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Health Plan Performance Medsurement:
What It Is, How It Impacts CHIP and Medicaid,
and Why Child Advocates Should Care

by Margaret Schmid
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Introduction 1

hild advocates have long understood the wnportance

of good daia in improving conditions for children.

Data on eligibility and enrollments in the Child

Health [nsurance Program (CHIP) and Medicaid have

been high priority topics among child advocates for
some ume. Child advocates have long been interested in
data on quality and service as well. Once children are
enrolled in CHIP or Medicaid, do they receive immuniza-
tions? Well-child care? Are providers available without
delay? Do health plans give parents accurate and compre-
hensible information?

The emergence of managed care as a major form of health
care delwvery in the publicly funded child health environ-
ment may result in valuable new sources of credible data
on health plan quality and performance, and give child
advocates important new tools in their advocacy work. The
growth of managed care has been accompanied by the devel-
opment of a new type of performance measurement. This
n type of measurement utilizes precise, standardized methods,
includes rigorous specifications for data elements, and pro-
duces comparable results. Based on the concept that man-
aged care organizations' can and should be held accountable
-i for providing services to their enrolled members, this
approach to performance measurement is used widely for
Z; managed care organizations (MCOs) providing services to
5&.@ employees and the.r families, and is mandated by the federal
# ™ Health Care Financing Administration (HCFA) for use by all
@ Medicare managed care plans. States are also adopting this
approach to performance measurement {or use with their
contracted Medicaid managed care organizations, and for
s MCQs delivering zervices ta CHIP enrollees.
)
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T he development of standardized performance

measurement, its widespread use in Medicaid,
and its planned uses in CHIP programs around the
country provide significant opportunities for child
advocates to improve child health services. Performance
measurement can increase the accountability of MCOs
providing health care services to children in CHIP and
Medicaid programs. It can drive programs of quality
improvement in both the delivery of health care services
and in consumer service. There are unique opportuni-
ties for child advocates in the states to play critical roles
in shaping how performance measurement in CHIP
and Medicaid is structured, how it is used, and whether

it leads to improved health care for children.

This Issuc Brief explores the conceptual framework underlying
performance measurement in managed care. It describes the
major approaches to performance measurement currently in
use. [t describes the widespread and growing use of perform-
ance measurement tools by state governrients to assess quality
in Medicaid and CHIP plans. Finally, it discusses how child
advocates can use performance measurement information to
help improve CHIP and Medicaid services for children.
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Managed Care Increasing
ccording to HCFA's most current
data, as of June 30, 1998, Medicaid
enrollment in comprehensive man-
aged health care organizations
(MCOs) and Medicaid-only MCOs

totaled 11.9 million of a total of 30.9 mil-

lion Medicaid beneficiaries. Since children

ages 0-20 totaled 53.5 percent of Medicaid
enrollees as of {ederal fiscal year 1997, we
can estimate that approximately 6.3 million
children are enrolled in Medicaid MCOs.

This number is expected to continiue 10

increase, since enrollment in Medicaid

managesd cave is continuing 1o grow.?

According to avatlable descriptions of state

CHIP plan applications, approximately

two-thirds of the states indicated in those

applications that they intended to use the
same service delivery system for CHIP and
for Medicaid, in whole or in part.’

Along with this increased use of MCOs as
the vehicle for delivering heaith care servic-
es to children in publicly [unded health
care programs has came the increasingly
widespread use of MCO performance
measurement tools. Use of these new per-
formance measurement toals offers many
opportunities to child advocates,

These performance measurement tools are
standardized, usc precise definitions, have
been tested for reliability and validity, and
have been tested in the field. As a result,
these tools can be used to accurately and
reliably compare MCO performance in the
actual delivery of care across plans,
between states, and even nationally. Using
these standard “measuring sticks,” MCO
performance can be compared year to year.
Quality improvement programs can be
applied with new rigor, since the same pre-
cise, standardized performance measure
can be used to measure the baseline MCO
performance and the level of MCO per-
formance after the quality improvement
intervention has been developed and
implemented. Performance measurement
results can be - and sometimes are - widely
used in reports to legislatures, state offi-
cials, and the public. They can be used to
develop benchmarks. Because of their pre-

cise and standardized nature, they can also
be used for report cards comparing plan
results for use by consumers and others.
All told, they offer child advocates impor-
tant new opportunities to ensure that, alter
children are ¢nrolled, they receive qualiry
health care services.

