hampshire,
New Mexico, New York, Rhode Island, Tennessee, Vermont, West Virginia, and Wisconsin) and
the District of Columbia had participation rates of 90 percent or higher. In contrast, in 2008 four
states and the District of Columbia had rates at or above 90 percent and fifteen states had rates
below 80 percent.™

*7 CMS State Health Official Letter: “Facilitating Medicaid and CHIP Enrollment and Renewal in 2014.” May 17,
2013. Available at: http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-003.pdf.

28 «Affordable Care Act: State Resources FAQ.” April 25,2013. Available at: http://www.medicaid.gov/state-
resource-center/FAQ-medicaid-and-chip-affordable-care-act-implementation/downloads/Affordable-Care-Act-FAQ-
enhanced-funding-for-medicaid.pdf.

¥ U.S. Government Accountability Office. “Medicaid and CHIP: Given the Association Between Parent and Child
Insurance Status, New Expansions May Benefit Families.” GAO-11-264, February 2011. Available at:
http://www.gao.gov/products/GAO-11-264.

3% Kenney, G., N. Anderson, and V. Lynch. “Medicaid/CHIP Participation Rates Among Children: An Update.”
September 2013. Available at: http://www.rwjf.org/content/dam/farm/reports/issue_briefs/2013/rwjf407769.
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Despite significant progress, additional efforts are required to continue to reduce the number of
children who are eligible but uninsured. Nationally, four million eligible children have yet to be
covered. About half of all eligible-but-uninsured children live in six states: Texas, California,
Florida, Georgia, New York, and Arizona. In response, HHS targeted half of the Connecting
Kids to Coverage Outreach and Enrollment grants awarded in July 2013 to organizations in these
six states.

B. Efforts to Improve Health Care Quality
1. The Quality Roadmap

In 2013, HHS and its partner states continued to build on and advance efforts to improve the
quality of health care for children in Medicaid/CHIP. Over the past two years, CMS has used the
HHS National Strategy for Quality Improvement in Health Care (National Quality Strategy) as
the roadmap for improving the delivery of health care services, patient health outcomes, and
population health. The National Quality Strategy aims to align new and existing health care
improvement efforts around three goals (better care, healthy people/healthy communities, and
affordable care) and to measure progress toward achieving these goals. As Medicaid covers
about 44 million children in the United States, it is critical that the quality improvement efforts
of the Medicaid program align with and reflect the priorities of the nation as a whole. CMS has a
responsibility to implement the six goals of the National Quality Strategy:

Make care safer by reducing harm caused in the delivery of care
Ensure that each person and family are engaged as partners in their care

Promote effective communication and coordination of care

b=

Promote effective prevention and treatment practices for the leading causes of mortality,
starting with cardiovascular disease

9]

Work with communities to promote wide use of best practices to enable healthy living

6. Make quality care more affordable for individuals, families, employers, and governments
by developing and spreading new health care delivery models

The following sections of this report provide a broad overview of these activities.
2. Preventive Health Care

HHS is leading a number of efforts to improve the health and well-being of children and adults
through primary and secondary prevention initiatives. These efforts include both programmatic
efforts and population-based efforts. Within the Medicaid program, CMS offered a technical
assistance webinar series entitled Promoting Prevention in Medicaid and CHIP in spring 2013.
This series featured presentations on the activities of several state Medicaid programs and their
collaborations with federal prevention initiatives, managed care organizations, public health



departments, and other stakeholders to improve access to preventive care.’’ Additionally, CMS
launched the Medicaid Prevention Learning Network (Learning Network) in late fall 2013, to
help states increase access to and use of preventive services and improve reporting and
performance on CMS’s prevention-related quality measures. The Learning Network will also
provide enhanced technical assistance to states and facilitate exchange of information about
promising practices of high-impact, effective preventive care delivery. CMS is also partnering
with the Centers for Disease Control and Prevention (CDC) on efforts related to the Vaccines for
Children Program, which provides vaccines at no cost to parents of children under age 19 who
are enrolled in Medicaid, uninsured, underinsured, or American Indian/Alaskan Native.*

Several HHS initiatives focus on promoting healthy communities. The National Prevention
Strategy provides evidence-based recommendations to increase the health of Americans in seven
major areas: (1) tobacco use, (2) drug and alcohol use, (3) healthy eating, (4) active living, (5)
injury and violence prevention, (6) reproductive and sexual health, and (7) mental and emotional
well-being.*® Other wide-scale prevention initiatives address specific health issues and health
disparities. These include (1) the President’s Teen Pregnancy Prevention Initiative, in which the
CDC has partnered with the federal office of the Assistant Secretary for Health to fund
community-wide initiatives to reduce rates of teen pregnancy and births, with a focus on
reaching African American and Latino young adults;** and (2) the Surgeon General’s Call to
Action to Support Breastfeeding, which identifies 20 key actions that can be taken by the health
care sector, employers, child care providers, and others to increase rates of breastfeeding.’” In
addition, the 2012 Report of the Surgeon General on Preventing Tobacco Use Among Youth and
Young Adults presents updated evidence on the epidemiology and health consequences of
tobacco use among youth, along with evidence-based interventions to address tobacco use
among this population.’® More information on HHS’s efforts to improve preventive health care
for children in Medicaid and CHIP is available in a 2014 Report to Congress on Preventive
Services and Obesity-related Services.>’

3! For more information on the CMS webinar series Promoting Prevention in Medicaid and CHIP, see
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Benefits/Prevention.html.

32 For more information on the Vaccines for Children Program, see
http://www.cdc.gov/vaccines/programs/vfc/index.html.

33 U.S. Department of Health and Human Services. “National Prevention Strategy.” Available at:
http://www.surgeongeneral.gov/initiatives/prevention/strategy/index.html.

** For more information, see “Teen Pregnancy Prevention 2010-2015. Integrating Services, Programs, and
Strategies through Communitywide Initiatives: The President’s Teen Pregnancy Prevention Initiative.” Available
at: http://www.cdc.gov/TeenPregnancy/PreventTeenPreg.htm.

3% For more information, see “The Surgeon General’s Call to Action to Support Breastfeeding.” Available at:
http://www.surgeongeneral.gov/library/calls/breastfeeding/index.html.

3% For more information, see “Preventing Tobacco Use Among Youth and Young Adults: A Report of the Surgeon
General.” Available at: http://www.surgeongeneral.gov/library/reports/preventing-youth-tobacco-use/exec-
summary.pdf.

37 The Report to Congress is available at: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Quality-of-Care/Downloads/RTC-Preventive-Obesity-Related-Services2014.pdf
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3. Obesity-Related Initiatives

Nearly 18 percent of children and adolescents are obese, and many more are overweight.**
Because obese children are at increased risk for adverse health outcomes, the obesity epidemic
presents an urgent public health challenge.” Medicaid and CHIP play an integral role in anti-
obesity efforts by providing access to screenings and interventions to prevent and reduce obesity,
and promoting healthy eating and physical activity.

Section 4004(i) of the Affordable Care Act requires HHS to provide guidance to states and
health care providers regarding preventive and obesity related-services, such as screening and
counseling, available to Medicaid and CHIP enrollees. States are also required to design public
awareness campaigns to educate Medicaid beneficiaries about the availability and coverage of
these services. To help meet these requirements, in 2013 CMS hosted a webinar series on
Promoting Prevention in Medicaid and CHIP, which included information about successful
obesity interventions developed by state Medicaid managed care plans. CMS has also posted
information and resources related to obesity on the Medicaid.gov website, and provided
individualized technical assistance to states as needed.*® More information on HHS’s Medicaid
and CHIP-specific activities related to obesity can be found in the 2014 Report to Congress on
Preventive Services and Obesity-related Services.*!

4. Efforts to Improve Maternal and Infant Health

Nearly two out of every three women enrolled in Medicaid are of childbearing age (19 to 44
years) and Medicaid currently finances about 48 percent of all births in the United States.*
States, CMS, federal partners, and other stakeholders and experts are engaged in numerous
activities to improve the health of mothers and newborns. At the heart of these efforts is an
ongoing emphasis on measuring and reporting the quality of maternal and infant health care.
CMS’s work in this area began several years ago through the Neonatal Outcomes Improvement
Project (NOIP) and was further solidified in June 2011 when CMS and the Center for Medicare
& Medicaid Innovation (Innovation Center) hosted a Perinatal Symposium to convene thought
leaders to discuss opportunities for CMS to improve perinatal care outcomes. The following are
examples of the activities underway at HHS to improve maternal and child health:

e Strong Start for Mothers and Newborns. Led by the Innovation Center, the
Strong Start for Mothers and Newborns Initiative includes two primary strategies: (1)

** For more information, see “CDC Childhood Obesity Facts.” Available at:
http://www.cdc.gov/healthyyouth/obesity/facts.htm.

%% For more information, see “Basics About Childhood Obesity.” Available at:
http://www.cdc.gov/obesity/childhood/basics.html.

* For more information, see “Reducing Obesity.” Available at: http://www.medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Quality-of-Care/Reducing-Obesity.html.