Performance Measurement
Characteristics

erformance measurement in health
care is not uniguc to managed care.
However, the rapid growth of
managed care organizations
and the shift away from  ~
fee-forservice (FIFS) mewicine
created a new demand for
accurate information on
how managed care plans
performed, and for meas-
urement which produced
results that could be
compared across heaith
plans, across geographic  § . -
locations, and over e,
In effect, the emerging [
dominance of MCOs both
allowed and required the
development of performancc
measurement techniques
peculiar to marnaged care.’

.

Managed care performance measure-

nent is premised on the concept that man-
aged care plans can and should be held
accountable for providing quality care to
their enrolled members. The nature of
managed care performance measurement
was shaped by the distinctive characteris-
tics of MCOs.

An MCO has a discrete, identifiable set of
enrolled members. It is responsibie for provid-
ing a defined set of services and benefits to
them. The health plan automatically
receives a prepaid set amount each month
for each member enrolled - the “eapitation”
payment. Whether or not benefits or servic-
es have been provided to some orall
enrolled memmbers, and whether or not ben-
efits and services are wtilized at, below, or
above the levels and/or costs projected by
the health plan, the health plan is responsi-
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In effect,

the emerging
dominance of MCOs
both allowed and rcquired
the development of
+; performance measurement
techniques peculiar to

managed care.* J

Fif -+esesesesremssnssses st

ble for providing the defined services and
benefus for all enrollees, and for living with-
irt its budget. If the MCQ's expenses exceed
its revenues, it takes a loss. In FFS medi-
cine, on the other hand, each individual
seeks out providers, the providers adminis-
ter whatever care they deem necessary or
desirable, the providers bill the insurance
company, and the insurance comnpany pays.
(Over time co-pays and deductibles were
introduced to try 1o restrain uulization, but
the basic concept remained unchanged.)
Only individuals who present them-
selves receive services; providers
have no responsibility for out-
reaclt. There is no health care
“budget.” Neither the
provider nor the insurance
company is accountable
10 the patient or the pur-
1 chaser (typically a pri-
} vate sector employer or
1 a public entity such asa
} state Medicaid agency).
|
}
l'

Further, in managed
care, the contract between
the managed care plan and
! the purchaser describes the

services that the plan is obli-

- garrd to provide, Because the
; // capitation payment is based on
/ calculations concerning the cost
" of these services and the extent o
which they will be utilized by the projected
enrolled patient population, plans are not
obligated to provide services beyond the
contractually specified limit. In FFS, there is
no contractual description of services. As
noted above, there is no budget. If spending
exceeds that projected in a year, the insut-
ance company raises rates for the next

Among the defined services provided by
managed care plans are preventive or well-
care benefits - immunizations, routine
physicals, screenings, well-child care - typi-
cally provided at low or even no cost to the
enrolled member. The world of FFS was a
world of sick care, not health care. So-
called “health care” insuratice covered only
care for treatment wlhen the paticnt was
sick or had a condition which needed diag-
nosis. Managed care pioncered in the pro-




vision of such preventive and well-care
benefits. Until recently, the ypical FF'S
insurance plan did not provide reisnburse-
ment for such services as preventive
screenings or routine physicals, and cover-
age of such preventive and well-care servic-
¢s in the FFS world is still incomplete.

In managed care, the managed care organi-
zation contracts with a specified list of
providers - doctors, psychologists, pharma-
cists, RNs, physical therapists, and more -
and with a specified list of facilities - hospi-
tals, clinics, and others - to provide services
to the members enrolled in that managed care
plun. Thosc providers and facilities agree
to provide services to the plan’s envolled
members under terms and condiuons
specified in the contractual agreement
with the plan. The fact that such a con-
tract exists means that provader behavior
can be influenced by the managed care
plan through a varicty of means, including
provider education, utilization review cor-
ducted by the plan, comparison of pei-
formance with specified clinical standards
ot with the performance ol specialist peers
within the plan, and linancial arrange-
ments designed 1o encourage or discour-
age specified types of provider behavior.
As a result, plans have the opportunity to
affect provider behavior in a fashion which
is lacking in fee-for-service medicine.