4 The Report to Congress is available at: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Quality-of-Care/Downloads/RTC-Preventive-Obesity-Related-Services2014.pdf

*2 Markus A.R., E. Andres, K.D. West, N. Garro, and C. Pellegrini. “Medicaid Covered Births, 2008 through 2010,
in the Context of the Implementation of Health Reform.” Women’s Health Issues, vol. 23, no. 5, pp. €273—e280.
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testing ways to encourage best practices for reducing the number of early elective
deliveries that lack medical indication across all payer types; and (2) a cooperative
agreement program to test and evaluate four models of enhanced prenatal care across
three settings to reduce preterm births and decrease the cost of medical care during
pregnancy, delivery, and the first year of life. In February 2013, 27 recipients
received awards to support the testing of enhanced prenatal care in three settings: (1)
group or centering Vvisits, (2) birth centers, and (3) maternity care homes.*

e Expert Panel on Improving Maternal and Infant Outcomes in Medicaid and
CHIP. CMS’s contractor, Provider Resources Incorporated, convened this expert
panel quarterly between June 2012 and July 2013 to explore policy and
reimbursement opportunities for Medicaid programs to provide better care, improve
birth outcomes, and reduce the costs for mothers and infants. In August 2013, the
expert panel presented strategies to CMS leadership for consideration as CMS
develops implementation plans to improve birth outcomes based on potential impact,
available resources, and partnership opportunities. These strategies included
enhanced maternal care management, reproductive health, perinatal payment, data
measurement, and reporting. Over the next several months, CMS will develop
implementation plans for the policy opportunities identified.

e Collaborative Improvement and Innovation Network (ColIN). The ColIN is a
public—private partnership comprised of HRSA, CMS, CDC, state leaders, and others
focused on identifying and sharing innovations and evidence-based practices to
improve maternal and infant health outcomes. ColIN teams working in 13 southern
states are currently seeking to reduce infant mortality by providing inter-conception
care management services to women who had an adverse pregnancy outcome. They
are also focused on improving data linkages across Medicaid agencies and
departments of public health to facilitate sharing vital statistics information.

CMS has undertaken other efforts to improve infant health outcomes. In 2011, CMS provided
guidance to states on coverage of comprehensive tobacco cessation services for pregnant women
through Medicaid.* In 2012, CMS produced an issue brief on Medicaid Coverage of Lactation
Services and collaborated with the Association of Women’s Health, Obstetric and Neonatal
Nurses to disseminate the brief.*> Currently, CMS has several efforts in place to reduce early
elective delivery, including working with the Medicaid Medical Directors Learning Network to
support quality improvement efforts focused on reducing early elective deliveries and enhancing

* The fourth model, home visiting, implemented by the Health Resources and Services Administration (HRSA),
will also be evaluated along with the other three enhanced models of care.

* Section 4107 of the Patient Protection and Affordable Care Act (Affordable Care Act), P.L. 111-148, which
amended Title XIX (Medicaid) of the Social Security Act (the Act) to provide for Medicaid coverage of
comprehensive tobacco cessation services for pregnant women, including both counseling and pharmacotherapy,
without cost sharing. Available at: http://downloads.cms.gov/cmsgov/archived-
downloads/SMDL/downloads/smd11-007.pdf.

45 Centers for Medicare & Medicaid Services. “Lactation Services Issue Brief.” 2012. Available at:

http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-
Care/Downloads/Lactation_Services IssueBrief 01102012.pdf.
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state data capacity using matched vital records and Medicaid eligibility/claims data.
Additionally, CMS launched the following other maternal- and infant-related quality
improvement and demonstration projects:

e Under the Adult Medicaid Quality grants, 10 states are implementing quality
improvement projects related to maternal and infant health; of these, five states are
implementing projects to reduce early elective deliveries, and all states are working to
improve measures of maternal health, such as prenatal and postpartum care visits. *°

e Under the CHIPRA Quality Demonstration Grants, two states (Florida and Illinois)
are working to reduce early elective deliveries to improve maternal and infant
outcomes.”*’

e In August of 2013, CMS launched a Quality Improvement (QI) Learning Series (QI
201), building on the successful QI 101 webinar series attended by nearly 500 people.
The QI 201 Series involves 10 teams focused on developing and implementing
specific maternal and infant health projects tailored to their own state needs. The QI
201 Series takes a deeper dive into the topics covered in the QI 101 Series, such as
creating aims statements, identifying interventions and measures, and implementing
tests of change designed to improve maternal and infant health care quality.

5. Oral Health

Tooth decay remains one of the most common preventable chronic childhood diseases and can
cause pain, missed school days, infections, and even death.*® Although considerable progress in
pediatric oral health care has been achieved in recent years,” CMS continues to work with state
partners and other stakeholder groups to increase the number of dental professionals participating
in Medicaid and increase awareness of the need for dental care among beneficiaries. In April
2010, CMS launched the Oral Health Initiative to: (1) increase by 10 percentage points (from
FFY 2011 to FFY 2015) the percentage of children ages 1 to 20 enrolled in Medicaid for at least
90 continuous days who received a preventive dental service; and (2) increase by 10 percentage
points the percentage of children ages 6 to 9 enrolled in Medicaid for at least 90 continuous days

* For more information about the Medicaid Adult Quality Grants, see http://www.medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Quality-of-Care/Adult-Medicaid-Quality-Grants.html.

* In February 2010, CMS awarded CHIPRA Quality Demonstration Grants to 10 grantees (involving a total of 18
states across the 10 grantees). Descriptions of the grantees’ projects are in Appendix A.

* Centers for Medicare & Medicaid Services. “Improving Access to and Utilization of Oral Health Services for
Children in Medicaid and CHIP Programs: CMS Oral Health Strategy.” April 11, 2011. Available at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/CMS-Oral-
Health-Strategy.pdf.

* From 2007 to 2011, almost half (24) of all states achieved at least a 10 percentage point increase in the proportion
of enrolled children who received a preventive dental service during the reporting year. For more information on the
CMS Oral Health Initiative, see http://www.medicaid.gov/federal-policy-guidance/downloads/CIB-04-18-13.pdf.
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who received a sealant on a permanent molar.”® CMS launched an educational campaign in
September 2013 targeting oral health education for pregnant women.”' CMS, through its Health
Care Innovation Awards, is funding a children’s oral health initiative focused on children
enrolled in Medicaid and the Indian Health System in South Dakota. The goal of the initiative is
to improve oral health care for American Indian mothers, their children, and American Indians
with diabetes. By coordinating community-based oral care with other types of care or social
services, the model is expected to reduce the high incidence of oral health problems in the area;
improve patient access, monitoring, and overall health; and lower cost through prevention.>

The ability to accurately measure dental services provided to children is critical to assessing
progress toward these goals. To improve the completeness and accuracy of the data being used
to set baselines and track progress, CMS developed a data quality improvement process for the
annual Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) report, which includes
information on dental services provided to children under age 21 enrolled in Medicaid. In
addition, the Child Core Set includes two measures related to children’s access to dental care.>
Beginning in FFY 2012, to minimize state burden, the two dental measures were calculated using
data reported by all 50 states and the District of Columbia on Form CMS-416. As a result, CMS
was able to profile all states’ performance on these oral health measures in the 2013 Annual
Secretary’s Report on Children’s Health Care Quality in Medicaid and CHIP.>

6. National EPSDT Improvement Workgroup

The EPSDT benefit is vital for Medicaid-enrolled children because it ensures coverage of a
comprehensive range of preventive services and all medically necessary health care services
prescribed by a physician to treat a condition diagnosed under this benefit, even if the services
are not covered under a state’s Medicaid plan.” Recognizing the importance of this benefit,
CMS convened a National EPSDT Improvement Workgroup from December 2010 through
February 2013 to identify areas for improvement of EPSDT, including increasing the number of

%0 Centers for Medicare & Medicaid Services. “Improving Access to and Utilization of Oral Health Services for
Children in Medicaid and CHIP Programs: CMS Oral Health Strategy.” April 11, 2011. Available at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/CMS-Oral-
Health-Strategy.pdf.

3! For more information, see http://www.insurekidsnow.gov/professionals/dental/index.html.

> CMS Health Care Innovation Awards: South Dakota. “Improving the care and oral health of American Indian
mothers and young children and American Indian people with diabetes on South Dakota reservations.” Available at:
http://innovation.cms.gov/initiatives/Health-Care-Innovation-Awards/South-Dakota.html.

33 Two of the measures in the Child Core Set focus on oral health: total eligibles who received a preventive dental
service (ages 1-20); and total eligibles who received a dental treatment service (ages 1-20). U.S. Department of
Health and Human Services. “2013 Annual Secretary’s Report on the Quality of Care for Children in Medicaid and
CHIP.” September 2013.

> U.S. Department of Health and Human Services. “2013 Annual Secretary’s Report on the Quality of Care for
Children in Medicaid and CHIP.” September 2013. Available at: http://www.medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf.

> Centers for Medicare & Medicaid Services. “Early and Periodic Screening, Diagnostic, and Treatment.”
Avalilable at: http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Benefits/Early-and-
Periodic-Screening-Diagnostic-and-Treatment.html.
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children accessing services under EPSDT and improving quality of data reporting on EPSDT to
better evaluate performance. Soon-to-be-released EPSDT strategy guides focus on improving
care coordination, adolescent well-care visits, and oral health under EPSDT, as well as outreach
and education to families.

7. CHIPRA Quality Demonstration Grants

In February 2010, CMS awarded 10 grants funding 18 states to improve health care quality and
delivery systems for children enrolled in Medicaid/CHIP. The Quality Demonstration Grant
Program aims to identify effective, replicable strategies for enhancing quality of care for
children. Many states are using these funds to support the collection and reporting of the Core
Set of Children’s Health Care Quality Measures, in addition to various quality improvement
projects. As described in Appendix A, the states are engaging in a wide array of quality
improvement activities targeted to special populations, such as children with special health care
needs, underserved children, and foster care children.

With funding from CMS, the Agency for Healthcare Research and Quality (AHRQ) is
overseeing a national evaluation team comprised of Mathematica Policy Research,
AcademyHealth, and the Urban Institute to evaluate the CHIPRA Quality Demonstration
Program. The goals of the national evaluation are to determine the demonstration's effectiveness
in improving the quality of health care provided to children in Medicaid and CHIP and to assess
if and how the demonstration increases transparency and consumer choice. The team released
five Evaluation Highlights in 2013 focusing on interim findings from the first three years of the
Demonstration. The Highlights examined a diversity of topics including (1) how demonstration
states are approaching practice-level quality measurement; (2) how selected grantee projects are
measuring medical homeness; and (3) how demonstration states worked together to improve
adolescent health. Other evaluation activities have included site visits to each of the
demonstration states, provision of technical assistance to state-sponsored evaluation teams, and
preparation for a survey of parents and child-serving physicians about their perceptions of
quality ig16itiatives. More information on the national evaluation is available on AHRQ’s
website.

8. Behavioral Health Initiatives

HHS supports various initiatives to promote behavioral health among children and adolescents,
prevent youth substance abuse and violence, and prevent suicide. Over the past several years,
CMS released the following Informational Bulletins and State Medicaid Director letters designed
to inform and support state Medicaid and CHIP agencies to improve mental health and prevent
substance use among youth:

%% For more information on the evaluation of CMS’s CHIPRA Quality Demonstrations, see
http://www.ahrqg.gov/policymakers/chipra/demoeval/index.html.
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¢ Informational Bulletin: Collaborative Efforts and Technical Assistance Resources to
Strengthen the Management of Psychotropic Medications for Vulnerable
Populations”’

e State Medicaid Director’s Letter: Trauma Informed Care>®

o State Health Official Letter: Application of the Mental Health Parity and Addiction
Equity Act (MHPAEA)™

e Informational Bulletin: Coverage of Behavioral Health Services for Children, Youth,
and Young Adults with Significant Mental Health Conditions®

e Informational Bulletin: Prevention and Early Identification of Mental Health and
Substance Use Conditions®’

In addition to the activities noted above, CMS, through its Health Care Innovation Awards, is
funding behavioral health initiatives for children in Medicaid/CHIP. CMS also partners with the
Administration for Children and Families (ACF) and the Substance Abuse and Mental Health
Services Administration (SAMHSA) to strengthen state systems of prescribing and monitoring
psychotropic medication use among children in foster care.®* CMS activities include
disseminating information and resources on the extent of the problem; promoting the use of the
core set of children’s health care quality measures to monitor the quality of Medicaid behavioral
health care; and convening directors of Medicaid, state child welfare, and mental health
authorities to develop action plans for addressing this issue.®

7 CMS and the Center for Medicaid and CHIP Services (CMCS). “CMCS Informational Bulletin: Collaborative
Efforts and Technical Assistance Resources to Strengthen the Management of Psychotropic Medications for
Vulnerable Populations.” August 24, 2012. Available at: http://www.medicaid.gov/Federal-Policy-
Guidance/downloads/CIB-08-24-12.pdf.

¥ CMS State Director Letter. “Use of Trauma-Focused Screening, Functional Assessments and Evidence-Based
Practices in Child-Serving Settings.” July 11, 2013. Available at: http://medicaid.gov/Federal-Policy-
Guidance/Downloads/SMD-13-07-11.pdf.

> CMS State Health Official Letter. “Application of the Mental Health Parity and Addiction Equity Act to Medicaid
MCQOs, CHIP, and Alternative Benefit (Benchmark) Plans.” January 16, 2013. Available at:
http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-001.pdf.

60 CMS and the Center for Medicaid and CHIP Services. “CMCS Informational Bulletin: Coverage of Behavioral
Health Services for Children, Youth, and Young Adults with Significant Mental Health Conditions.” May 7, 2013.
Available at: http://medicaid.gov/Federal-Policy-Guidance/Downloads/CIB-05-07-2013.pdf.

1 CMS and the Center for Medicaid and CHIP Services. “CMCS Informational Bulletin: Prevention and Early
Identification of Mental Health and Substance Use Conditions.” May 27, 2013. Available at:
http://medicaid.gov/Federal-Policy-Guidance/Downloads/CIB-03-27-2013.pdf.

62 CMS State Director Letter. November 23,2011. Available at: http://www.medicaid.gov/Federal-Policy-
Guidance/downloads/SMD-11-23-11.pdf.

% Medicaid Medical Directors Learning Network (MMDLN)/Rutgers CERTs, “Antipsychotic Medication Use in
Medicaid Children and Adolescents: Report and Resource Guide From a 16-State Study.” Publication No. 1, June

2010. Available at: http://rci.rutgers.edu/~cseap/ MMDLNAPKIDS/Antipsychotic Use_in_Medicaid_Children_
Report_and Resource Guide Final.pdf.
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In 2012 and 2013, SAMHSA awarded grants and cooperative agreements to cities, states, and
tribal organizations across a variety of areas related to community mental health services for
children with emotional disturbances, community-level interventions to promote child wellness,
and effectg%;gg%gment and support systems for youth with substance use and/or mental health
disorders.” "™

9. Health Homes for Children and Adults with Chronic Conditions

Section 2703 of the Affordable Care Act created an optional Medicaid State Plan benefit for
states to establish health homes to coordinate care for child and adult Medicaid enrollees with
chronic conditions.®® The health home service delivery model is intended to integrate and
coordinate all primary, acute, behavioral health, and long-term services and supports to create a
person-centered system of care that achieves improved outcomes for beneficiaries and improved
value for state Medicaid programs. CMS is collaborating with federal partners, including
SAMHSA and the HHS Assistant Secretary for Planning and Evaluation, to ensure an evidence-
based approach and consistency in implementing this statutory provision.”” As of June 2014, 15
states have at least one approved Health Home State Plan Amendment (SPA), and 12 others have
submitted a SPA or a planning request to CMS.”°

The impact of the health homes provision will be monitored by CMS. A forthcoming 2014
Report to Congress will provide more detailed information about this program. Section 1945(f)
of the Social Security Act requires states that implement health homes to track avoidable hospital
readmissions, calculate cost savings that result from improved coordination of care and chronic
disease management, and monitor the use of health information technology to improve service
delivery and coordination across the care continuum. States are also expected to track
emergency room visits and skilled nursing facility admissions for the evaluation.”"

64 “Planning Grants for Expansion of the Comprehensive Community Mental Health Services for Children and Their
Families.” Available at: http://www.samhsa.gov/grants/2013/sm-13-001.aspx.

65 «press Release: Planning Grants for Expansion of the Comprehensive Community Mental Health Services for
Children and Their Families.” July 15, 2013. Available at:
http://www.samhsa.gov/newsroom/advisories/1307150448.aspx.

5 «FY 2013 Cooperative Agreements for State Adolescent and Transitional Aged Youth Treatment Enhancement
and Dissemination.” Available at: http://www.samhsa.gov/grants/2013/ti-13-014.aspx.

67 “Safe Schools/Healthy Students State Planning, Local Education Agency, and Local Community Cooperative
Agreements.” Available at: http://www.samhsa.gov/grants/2013/sm-13-006.aspx.

5 For more information on health homes, see http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-
Topics/Long-Term-Services-and-Supports/Integrating-Care/Health-Homes/Health-Homes.html.

% CMS State Medicaid Director Letter. “Health Homes for Enrollees with Chronic Conditions.” November 16,
2010. Available at: http://downloads.cms.gov/cmsgov/archived-downloads/SMDL/downloads/SMD10024.pdf.

" CMS. “State Health Home CMS Proposal Status (effective June 2014).” Available at:
http://www.medicaid.gov/State-Resource-Center/Medicaid-State-Technical-Assistance/Health-Homes-Technical-
Assistance/Downloads/HH-MAP_v32.pdf.

"I CMS State Medicaid Director Letter. “Health Homes for Enrollees with Chronic Conditions.” November 16,
2010. Awvailable at: http://downloads.cms.gov/cmsgov/archived-downloads/SMDL/downloads/SMD10024.pdf.
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10. The Pediatric Quality Measures Program

CHIPRA (Pub. L. 111-3) added Section 1139A(a) to the Social Security Act, which requires the
development of a Pediatric Quality Measures Program (PQMP) to (1) improve and strengthen
the initial core set of measures to make them more broadly applicable to Medicaid, CHIP, and
other programs; and (2) develop additional quality measures that address dimensions of care
where standardized measures do not currently exist. The AHRQ-CMS PQMP, funded by CMS
and managed by AHRQ, comprises seven CHIPRA Centers of Excellence (CoEs) and two
CHIPRA quality demonstration project grantees (Illinois and Massachusetts) focused on
developing measures that could be considered as improvements to the initial core set measures.
Measures being developed under the PQMP by each CoE encompass topics related to duration of
enrollment, availability of services, family experiences of care, identification of children with
special health care needs, continuum of care, transitions and care coordination, hospital
readmissions, person-reported outcomes, quality of care for children in the child welfare system,
quality to cost, prevention and health promotion, and management of acute and chronic
conditions.” New research from some of the CoEs on readmission and mental health measures
has been published in the Journal of the American Medical Association and Pediatrics.”” CMS
also is working with the Office of the National Coordinator for Health Information Technology
(ONC) to develop new pediatric measures that can be collected through an electronic health
record and to electronically specify measures from the initial core set.