MCQ ability 1o inftuence providers is a key
factor underlying the demand for MCO
accountability.

Additionally, managed care incorporates
the concept that enrollment over a reason-
able period of time - “continuous enrollment”
- is required before a health plan can be held
accountable for delvery of services to mem-
bers. This is especially germane [or preven-
tive and well-care services such as immu-
nizations, screenings, and other well-care
services that are provided to plan members
who are, by definition, well. Health plans
are expected 1o conduct member outreach
and provider education, among other
things, to ensure high levcls of preventive
and well-child care; such health plan activi-
ties require time to accomplish. Buildmg,
on these characteristics, new types of
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health care performance measurement:
have developed and become established.

I’s a Simple Concept

anaged care performance measurement
can be readily expressed as a simple
fraction A/B=C.

TFor exarmple, one widely used performance
ineasure, the HEDIS measure of childhood
immunization status (see scction on

. HEDIS below), is designed as follows:

A/B = C, where:

W A is the number of cligible persons
{enrolled children who turned 2 during
the reporting year) cnrolled for the reg
uisite length of time {a year prior 10
their 2nd birthday) who actually
received the service or benefit in ques-
tion (the clinically desired vaccinations
administered in the approved time
secquence),

B is the total number of cligible per-
sons entolted for the requisite length of
time, regardless of whether they
received the service (or even saw a
provider); and

C is the resulling rate of two year olds
with the appropriate immunizations.

Performance measures describe how an
MCO performs in providing a benefit or
service where there is a known and clinical-
ly “desired” level, such as childhood immu-
mzations. They desciibe MCO perform-
ance in areas in which there is not enough
information to set a target level but where
wide variation from the norm is suspect,
such as utilization of inpatient services.
They also reveal how an MCO rates in the
views of its enrolled members on such
matlers as access to providers, referrals ta
specialty care, or thoroughness of care.

HEDIS®
erformance measurement in man-
aged care is dominated by the meas-
urement set with the unlikely
acronym of “I1EDIS" (pronounced
hee-dis, which stands for “Health
[Plan] Employer Data Information Set” ).

4
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Use of the HEDIS performance measure-
ment set is common amang employer-
based MCOs and is required by HCFA of
Medicare + Choice MCOs (managed care
organizations available to Medicare benefi-
cianes in many areas). Perlormance meas-
urement is required of Medicaid managed
care plans by the Balanced Budget Act of
1997 (BBA), is written into HCFA's Quality
Improvement Systern for Managed Care
standards (QISMC), and is included in the
BBA legislation passed by Congress author-
izing the CHIP program.

While the BBA does not require that
HEDIS be used in Medicaid managed care,
the American Public Human Services
Association's (APHSA) study of HEDIS use
cited earlicr found widespread use of
HEDIS performance measures to assess
quality in state Medicaid programs.
Twenty-eight states used or were planning
to use HEDIS measures to monitor
Medicaid managed care plan performance
as of July, 1998.5 A number of other states
either already use other performance
measurement techniques, or are consider-
ing what approach to adopt. A review of
the intended performance measures listed
in state CHIP plans submitted by 47 states
anu the District of Columbia found that all
but four states reported plans to use all or
part of the HEDIS performance measure-
ment set to monitor the performance of
their state CHIP programs.*

The HEDIS performance measurement data
sct is the product of over a decade of cfforts
begun by a group of health plans and large
employers that wanted 1o diflerentiate
among the quality of care provided by
MCOs. It was continued by the Nation:
Committee [or Quality Assurance (NCQA).’
HEDIS is the mast widely known and
broadly used approach to MCO perform-
ance measureiment at present.

HEDIS measures are highly precise, stan-
dardized, and prescribed. They are tested
for validity, reliability, and feasibility. In
general, HEDIS measures are calculated on
the basis of data in medical records or in
MCO administrative data bases. Allowable
medical service codes are specified.
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The exact nme perods dunmg which
services must have been adomistered

are delmeated Acceprable methods al
documentaton are desciibed A speaiiic
methodoelogy {or selecting medical records
al they are used s provided and muwt
be folfowed to ensure that they are stasis-
ucaily representative

Anallustrauve desenipuion of a HEDIS
measure, that ol Adolescent immunizanon
status s below I HEDES Volume 2,
lechmeal speatications. this descripion is

loflowed by four and ene-half pages of deti-

nwons and speahicaions

Description:

The pereentage of Medioad and commeraally
cttolled adolescenis whose 13 birthdiy was m
the reporimg year who sere contmietsly
erolled for 12 monthe pnmediaeels preceding
thew 13t pwath no more than one break of no
miene than 45 deans ] and who were identiped as
hewing hid i second dime of MMR o1 d seropos-

e tost resudt for measles, munips and - or

bl and eher diree hepatis B or a seropens

e testresudt bor hepanis B and one VIV o
SCIPOSILC I8 restdt for V2V or cvidenee of

chicken pev by dhe members £3ih buihday

This precision - g precision reinloreed by
the HEDIS Compirancee Audu developed
by NCQA and conceprually akim o a finan-
cal audit - means that callection of the
appropriue data can be a challenee, espe-
crilly lor bealth plans that do nor have

<ophistcated management wlormation sys-

tems 1t also means that HEDIS resulis,
espeaatiy when audited as reguired by
HCEA Tor Medicare«Choree MCOs and by
private sector purchasers for many com-
meraial MCOs, are precise measurig, tools
They can be used wadenuly trends in plan
performanee over ume. o compare pei-
formanee across plans, <tites or regions, w
compare plan or state results aganst
regtenal or national benchmarks and to
~cl quality improvement goals against
which progress can be precisely measured
NCQA conunues w updaue and modily ns
HEDIS measurement set annualle, and has
measurenent development ield weshing,
lHlLl(‘I’\\'.l\' O NNV casues, m ]\ll'[l\.lllill‘

tiose dealing witii health owcomes and
oHoweup alier acue Hiness.

Ui amportant o rote that seveeal siaies
2ie proneering i the appheation of
HEDIS measures o ther Primary Care
Case Management (PCEMD programs m
addiion o thew Medicad MCOs
Approximatel four muhon Medicaid ben:
ctictntes are enrelled m PCCM prograims
While wechnically consdered "managed
care” m the Medcand envivonment, PCCM
programs do not have the ughtly man-
aged systems characterstic of MJOs
Massachusetis Las collected THDIES data
or its PCCNM proagram {or several vears.
Colorado has also begun collecting
HEDIS results tor 1t PCEM program as
well as for s Medicad MCOs.

Childhood immunization status
Well-child visits in the first 15 months
Adolescent immunization status

Well-child visits in the 3rd, 4th, 5th, and 6th years of life

Prenatal care in the first trimester
Adolescent well-care visits

Inadence of low birth-weight babics

Discharge and average length of stay-maternity care

Children’s access to primary care providers .

Csecuon and vagmal birth after C-secuon

Avanlabulny of primary care providers

Burths and average length of stay. newborns

Initianon of prenatal care ... ...

The strengths of HEDES are also s Timis
HEDIS depends on aceurue data
Bidormanion has us price: gathenng data
and ensuning s accuracy adds costs, both
for iealth plans and purchasers. Addionally,
the methodology 1s unforgiving, 1Fan
immumzation s admimstered a day late. n
cannot be counied inthe plan's immurniza-
tlan rate, ia I)lll'(.‘l" EH l]lill Al inmmunzia-
ton has been receved but cannot provide
acceptable documentation, ne nnnuniza
ton can be reporied,

Because of the complesiy and cost of col-
lectng and reporung TTEIS data, there are
also s 1o the number of measures wihich
MCOs can be expecied to report. HEDIS
does vot fully map the core elements ol the
EPSDT requirements, alihough ¢ does

. Table I; HEDIS Measures Used by 13+ State- Medicaid Agencies -

24 states
24 states
L4 states
19 states
22 states
. 17 states
. 13 states
22 states
. 16 states
. 18 states
15 states
18 states

13 states

TableZ HEDISMeaswes SlaudforUsc in 'CIH,IIP Plans

Well Child Care

Emergency Room Utilization
Adolescent Well Visits

Mental Health Servicesy Utilizauon
Immunizations

Denial Care

42 states
31 statcs
.4 staues

35 states




directly report sore important components.

Therc is competition among various con
stituencies as to what measures should have
priority in development and in reporting,
HEDIS describes “whal is the case” with
great precision, but sheds no light on under-
lying causes or explanations of variation.
Finally, HEDIS' precision and largely clinical
orientation limits its audience.