C. Quality of Children’s Health Care Across the Domains of Quality

HHS is undertaking multiple efforts to improve the quality of health care delivered to children
enrolled in Medicaid and CHIP through various domains, including clinical quality, innovation,
health care safety, family experience with health care, and elimination of health care
disparities. ™

1. Clinical Quality

CMS’s clinical quality strategy is pursued through six priorities: (1) making care safer; (2)
strengthening person and family engagement; (3) promoting effective communication and
coordination of care; (4) promoting effective prevention and treatment; (5) working with
communities to provide best practices of healthy living; and (6) making care affordable. These
aims and priorities are reflected in the range of activities CMS currently is pursuing to improve
the quality of health care for children in Medicaid and CHIP.

As discussed in greater detail in Section 2, the National Quality Strategy relies on accurate,
comprehensive measurement and monitoring of clinical quality, which CMS supplements
through the implementation of the core set of children’s health care quality measures (Exhibit 1).

72 «CHIPRA Measures by CHIPRA Categories.” Rockville, MD: Agency for Healthcare Research and Quality,
May 2012. Available at: http://www.ahrq.gov/policymakers/chipra/pgmpmeasures.html.

7 Berry, Jay G., et al. "Pediatric Readmission Prevalence and Variability Across Hospitals Pediatric Readmissions
and Hospital Variability." JAMA, vol. 309, no. 4, 2013, pp. 372-380.

™ An additional domain, health care in the most integrated setting, is discussed throughout the report.
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In partnership with other agencies, HHS is pursuing numerous initiatives to improve the clinical
quality of care for mothers and children: CHIPRA Quality Demonstration Grants; the Neonatal
Outcomes Improvement Project;”” Strong Start for Mothers and Newborns; "® the Maternal,
Infant, and Early Childhood Home Visiting Program;’’ Early Hearing Detection and Intervention
(EHDI) programs;® and a pilot project on delivery of educational messages through mobile
health technology to pregnant and postpartum women. In addition, CMS launched the Oral
Health Project in April 2010 with a focus on improving access to and utilization of preventive
dental services for children.”

Another national clinical quality improvement project, led by AHRQ and part of the HHS
National Plan to Prevent Healthcare-Associated Infections and the Partnership for Patients,
involved reducing neonatal central line-associated bloodstream infections (CLABSISs) in
Neonatal Intensive Care Units (NICUs).* CLABSI is a significant contributor to morbidity and
mortality for infants in NICUs because of these patients’ immature immune systems.*'
Beginning in August 2011, 100 NICUs in nine states implemented a Comprehensive Unit-based
Safety Program (CUSP) and saw a reduction in their overall infection rates.**® As part of its
Children’s Core Set measures reporting, CMS is also tracking CLABSI data reported by

> For more information, see CMS Issue Brief, “Reducing Early Elective Deliveries in Medicaid and CHIP.”
Detailed descriptions of NOIP Grantee projects and outcomes are on pp. 3—4. Available at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/EED-
Brief.pdf.

76 For more information, see “Strong Start for Mothers and Newborns Initiative: General Information.” Available
at: http://innovation.cms.gov/initiatives/strong-start.

" For more information, see the CMS Fact Sheet, “Strong Start for Mothers and Newborns: Testing Approaches to
Prenatal Care.” February 15, 2013. Available at: http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-
sheets/2013-Fact-sheets-items/2013-02-15.html?DLPage=7&DLSort=0&DLSortDir=descending.

" For more information, see “Improving Hearing Screening and Intervention Systems.” Available at:
http://www.nichq.org/our_projects/newborn_hearing.html.

™ For more information, see “CMS Oral Health Strategy: Improving Access to and Utilization of Oral Health
Services for Children in Medicaid and CHIP Programs.” April 11,2011. Available at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/CMS-Oral-
Health-Strategy.pdf.

% “Intensive Care Units for Newborns in Nine States See Sharp Drop in Bloodstream Infections.” Rockville, MD:
Agency for Healthcare Research and Quality, January 2013. Available at:
http://www.ahrg.gov/news/newsroom/press-releases/2013/nclabsipr.html.

81 “Eliminating CLABSI, A National Patient Safety Imperative: Neonatal CLABSI Prevention: A Progress Report
on the National On the CUSP: Stop BSI Project, Neonatal CLABSI Prevention.” Rockville, MD: Agency for
Healthcare Research and Quality, January 2013. Available at: http://www.ahrq.gov/professionals/quality-patient-
safety/cusp/using-cusp-prevention/clabsi-neonatal/index.html.

%2 The nine states are: Colorado, Florida, Hawaii, Massachusetts, Michigan, New Jersey, North Carolina, South
Carolina, and Wisconsin.

% “Intensive Care Units for Newborns in Nine States See Sharp Drop in Bloodstream Infections.” Rockville, MD:
Agency for Healthcare Research and Quality, January 2013. Available at:
http://www.ahrq.gov/news/newsroom/press-releases/2013/nclabsipr.html.

17


http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/EED-Brief.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/EED-Brief.pdf
http://innovation.cms.gov/initiatives/strong-start
http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2013-Fact-sheets-items/2013-02-15.html?DLPage=7&DLSort=0&DLSortDir=descending
http://www.cms.gov/Newsroom/MediaReleaseDatabase/Fact-sheets/2013-Fact-sheets-items/2013-02-15.html?DLPage=7&DLSort=0&DLSortDir=descending
http://www.nichq.org/our_projects/newborn_hearing.html
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/CMS-Oral-Health-Strategy.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/CMS-Oral-Health-Strategy.pdf
http://www.ahrq.gov/news/newsroom/press-releases/2013/nclabsipr.html
http://www.ahrq.gov/professionals/quality-patient-safety/cusp/using-cusp-prevention/clabsi-neonatal/index.html
http://www.ahrq.gov/professionals/quality-patient-safety/cusp/using-cusp-prevention/clabsi-neonatal/index.html
http://www.ahrq.gov/news/newsroom/press-releases/2013/nclabsipr.html

hospitals to the CDC National Healthcare Safety Network. The measure includes all neonatal
CLABSI events, not just those for infants covered by Medicaid/CHIP.*

2. Innovations

The Innovation Center supports initiatives that test new models for delivering and paying for
health care, with the ultimate goal of creating systems that offer high quality care at lower costs
to Medicare, Medicaid, and CHIP beneficiaries.® Three of the current initiatives target
Medicaid and/or CHIP populations with the potential to provide higher quality care to child
beneficiaries. The Comprehensive Primary Care (CPC) initiative provides funding to states to
offer additional reimbursements to Medicaid providers who provide comprehensive care
management, with the goal of increasing the quality of primary care available to Medicaid
beneficiaries.® Strong Start for Mothers and Newborns is testing methods to reduce early
elective deliveries, and offering funding to providers, states, and others to test three prenatal care
approaches to reduce preterm births for Medicaid beneficiaries.®” The State Innovation Models
initiative funds state efforts to design and test multi-payer payment and delivery models that will
improve the quality of health care, particularly for Medicare, Medicaid, and CHIP
beneficiaries.*

3. Health Care Safety

CMS established the Partnership for Patients (PfP) in 2011. It is a different type of quality
improvement intervention. It represents a full-court press, combining the efforts of multiple
partners and federal and non-federal programs, in an aligned effort to improve patient safety by
reducing Hospital Acquired Conditions by 40 percent and readmissions by 20 percent. The P{P
partnership is a consortium of more than 3,700 participating hospitals distributed throughout all
50 states which has committed to improve care by participating with one of 26 hospital
engagement networks (HENs). To facilitate this effort, the HENs have established the
infrastructure to support these hospitals in improvement, measurement, engaging with patients
and families, learning, reporting and generating results. The goals of the PfP initiative include
reducing inpatient adverse events, such as adverse drug events, CLABSISs, catheter-associated
urinary tract infections, and obstetric events such as early elective deliveries, as well as reducing
readmissions through better care transitions and reducing obstetric adverse events.*

8 U.S. Department of Health and Human Services. Appendices to the “2013 Annual Secretary’s Report on the
Quality of Care for Children in Medicaid and CHIP.” September 2013. Available at: http://www.medicaid.gov/
Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept-App.pdf.

85 «“CMS Health Care Innovation Awards.” Available at: http://www.medicaid.gov/State-Innovations.html.

8 «Comprehensive Primary Care Initiative Fact Sheet.” August 22, 2012. Available at:
http://innovation.cms.gov/Files/fact-sheet/CPCI-Fact-Sheet.pdf.

87 «CMS State Innovations.” Available at: http://www.medicaid.gov/State-Innovations.html.

88 «CMS State Innovation Models Initiative: General Information.” Available at:
http://innovation.cms.gov/initiatives/state-innovations/index.html.

8 «cMS Partnership for Patients: What the Partnership is About.” Available at: http:/partnershipforpatients.cms.gov/
about-the-partnership/what-is-the-partnership-about/lpwhat-the-partnership-is-about.html.
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In June 2011, CMS published a final rule implementing Section 2702 of the Affordable Care
Act, which prohibits federal Medicaid payments to states for care provided to treat health care-
acquired conditions. The final rule required states to implement non-payment policies for a
range of provider-preventable conditions (PPCs), which include health care-acquired conditions
(HCAC:) (applicable to any inpatient hospital settings in Medicaid), as well as other provider-
preventable conditions (OPPCs) (applicable to any health care setting).”® This policy is intended
to provide an incentive for providers to apply best practices in order to prevent secondary
conditions and prevent adverse outcomes.

4. Family Experience with Health Care

An important dimension of quality is the patient’s or family’s experience with care. Experience
can be measured globally (such as overall satisfaction with the health plan or ability to get
needed care), or in relation to a specific event or encounter (such as a medical visit,
hospitalization, or nursing home stay). The most commonly used set of tools to measure
experiences with health care are AHRQ’s Consumer Assessment of Healthcare Provider System
(CAHPS) family of surveys.”' Two key HHS efforts to promote the understanding of patient and
family experiences with health care are as follows:

1. Section 402(a)(2) of CHIPRA requires all Title XXI (CHIP) programs to provide
“data regarding access to primary and specialty services, access to networks of care,
and care coordination provided under the state child health plan” in their annual
reports. Since the children’s CAHPS survey tool is part of the CMS Child Core Set,
many states plan to use CAHPS surveys to fulfill the requirement.

2. One of the AHRQ-CMS Pediatric Centers of Excellence, The Boston Children’s
Hospital, developed the Child Hospital Consumer Assessment of Healthcare
Providers and Systems Survey (Child HCAHPS).”> Many of the survey items are
taken from the original HCAHPS instrument and are being adapted for pediatric care,
though several new domains have been proposed, including those covering the
admission process, care coordination, family involvement, cultural competence,
child-appropriateness, privacy, safety, and age-specific items (for example, for
adolescents). The survey was completed in 2014.

5. Health Care Disparities

Health disparities have been defined as a “particular type of health difference that is closely
linked with social, economic, and/or environmental disadvantage.””® Disparities are documented

% «“Medicaid Program; Payment Adjustments for PPCs Including HCACs; Final Rule,” 76 FR 108 (June 6, 2011),
pp. 32816-32838. Available at: http://www.gpo.gov/fdsys/pkg/FR-2011-06-06/pdf/2011-13819.pdf.

*! For more information, see the Agency for Healthcare Research and Quality, Consumer Assessment of Healthcare
Provider and Systems Survey (CAHPS) overview. Available at: http://cahps.ahrg.gov/about.htm.

%2 For more information, see http://www.childrenshospital.org/research-and-innovation/research-labs/center-of-
excellence-for-pediatric-quality-measurement-cepgm/cepgm-measures/pediatric-hcahps.
93 Healthy People 2020. Available at: http://www.healthypeople.gov/2020/about/DisparitiesAbout.aspx.
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in many conditions and in access to health care for adults and children. A number of HHS
initiatives seek to eliminate racial, ethnic, and socioeconomic disparities in health and health
care, and to ensure more accurate data collection across population subgroups.

The Affordable Care Act includes several provisions to address health and health care disparities,
including provisions focused on workforce development, quality of care, prevention and health
promotion, and data collection and analysis. One of the key provisions relates to improving data
collection and analysis, which will enable a better understanding of the needs, gaps, and
opportunities for quality improvement to eliminate health disparities. Section 4302(a) of the
Affordable Care Act required HHS to develop data collection standards for five demographic
categories—race, ethnicity, sex, primary language, and disability status—and requires that any
federally conducted or supported health care or public health program, activity, or survey collect
and report data on these categories to the extent practicable. The final data standards apply to the
collection of data in HHS-sponsored population surveys where person-level data are collected
either via self-report or from a respondent who serves as a knowledgeable household
representative.94 Section 4302(b) also required that the Secretary evaluate approaches for
collecting and evaluating data on health care disparities in Medicaid/CHIP. This evaluation has
already led CMS to make changes in the collection and analysis of Medicaid and CHIP data,
including:

e Integrating many of the section 4302 data elements into the single, streamlined
application that is used to determine eligibility in the new insurance marketplaces

e Updating the data dictionary for the Medicaid Statistical Information System (MSIS),
CMS’s primary, claims-based data system, to include the section 4302 data elements

e Integrating the racial and ethnic categories from the section 4302 standards into
CMS’s Statistical Enrollment Data System

Further complementing these activities is the HHS Disparities Action Plan, which builds upon
the Affordable Care Act, and outlines goals and actions HHS will take to reduce health
disparities among racial and ethnic minority groups.””> CMS is the lead agency for a number of
actions in the HHS Disparities Action Plan, and several of the overarching Secretarial priorities
are specific to CMS, including an initiative focused on improving access to dental care for
children in Medicaid and CHIP.

% U.S. Department of Health and Human Services, Office of Minority Health. “OMB Standards for Data on Race
and Ethnicity.” Awvailable at: http://minorityhealth.hhs.gov/templates/browse.aspx?lvI=2&lvlid=172.

% “HHS Disparities Action Plan: A Nation Free of Disparities in Health Care.” Available at:
http://minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS Plan_complete.pdf.
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Ill. STATUS OF VOLUNTARY REPORTING BY STATES

As discussed previously, CHIPRA directed the Secretary of HHS to (1) identify and publish an
initial core set of children’s health care quality measures for voluntary use by state programs
administered under Medicaid (Title XIX) and CHIP (Title XXI);*® (2) develop a standardized
reporting vehicle for the core set of children’s health care quality measures;”’ and (3) annually
report state-specific information on the quality of children’s health care in Medicaid/CHIP.”®
CHIPRA also called for the establishment of a national technical assistance program, the
Medicaid/CHIP Technical Assistance and Analytic Support (TA/AS) Program, to support states
in consistently collecting, reporting, and using the core set of children’s health care quality
measures.” This chapter summarizes the status of voluntary reporting by states and discusses
progress over the past three years.

A. Core Set of Children’s Health Care Quality Measures

For the past three years, states have continued to break new ground with standardized reporting
on CMS’s core set of children’s health care quality measures (referred to as the Child Core Set).
The 2010 Secretary’s Report signaled the first time CMS released state-specific information
from voluntary reporting on the Child Core Set, an important milestone in CMS’s efforts to
uniformly measure and report on the quality of care obtained by children covered by
Medicaid/CHIP. Over the next two years, states continued to improve the quality and
completeness of the data they collected and reported for the Child Core Set measures. CMS’s
FFY 2012 goals for quality measurement and improvement were to:

e Increase the number of states reporting on the core measures

e Maintain or increase the number of measures reported by each state

e Improve the completeness of the data reported (that is, report on both Medicaid and
CHIP enrollees)

e Streamline data collection and reporting processes, to the extent possible

% For more information on the initial core set measures, see the February 2011 CMS State Health Official letter at
http://www.cms.gov/smdl/downloads/SHO11001.pdf.

7 CARTS is a web-based data submission tool, which serves as the standardized reporting vehicle for the Child
Core Set. States are asked to submit and certify core set measure data in CARTS on an annual basis.

% The 2010-2013 Secretary’s Reports are available at http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Quality-of-Care/CHIPR A-Initial-Core-Set-of-Childrens-Health-Care-Quality-
Measures.html.

% The CMS TA/AS contract is led by Mathematica Policy Research and supported by subcontracts with the
National Committee for Quality Assurance, the Center for Health Care Strategies, and the National Initiative for
Children’s Healthcare Quality. Through the TA/AS Program, CMS works with states to improve the completeness
and accuracy of the data reported, and to support states’ efforts to build internal capacity to conduct quality
improvement projects. Resources are available at http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Quality-of-Care/CHIPR A-Initial-Core-Set-of-Childrens-Health-Care-Quality-
Measures.html.
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e Support states to drive improvements in health care quality at the local level using
data from the Child Core Set

B. Measurement and Voluntary Reporting Using the Child Core Set

CMS continues to gain experience and insight in ways to facilitate state reporting of CMS’s
Child Core Set of measures, including streamlining state reporting of the Child Core Set data and
evaluating measures for retirement.'”’ Additionally, CMS and states have made great strides in
reporting since the 2010 Report to Congress,'°' most notably:

o All states reported two or more of the Child Core Set measures for FFY 2012 (Exhibit
2). The median number of measures reported by states for FFY 2012 was 14, up from
7 in FFY 2010 and 12 in FFY 2011. Altogether, 35 states reported at least 11 of the
22 core measures to CMS for FFY 2012.'% Two states, Florida and Tennessee,
reported 22 of the core measures for FFY 2012.

e (CMS continues to encourage states to report data on the Child Core Set that include
both Medicaid and CHIP populations. The completeness of Child Core Set data
reported by states improved for FFY 2012. For example, 38 states now include both
Medicaid and CHIP populations in one or more measures, up from 23 states for FFY
2010 and 34 states for FFY 2011.

e The most frequently reported measures in the Child Core Set assess children’s access
to primary care, well-child visits, and dental services (Exhibit 3).

C. State Performance on the Child Core Set for FFY 2012

The increase in the number of measures reported by states for FFY 2012 has allowed CMS, for
the first time, to conduct deeper analysis on 16 Child Core Set measures reported by 25 or more
states. These measures reflect a continuum of quality measures within the maternal and child
health population, including overall access to primary care and use of well-child care, timeliness
and frequency of prenatal care, management of acute and chronic conditions, and use of dental
and oral health services. Detailed findings for these measures (including percentiles, trends, and
geographic variation) are featured in the Appendix to the 2013 Secretary’s Report.'*

190 The 2010-2013 Secretary’s Reports are available at http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Quality-of-Care/CHIPR A-Initial-Core-Set-of-Childrens-Health-Care-Quality-
Measures.html.