.TEDIS, Medicaid, and CHIP

EDIS is widely used in the Medicaid
cnvironment. As noted, at least twen-
ty-eight states require Medicaid
MCOs to report HEDIS results. In
some states, the requirements have
been in place for some years. Many states
use these data for public reports or report
cards, based in whole or in part on the
results. The APHSA is developing the first
national database of HEDIS reports submit-
ted by MCOs scrving Medicaid beneficiaries.

Some measures are in especiatly wide-
spread usc. Table 1 (page 4) lists the
HEDIS measures which at least thirteen
stute Medicaid agencies require their con-
t-acted Medicaid MCOs to collect and
report, listing the measure and the number
of states requiring it on the right"

While performance measurement in CHIP
is in its infancy, Congressional language
establishing the state CHIP programs
required that cach state “assure the quality
and appropriateness of care” in its CHIP
program. It also mandated that each state
plan application “describe how perform-
ance under the plan will be measured
through objective, independently verifiable
means and compared against performance
goals in order to determine the state’s per-
formance.” Review of statc CHIP plan
applications show that many states plan to
use HEDIS 1o satisfy these requirements in
whole or in part. The HRSA/AHCPR®
analysis of states’ planned use of HEDIS
measures in CHIP plans found that HEDIS
measures are included in large numbers of
stare CHIP proposals. Table 2 (page 4) lists
the major types of HEDIS measures includ-
ed in state CHIP plan proposals, with the
number of states indicated on the right.

Natumal Association of Child Advacaes

Consumer Assessment of
Health Plans (CAHPS)

EDIS established the pattern for

MCO performance measurement.

Howevcr, the original set of HEDIS

measures paid little auention to the

perceptions of enrolled MCO mem-
bers themselves. The HEDIS measurement
set focused on measures of services with
clinicaily basedl desired levels of perform-
ance; measures of member access to servie-
es; and measures of the utilization of vari-
ous inpatient and outpatient services, few
of which had clinically bascd target levels
of performance. There were several sinaller
categorics, largely descriptive in nature.
While 2 member satisfaction measure was
included, it was designed for the MCO
enrollecs receiving services through
employerprovided MCOs, and received rel-
atively little auention.

As interest in MCO performance grew,
there was an increasing demand for reli-
able, standardized and comparable infor-
mation on consumer views of MCO {unc-
tioning to complement the more clinically-
oriented HEDIS measures of health plan
performance. In 1994, AHCPR sponsored
the development of the Consumer
Assessment of Health Plans (CAMPS) sur-
vey by a consortium of the Harvard
Mcdical School, RAND, and the Research
Triangle Institute®. As with HEDIS meas-
ures, Lthe CAHDS survey was field lested
and evaluated for validity and reliability.

It is available for use free of charge.

The CAHPS survey can be used to assess
consumer satisfaction with FFS health
care programs as well as managed carc
plans. Included in CAHPS are versions
for Medicaid recipients and Medicare
beneficiaries as well as for persons
enrolled in employer-based plans, for par-
ents or guardians o asscss services pro-
vided to children, and for individuals
with chronic diseases or disabilities.
CAHPS has a core set of questions appli-
cablc across pepulations and health care
delivery sysiems, and supplemental items
specific to selected topics.

&
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CAHPS is gaining new users rapidly. As of
carly 1999, it was being used by twenty
states, ten employer groups, by Medicare,
and by the Federal Employees Health
Benefits Program, among others. CAHPS
has bee. incorporated in HEDIS in lieu of
the previous NCQA member satisfaction
measure mentioned above.

CAHPS survey items Lell us what enrollees
think about their health plane ir: 4 variety
of specific areas. Data analysis [c!'ews the
FeDISdike formula of A/B=C, generating
measures of favorable and unfavorable per-
ceptions concerning health plan functions
held by a sciendfically chosen sample of
MCO members. Because the daia needed
for analysis is collected via phore or mail
survey [rom individuals rather than from
MCO administrative records or provider
medical records in accordance with rigid
protocols, there are fewer data collection
problems with CAHPS than with HEDIS
perlormance measures. This means that
health care delivery systemns with less
structure and accountability than MCOs
can also utilize CAHPS, A growing number
of states are using CAHPS 10 compare the
perceptions of Medicaid beneficiaries
cnrolled in MCOs, PCCM, and the FFS
program.