11 U.S. Department of Health and Human Services. “2011 Report to Congress on the Quality of Children’s Health
Care in Medicaid and CHIP.” December 2010. Available at: http://www.medicaid.gov/Medicaid-CHIP-Program-
Information/By-Topics/Quality-of-Care/Downloads/RTC_ChildHealthImprovement.pdf.

192 The base of 22 measures excludes two core measures: (1) the central line-associated blood stream infections
(CLABSI) measure, which was obtained from the CDC’s NHSN beginning in FFY 2012; and (2) the otitis media
with effusion (OME) measure, which was not collected for FFY 2012 and was retired in 2013 because it draws on
CPT-II codes not commonly used by Medicaid/CHIP agencies.

' U.S. Department of Health and Human Services. “2013 Annual Secretary’s Report on the Quality of Healthcare
for Children in Medicaid and CHIP.” September 2013. Available at: http://www.medicaid.gov/Medicaid-CHIP-
Program-Information/By-Topics/Quality-of-Care/Downloads/2013-Ann-Sec-Rept.pdf.
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D. Updates to the Core Set of Children’s Health Care Quality Measures

Section 1139A(b)(5) of the Social Security Act provides that, beginning January 1, 2013, and
annually thereafter, the Secretary shall publish recommended changes to the Initial Child Core
Set. CMS issued a January 2013 State Health Official letter outlining updates to the Initial Child
Core Set and the multi-stakeholder process used to inform decision-making.'® Three measures
were added as a result of this process and one of the measures was retired due to reporting
challenges cited by state Medicaid and CHIP agencies.'® States choosing to voluntarily report
these new measures can submit data to CMS during the FFY 2013 reporting cycle.

In order to ensure that measures reflect updates to clinical guidelines and current approaches to
health care delivery, it is necessary to continue to evolve the pediatric measurement field. As
noted in previous sections of this report, the AHRQ-CMS Pediatric Quality Measures Program is
developing measures that will be considered for inclusion in future versions of the Child Core
Set. Additionally, CMS continues to work with ONC to develop pediatric-focused measures that
can be collected through an electronic health record. These measures are currently under
development and, once completed, will be considered for inclusion in stage three of the
Electronic Health Record Medicaid Incentive Program.

As with the measures themselves, the data systems and sources used to collect information and
monitor progress are also subject to periodic adjustments. Learning from the experiences of the
past three years of reporting, CMS has made additional refinements to the CMS CARTS
reporting system, the vehicle states use to report the children’s quality measures to CMS. CMS
has also continued to make progress toward a modernized and streamlined Medicaid and CHIP
data infrastructure known as the Medicaid and CHIP Business Information Solutions (MACBIS)
initiative. In the future, information collected as part of MACBIS will serve as the primary data
source for CMS’s quality reporting and performance measurement capacities for Medicaid and
CHIP. CMS expects that these efforts will (1) help ensure that the information is more accurate,
complete, and uniform; (2) reduce burden on our state partners; and (3) have the potential to
strengthen quality reporting for children, reduce health care costs associated with inefficiencies
in the health care delivery system, and ultimately facilitate better health outcomes for children.

194 CMS State Health Official Letter. “2013 Children’s Core Set of Health Care Quality Measures.” January 24,
2013. Available at: http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-002.pdf.

19 The three measures added to the Child Core Set in 2013 are: (1) Medication Management for People with
Asthma, (2) Human Papilloma Virus (HPV) Vaccination for Female Adolescents, and (3) Behavioral Health Risk
Assessment (for Pregnant Women). One measure was retired: Otitis Media with Effusion (OME) — Avoidance of
Inappropriate Systemic Antimicrobials in Children (ages 2—12).

23


http://www.medicaid.gov/Federal-Policy-Guidance/downloads/SHO-13-002.pdf

This page has been left blank for double-sided copying.



IV. RECOMMENDATIONS

Over the past three years HHS has continued to identify and implement multifaceted ways to
measure, monitor, and improve the quality of health care for children in Medicaid and CHIP.
Using a variety of mechanisms, including efforts to expand eligibility to the Medicaid/CHIP
program, standardized measurement, and quality-focused demonstration grants, tangible
improvements to the quality of health care received by children are just beginning to emerge.

Section 1139A(a)(6) of the Social Security Act, as amended by section 401 of CHIPRA, directs
the Secretary of HHS to include in the report to Congress any recommendations for legislative
changes needed to improve the quality of care provided to children under Titles XIX and XXI,
including recommendations for quality reporting by states. In the FFY 2015 President’s Budget,
HHS proposed two changes relevant to Medicaid and CHIP quality: one year extension of the
Performance Bonus Fund and permanent extension of the ELE for children beyond the end of
FFY 2014.'° These two recommendations are intended to support state efforts to assure
comprehensive, continuous coverage of children, while also encouraging reporting on quality of
care.

1% U.S. Department of Health and Human Services. “Fiscal Year 2015 Budget-in-Brief.” Available at:
http://www.hhs.gov/budget/fy2015/fy-2015-budget-in-brief.pdf.
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V. CONCLUSION

With standardized measurement and reporting tools now in place, HHS is working closely with
its state partners to more thoroughly measure the care obtained by children covered by
Medicaid/CHIP and use the measures to assess and improve the quality of care provided to
children in their states. The efforts described in this report are a snapshot of the activities
underway across HHS and state Medicaid and CHIP agencies designed to improve the quality of
health care provided to children. HHS has implemented activities across a wide range of
children’s health care quality domains including:

e Health care coverage and enrollment for children in Medicaid and CHIP have
improved, with Medicaid/CHIP reaching a higher proportion of eligible children.
Further, evidence suggests that CHIPRA bonus payments have provided an impetus
for some states to improve their outreach, enrollment simplification, and retention
efforts.

e Multiple quality improvement efforts are well underway that cut across all domains of
children’s health care, with special attention to maternal and infant health, oral health,
and prevention.

e State reporting of the Child Core Set is more complete than in FFY 2010, the first
year of voluntary reporting of these measures. CMS is working with its state partners
to improve the completeness and accuracy of the data to monitor state performance.
In addition, the measures are being used to set priorities for child health quality
improvement initiatives at both the national and state levels.

e Public—private partnerships support and have helped to accelerate quality
improvement initiatives.

Moving forward, HHS will continue to strengthen existing partnerships and build new ones
among states, HHS agencies (that is, CMS, HRSA, CDC, SAMHSA, and ACF), health care
providers, and program enrollees to continue on the path toward nationally standardized quality
measurement and expansion of quality improvement efforts. Among the varied efforts
underway, CMS will be focusing on aligning managed care requirements in a way that supports
states in the voluntary reporting of the Child and Medicaid Adult Core Set measures.

The quality improvement efforts recently launched by CMS are helping to set the stage for the

next generation of efforts designed to improve children’s health care and health outcomes to
continue to transform Medicaid/CHIP into a high quality system of coverage and care.
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Exhibit 1. 2013 Core Set of Children’s Health Care Quality Measures for Medicaid and CHIP

Measure

Measure Steward

Description

Data Source

Human Papillomavirus (HPV)
Vaccine for Female
Adolescents

Body Mass Index Assessment
for Children and Adolescents

Child and Adolescent Access
to Primary Care Practitioners

Childhood Immunization
Status

Immunization Status for
Adolescents

Frequency of Ongoing
Prenatal Care

Timeliness of Prenatal Care

National Committee for
Quality Assurance
(NCQA)/Healthcare
Effectiveness Data and
Information Set (HEDIS)

NCQA/HEDIS

NCQA/HEDIS

NCQA/HEDIS

NCQA/HEDIS

NCQA/HEDIS

NCQA/HEDIS

Percentage of female adolescents that turned 13 years old during the
measurement year and had three doses of the human papillomavirus (HPV)
vaccine by their 13th birthday

Percentage of children ages 3 to 17 that had an outpatient visit with a
primary care practitioner (PCP) or obstetrical/gynecological (OB/GYN)
practitioner and whose weight is classified based on body mass index
percentile for age and gender

Percentage of children and adolescents ages 12 months to 19 years that had a
visit with a primary care practitioner (PCP), including four separate
percentages:

Children ages 12 to 24 months and 25 months to 6 years that had a visit with
a PCP during the measurement year

Children ages 7 to 11 years and adolescents ages 12 to 19 years that had a
visit with a PCP during the measurement year or the year prior to the
measurement year

Percentage of children that turned 2 years old during the measurement year
and had specific vaccines by their second birthday

Percentage of adolescents that turned 13 years old during the measurement
year and had specific vaccines by their 13th birthday

Percentage of deliveries between November 6 of the year prior to the
measurement year and November 5 of the measurement year that received
the following number of expected prenatal visits:

< 21 percent of expected visits
21 percent — 40 percent of expected visits
41 percent — 60 percent of expected visits
61 percent — 80 percent of expected visits
> 81 percent of expected visits

Percentage of deliveries of live births between November 6 of the year prior
to the measurement year and November 5 of the measurement year that
received a prenatal care visit in the first trimester or within 42 days of
enrollment