CAHPS has many strengths, but it has limi-
tations as well. The size and representative-
ness of the sample of members surveyed is
the key to the validity of responses. Great
care in survey administration and data
analysis are essential. Poorly drawn sam-
ples, samples too small for generalization,
or carelessness in survey administration
and analysis can render the results mean-
ingless, while variation in methods of sur-
vey administration and analysis can make
comparison of results impossible.

Many CAHPS items are designed so

that they can yicld a composite measure-
menl of a cluster of issucs as well as
scores on discrete items. A series of
three illustrative questions taken from
the CAHPS Child Medicaid-Managed
Care Questionnaire (mail version) is
shown in Table 3 (page 6).




Tablc 3: Hhistﬁuiyc CAHPS Qu_cstiu'ns:

With the choices your child's health plan gave you, how much of a problem,
if any, was it to get a personal doctor or nurse for your child you are happy with?

) Abig problem O A small problem

O 1didn't get a new personal doctor or nurse for my child.

Do you have one person you think of as your child’s personal doctor or nurse?
If you child has more than on personal doctor or nurse, choose the person you

child scems most often.
) Yes O No

In the last 6 months, when your child went to his or her personal doctor or nurse’s
office or clinic, how often did the doctor or nurse talk with you about how your

child is [ecling, growing, and behaving?

D Never O Sometimes

O Usually

O Always

O My child doesn't have a personal doctor or nurse.

The Foundation for
Accountability (FACCT)
y the mid-1990s, the example ol
HEDIS and the increasing demand
for information concerning managed
care performance spawned the
development of the Foundation for
Accountability (FACCT)". NCQA grew out
of purchaser desires (o differentiatc among
plan quality and conunues to reflect
assumptions cencerning the impact of pur-
chaser decisions on the health care indus-
try. FACCT rests on the concept that morc
informed and empowered consumers can
help shape a health care system which is
more responsive to individual consumers’
needs and desires.

In keeping with its consumer orientation,
FACCT has emphasized the organization
of performance measurcment data from
existing mcasures into “frameworls”
which are more readily accessible to con-
sumers and others outside of the health
care industry. FACCT's framework
includes the five categories below, and
has been adopted by NCQA for its own
HEDIS reporting;

m “The Basics™ - Do people get the basics
ol good care? (e.g,, access to care, cus-
tomer service)

m “Staying Healthy” - Are people helped o
avoid illness and stay as healthy as possi-
bie? (immunizations, screewings, well-care,
counseling and anticipatory guidance)
“Gelting Better” - Are people who are
sick helped to recover as quickly and
fully as possible? (carly, accurate diag-
nosis, good treatment and [ollow-up}
“Living With Iliness” - Do people get
help to five as well as possible with ongo-
ng illness? (pood ireatment and moni-
toring, education and counseling, symp-
tom recluction, patient quality of life)
“Changing Needs” - Do people rceeive
needed support and care when ther
health or furictional abilities change?
(end of life care, care for people with
disabilities)

In addition, FACCT has devcloped tneas-
urement sets for adult asthma, alcohol mis-
usc, breast cancer, diabetes, major depres-
sive disorder, health status and health risks,
some of which compliment HEDIS meas-
ures related to the same condition. Some of
these FACCT measures are being utilized in
the field. It is currently developing meas-
ures of child and adolescent health through
the Child and Adolescent Health
Measurement Initiative (CAHMI), which it
has undertaken in conjunction with NCQA
The measurcs, which take the form of
cxtensive survey instruments, arc:

M Promdting Healthy Development of
children 0-3, a survey of parents con-
cerning advice, counsel, and assistance
they have received from their MCO;

m Adolescent Preventive Care, 14-18,
which is developing items to be added
to an adolescent version of CAHPS; - nd

Living with Iliness, a survey of [amilies
in MCOs with children with chronic or
special health care needs.

At present these measures arc being ficld
tested.

Table 4 displays an illustrative question
{rom the FACCT Promoting Healthy
Development field trial (page 7).