Administrative
or hybrid

Administrative
or hybrid

Administrative

Administrative
or hybrid

Administrative
or hybrid

Administrative
or hybrid

Administrative
or hybrid
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Exhibit 1 (continued)

Measure

Measure Steward

Description

Data Source

Live Births Weighing Less
Than 2,500 Grams

Cesarean Rate for Nulliparous
Singleton Vertex

Behavioral Health Risk
Assessment (for Pregnant
Women)

Developmental Screening in
the First Three Years of Life

Annual Pediatric Hemoglobin
Alc Testing

Well-Child Visits in the First
15 Months of Life

Well-Child Visits in the
Third, Fourth, Fifth, and Sixth
Years of Life

Adolescent Well-Care Visits

Chlamydia Screening

Preventive Dental Services

Centers for Disease Control
and Prevention (CDC)

California Maternal Quality
Care Collaborative

American Medical
Association (AMA) —
Physician Consortium for
Performance Improvement
(PCPI)

Oregon Health and Science
University

NCQA

NCQA/HEDIS

NCQA/HEDIS

NCQA/HEDIS

NCQA/HEDIS

Centers for Medicare &
Medicaid Services (CMS)

Percentage of live births that weighed less than 2,500 grams in the state
during the reporting period

Percentage of women that had a cesarean section among women with first
live singleton births (also known as nulliparous term singleton vertex
[NTSV] births) at 37 weeks of gestation or later

Percentage of women, regardless of age, that gave birth during a 12-month
period seen at least once for prenatal care who received a behavioral health
screening risk assessment that includes the following screenings at the first
prenatal visit: depression, alcohol use, tobacco use, drug use, and intimate
partner violence

Percentage of children screened for risk of developmental, behavioral, and
social delays using a standardized screening tool in the 12 months preceding
their first, second, or third birthday

Percentage of children ages 5 to 17 with diabetes (type 1 and type 2) that
had a Hemoglobin Alc (HbAlc) test during the measurement year

Percentage of children that turned 15 months old during the measurement
year and had zero, one, two, three, four, five, or six or more well-child visits
with a primary care practitioner (PCP) during their first 15 months of life

Percentage of children ages 3 to 6 that had one or more well-child visits with
a primary care practitioner during the measurement year

Percentage of adolescents ages 12 to 21 that had at least one comprehensive
well-care visit with a primary care practitioner (PCP) or an
obstetrical/gynecological (OB/GYN) practitioner during the measurement
year

Percentage of women ages 16 to 20 that were identified as sexually active
and had at least one test for Chlamydia during the measurement year

Percentage of individuals ages 1 to 20 eligible for Medicaid or CHIP
Medicaid Expansion programs, are eligible for EPSDT services, and that
received preventive dental services

State vital
records

State vital
records alone or
merged with
discharge
diagnosis data

Electronic
health records

Administrative
or hybrid

Administrative
or hybrid
Administrative

or hybrid

Administrative
or hybrid

Administrative
or hybrid

Administrative

Form CMS-416
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Exhibit 1 (continued)

Measure

Measure Steward

Description

Data Source

Dental Treatment Services

Medication Management for
People with Asthma

Follow-Up After
Hospitalization for Mental
Illness

Follow-Up Care for Children
Prescribed Attention-Deficit/
Hyperactivity Disorder
Medication

Pediatric Central Line-
Associated Blood Stream
Infections — Neonatal
Intensive Care Unit and
Pediatric Intensive Care Unit

Appropriate Testing for
Children with Pharyngitis

Annual Percentage of Asthma

Patients 2 through 20 Years
Old with One or More
Asthma-Related Emergency
Room Visits

CMS

NCQA/HEDIS

NCQA/HEDIS

NCQA/HEDIS

CDC

NCQA/HEDIS

Alabama Medicaid

Percentage of individuals ages 1 to 20 eligible for Medicaid or CHIP
Medicaid Expansion programs, are eligible for EPSDT services, and that
received dental treatment services

Percentage of children ages 5 to 20 that were identified as having persistent

asthma and were dispensed appropriate medications that they remained on

during the treatment period

Two rates are reported:

e Percentage of children that remained on an asthma controller medication
for at least 50 percent of their treatment period

e Percentage of children that remained on an asthma controller medication
for at least 75 percent of their treatment period.

This measure is reported using the following age ranges: 5 to 11 years; 12 to
18 years; 19 to 20 years; and total

Percentage of discharges for children ages 6 to 20 that were hospitalized for
treatment of selected mental health disorders and had an outpatient visit, an
intensive outpatient encounter, or partial hospitalization with a mental health
practitioner within 7 days of discharge and within 30 days of discharge

Percentage of children newly prescribed medication for attention-deficit/
hyperactivity disorder (ADHD) that had at least three follow-up care visits
within a 10-month period, one of which was within 30 days from the time
the first ADHD medication was dispensed, including two rates: one for the
initiation phase and one for the continuation and maintenance phase

Rate of central line-associated blood stream infections (CLABSI) in
pediatric and neonatal intensive care units during periods selected for
surveillance

Percentage of children ages 2 to 18 that were diagnosed with pharyngitis,
dispensed an antibiotic, and received a group A streptococcus test for the
episode

Percentage of children ages 2 to 20 diagnosed with asthma during the
measurement year with one or more asthma-related emergency room (ER)
visits

Form CMS-416

Administrative

Administrative

Administrative

National
Healthcare
Safety Network
(NHSN)

Administrative

Administrative
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Exhibit 1 (continued)

Measure Measure Steward Description Data Source
Ambulatory Care: Emergency NCQA/HEDIS Rate of emergency department (ED) visits per 1,000 member months among  Administrative
Department Visits children up to age 19

Consumer Assessment of NCQA/HEDIS Survey on parents’ experiences with their children’s care Survey

Healthcare Providers and
Systems (CAHPS®) Health
Plan Survey

Source: Centers for Medicare & Medicaid Services. “Core Set of Children’s Health Care Quality Measures for Medicaid and CHIP (Child Core Set):
Technical Specifications and Resource Manual for Federal Fiscal Year 2013 Reporting.” May 2013. Available at:
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Medicaid-and-CHIP-Child-Core-Set-

Manual.pdf.

Notes: The measure steward is the organization responsible for maintaining a particular measure or measure set. Responsibilities of the measure steward
include updating the codes that are tied to technical specifications and adjusting measures as the clinical evidence changes.

Beginning in FFY 2012, data for the CLABSI measure were obtained from the National Healthcare Safety Network and data for the two core set
dental measures were obtained from the Form CMS-416. The OME measure was not collected for FFY 2012 and was retired in 2013.


http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Medicaid-and-CHIP-Child-Core-Set-Manual.pdf
http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Quality-of-Care/Downloads/Medicaid-and-CHIP-Child-Core-Set-Manual.pdf

Exhibit 2. Overview of State Reporting of the Core Set of Medicaid/CHIP Children’s Health Care Quality Measures, FFY 2012
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Total

21

Alabama
Alaska

15

Arizona

18
12
12

Arkansas

California

[98)

3

Colorado

Connecticut

16
14
22
20

Delaware

D.C.
Florida

Georgia

16
10
19
15
21

Hawaii

Idaho

Ilinois

Indiana

Iowa

Kansas

15

Kentucky

Louisiana

14
13

Maine

Maryland

17
15

Massachusetts

Michigan

Minnesota

11

Mississippi




Exhibit 2 (continued)
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Missouri

Montana

Nebraska

Nevada
New Hampshire

15
15
16
20

New Jersey

New Mexico
New York

North Carolina
North Dakota

(98]
AN

10
17
21

Ohio

Oklahoma
Oregon

19
18
20

Pennsylvania
Rhode Island

South Carolina
South Dakota

Tennessee

22
15

Texas

12

Utah

Vermont

Virginia

11

21

Washington

West Virginia

Wisconsin

14
Based on Mathematica analysis of FFY 2012 CARTS reports.

Wyoming

Source:
Notes:

This table excludes the OME and CLABSI measures. The OME measure was not collected for FFY 2012 and was retired in 2013. Beginning in FFY 2012,

data for the CLABSI measure were obtained from CDC’s National Healthcare Safety Network.



Exhibit 3. Changes in the Number of States Reporting the Medicaid/CHIP Children’s Health Care
Quality Measures, FFY 2010-2012

Preventive Dental Services 51
37
22
Dental Treatment Services 51
35
19
Well-Child Visits in the 3rd, 4th, 46
5th, and 6th Years of Life 48
Py
Well-Child Visits in the First 15 Months of Life 43
46
40
Adolescent Well-Care Visits 43
43
29
Child and Adolescent Access to 43
Primary Care Practitioners 44
40
Appropriate Testing for Children with Pharyngitis 36
28
20
Chlamydia Screening 35
32
21
Childhood Immunization Status 34
30
20
Adolescent Immunizations Status [N, 32
25
12
Timeliness of Prenatal Care [N !
24
15
Follow-Up Care for Children Prescribed Attention-Deficit/ [ NN 29
Hyperactivity Disorder (ADHD) Medication 24
15
Ambulatory Care: Emergency Department Visits TR ¢
27
15
Body Mass Index Assessment for . 2
Children and Adolescents 18
10
Follow-Up After Hospitalization for Mental Illness [ -
24

Consumer Assessment of Healthcare Providers 7_ 27
and Systems (CAHPS®) Health Plan Survey 22

Frequency of Ongoing Prenatal Care . 25
Live Births Weighing Less than 2,500 Grams [ 5

Annual Percentage of Asthma Patients with 1 or More [ RN 15
Asthma-Related Emergency Room Visits 14

i 3 B FFY 2012

Annual Pediatric Hemoglobin Alc Testing [ 3
10 FFY 2011

8 FFY 2010
Cesarean Rate for Nulliparous Singleton Vertex [ RN 12

Developmental Screening in the | RN 12

First Three Years of Life 7

T T T T T T T T T T 1
0 5 10 15 20 25 30 35 40 45 50 55

Number of States

35



Source:

Notes:

Based on Mathematica analysis of FFY 2010-2012 CARTS reports.
The term “states” includes the 50 states and the District of Columbia.

The FFY 2010 and 2011 counts for the two dental measures reflect the number of states reporting the
dental measures in CARTS, whereas the FFY 2012 count reflects the number of states reporting data
on Form CMS-416. In FFY 2012, to minimize state burden, CMS began calculating the two dental
measures on behalf of states using data reported on Form CMS-416.

Beginning in FFY 2012, data for the CLABSI measure were obtained from the CDC National
Healthcare Safety Network. The OME measure was not collected for FFY 2012 and was retired in
2013.
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The CHIPRA Quality Demonstration Program includes 10 lead grantees and 8 collaborating
states that are implementing multi-dimensional projects in the following five areas to improve
the quality of children’s health care: (1) use of quality measures; (2) use of health information
technology; (3) implementation of provider-based delivery models; (4) use of a model format for
pediatric electronic health records (EHRs); and (5) implementation of other innovative
approaches to improve quality. This appendix summarizes activities of the 18 Demonstration
states.'” The lead grantee is shown first (followed by collaborating states).

1. Colorado (New Mexico)

Colorado and New Mexico have developed an initiative focusing on improving adolescent health
through school-based health centers (SBHCs). The SBHCs receive training in disease
prevention and management; data collection; consultation, referral, and coordination of care;
interacting with adolescents; and enabling them to direct their own health care as they mature.

To monitor the quality of health in school-age adolescents, Colorado and New Mexico have
developed the Youth Engagement with Health Services (YEHS!) survey. The YEHS! instrument
was recently evaluated, and results presented at the Society for Adolescent Health and Medicine
(SAHM) Annual Meeting in March 2013. Initial results indicate that the YEHS! is a feasible and
reliable measure of youth engagement and the quality of care delivered at SBHCs.

2. Florida (lllinois)

Florida and Illinois are collaborating on efforts to improve maternal and infant health outcomes,
with a common focus on reducing early elective deliveries using improvement science and
evidence-based practices to improve quality. Florida has also been using the CHIPRA
demonstration grant to support and expand its Pediatric Medical Home Demonstration Project,
known as Change for Kids. In January 2013, Florida’s Agency for Health Care Administration
(AHCA) announced that 16 pediatric primary care practices serving more than 100,000 children
across Florida graduated from AHCA’s quality improvement initiative aimed at strengthening
medical homes and fostering patient-centered health care. The program has demonstrated
improvement in the percentage of medically complex children with an updated care plan at each
visit and the number of children receiving screenings during their checkups to assess their needs
for specialty follow-up care. In addition to reducing early elective deliveries, Illinois’s maternal
health project is focused on various quality initiatives surrounding maternal care, including
development of a prenatal electronic data set to improve quality of labor and delivery care and
reduce system duplication; a prenatal risk assessment tool; and maternity care coordination
guidelines for care transitions.

' The website for the national evaluation of CMS’s CHIPRA Quality Demonstration is available at
http://www.ahrqg.gov/policymakers/chipra/demoeval/index.html.
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3. Maine (Vermont)

Maine and Vermont are investing in interventions to improve the health of all Medicaid- and
CHIP-eligible children, with a particular focus on children in foster care, through information
technology enhancement and the development of a pediatric medical home model. The
University of Southern Maine surveyed pediatric and family practices about how they use data,
clinical guidelines, and office systems to monitor and improve children’s health care quality as
part of the grant’s “Improving Health Outcomes for Children” (IHOC) initiative. In 2014, a
follow-up survey will be conducted to assess how quality improvement has changed in child-
serving practices statewide over time in areas targeted for improvement by IHOC (for example,
use of Bright Futures and state registries) and within subgroups, including practices participating
in [HOC learning sessions. In addition, the CHIPRA grant funds the National Improvement
Partnership Network (NIPN), a Vermont-led network of 27 states that have developed
Improvement Partnerships to advance quality and transform health care for children and their
families.

4. Maryland (Georgia and Wyoming)

These three states are implementing innovative care models to improve the quality of care for
children with serious behavioral health challenges. Maryland is implementing a Care
Management Entity (CME) model to improve crisis intervention services. Maryland convened a
workgroup to design a comprehensive and statewide behavioral health crisis system for children
and adolescents. The aims are to reduce inpatient psychiatric hospitalizations, reach children in
the least restrictive setting, and reduce behavioral health care costs. The work group conducted
an assessment and recommended a robust crisis system that involves a continuum of services,
from hotlines to stabilization services. Within Maryland’s landscape, the workgroup determined
what core crisis components and services are required to increase rapid and competent
community access to youth and families in crisis. In addition to implementing the CME model
for high-utilizing children, Wyoming is integrating a total health record for health home and
electronic health record functions into CME practices. Georgia’s approach involves developing
and implementing a statewide network of certified parent and youth Peer Support Specialists.

5. Massachusetts

Massachusetts is leveraging its CHIPRA demonstration grant to improve care, focusing on high-
impact conditions such as attention deficit hyperactivity disorder, asthma, and childhood obesity,
through expansion of a medical home model of care and practice-level quality reporting for
children enrolled in Medicaid, CHIP, and commercial insurance plans. The state believes that
this comprehensive reporting will provide practices with more complete information about their
performance, which may help with planning quality improvement efforts. Massachusetts has
addressed various challenges in its effort to implement comprehensive reporting, including
identifying a patient-provider attribution methodology and minimizing administrative burden by
collecting data from state-level systems.

6. North Carolina

North Carolina is expanding the patient-centered medical home model to improve the health of
children with special health care needs, as well as developing a pediatric EHR model that is
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applicable to all children. Most recently, the state has been testing and expanding quality
measurement and improvement projects through its medical home network, Community Care of
North Carolina (CCNC). Fourteen participating networks have received a half-time quality
improvement specialist to provide quality measurement and feedback data to providers, identify
quality improvement goals, and connect practices to resources and training.

7. Oregon (Alaska and West Virginia)

These three states are targeting low-income rural populations by testing the impact of patient-
centered care models and health information technology on pediatric care quality. Oregon has
created a Patient Centered Primary Care Home (PCPCH) recognition program to promote their
development, and encourage populations covered by the Oregon Health Authority to receive care
in this new model. Across the state, more than 170 clinics have been recognized as an official
PCPCH model of care. Recognized primary care homes offer a team-based approach to care
focused on care coordination and keeping people healthy. At its heart, this model of care fosters
strong relationships with patients and their families to better treat the whole person. Primary
care homes reduce costs and improve care by catching problems earlier and focusing on
prevention, wellness, and community-based management of chronic conditions. Alaska’s
approach involves adapting the medical home model to the state's rural and frontier practices,
while West Virginia is using a virtual learning collaborative approach to assist practices in
implementing quality improvement processes.

8. Pennsylvania

Pennsylvania is using the CHIPRA demonstration grant to implement a pediatric EHR model
and enhance health information technology-based care coordination efforts for children with
developmental delay, behavioral issues, and complex medical conditions. The state established a
pay-for-performance system that rewards pediatric practices in seven health systems for
extracting and reporting eight of the Child Core Set quality measures from EHRs and either
maintaining good performance or improving performance. Providers in Pennsylvania indicated
they are initiating new quality improvement efforts as a result of CHIPRA practice-level reports.
To increase well-child visits, for example, clinics are redesigning reminder letters and
completing reminder calls earlier in the month when parents are more likely to have available
cell phone minutes.
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9. South Carolina

Through its CHIPRA Quality Demonstration Grant, South Carolina is implementing the medical
home model for pediatric practices, and enhancing health care quality for children through
provider quality data feedback loops. The state is hosting a learning collaborative for pediatric
practices to improve their performance on the core set of children’s health care quality measures.
The state recently found that all 18 participating practices improved on some measures since
baseline reporting began.

10. Utah (Idaho)

Utah and Idaho are supporting the development of medical home models in pediatric practices by
embedding Medical Home Coordinators in primary care practices and conducting learning
collaboratives to implement multiple quality improvement projects. These projects focus on
improving collaboration among pediatric generalists and specialists; implementing care and self-
care plans for children with chronic conditions; facilitating care transitions for children with
special health care needs; and identifying ways to sustain overall quality improvement efforts.

A.6



	Joint MAP Medicaid Adult and Child Web Meeting Agenda
	MAP Medicaid Child Task Force Members
	April 27 Web Meeting Presentation Slides
	2014 MAP Medicaid Child Final Report
	2015 Core Set of Children's Health Care Quality Measures for Medicaid and CHIP(Child Core Set)
	2015 CMS Updates to the Child and Adult Core Measure Sets
	2014 Report to Congress: HHS Secretary's Efforts to Improve Children's Health Care Quality in Medicaid and CHIP