How child advocates can use
performance measurement to
improve child health

The development of standardized perform-
ance measurement, its already widespread
use in Medicaid, and its broad planned use
in CHIP programs provide significant
opportunities for child advocates to improve
child health services in two broad areas:

& increasing accountability of MCOs pro-
viding health care services to children in
CHIP and Medicaid programs, and

@ driving elfective programs of quality
improvement in both the delivery of
health care services and in consumer
service.

As noted, the underlying concept of per-
tormance measurement is a simple one. It
has not yet been widely embraced among
advocates, in part because NCQA contin-
ues 1o be oriented toward purchasers,
while CAHPS and FACCT are oriented
toward individual consumers. However,
there are unique opportunitics for child
advocates in the states to play critical roles
in shaping how performance measure-
ment in CHIP and Medicaid is structured,
how it is used, and whether it leads to
improved health care for children.

Most state Medicaid and/or CHIP agencies
(where thiey are separate) have advisory
bodies concerned with quality oversight
matters. In some instances the membership




In the last 12 months,
did your doctor or
other health provider
talk with you about
the following:

@ Your child's growth
and develonment

YES, and Lunder-
stand completely.

Nationa! Association of Child Advocates

YES, and 1 under-
stand pretry well.

YES, butam
stifl unsure.
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NO, we did not
discuss this but my
questions were
answered through
other resources.

NGO, we did not
discuss this but 1
wish we had.

The kinds of behav-
107 you ¢an expect to
see i your chld

How 10 dress, bathe,
and [eed vour child

The importance of
tatking, readmng to,
and playing with
your nld

Things vou can do
w help vour child
aron and learn

How to make your
house and car safe
for your chuld

Ways to prevent
vour child from
wunes due to
fathne down

15 »pecified in stawte or regulation, butn
many nstances emberships are designat-
ed by the agency or open to interested par-
ties. These bodics have a variety of utles,
and vary in formality. What they have in
common, howevet, is that they advise on
key elements of performance measurement
programs such as:

m what type of performance mcasurement
the state requires,

® how vigorously the state implements its
requirements with the affected MCOs;

whether there is an advisory group
bringing the MCOs together with
other stakcholders; and, perhaps most
important of all,

what uses are made of the resulung
Mmeasures.

| —

In cach of these areas, there 1s a wide range
of potential decisions which advocates can
help shape. Some courses of action lead to
best health care for kids. Qthers lead to inef
fective quality oversight, or to an emphasis
on issues affecting state-MCQ relations with
less attention to the impact on enrolled chil-
dren. f informed child advocates are at the
table ardeulatng the child-centered alterne-
tives, the chances of better results increase.

For example, while performance measure-
ment is required in both Medicaid and
CHIP, states have wide discretion in what
mcasurements they implement. Some use
‘home-grown” methods which have not
been ficld tested, which do not necessarily
yicld reliable or valid results, and which
cannot be compared across plans or with
results from other states. Knowledgeable

advocates can make the case for the usc of
proven perlormance method tools -
HEDIS, CAHPS, or (eventually) FACCT, as
at least a poction of the state’s perform-
ance measurement strategy. Further, this
advisory body is a good venue for discus-
sion of whether the state’s PCCM and/or
FFS programs should also be subject 10
performance measurement reguirements
in order to spread the accountability net

Whether the state’s program is effectively
implemented depends in part, as with any
program, on resource allocation and pri-
orities. Having knowledgeable child advo-
cates at the table to reiterate the umpor-
tance of the performance measurement
prograin can remind everyone of the need
to make the cffort a priority and to allocate
resources accordingly.




Some states have lound it very effective to establish an advisory
group on performance measurement in which the affected
MCOs and state agency staff discuss the program, exchange
information, and solve problems. Child advocates can propose
the creation of such a group, and explain that they should also
be included at that table. Their presence will reinforce the
importance of moving ahead if the MCOs balk (a not untikely
event, given the complexity of data collection and stakes for the
MCOs), and will implicidy remind state stal{ of the need 10 keep
locused on the results for kids.

Most important of all is the fact that such advisory groups typi-
cally have significant inpul into decisions concerning the uses to
which the performance measurement resulis will be put. There
is a wide variety of possibilitics. One is reports to legislators,
and/or to the broader public. Sometimes this is legislatively
mandated. Tt is gencrally an excellent idea, but only after at least
one year of “practice” by the MCOs. First year results are virtual-
ly certain to reflect errors in the performance measure collection
process as much as actual performance, espccially where HEDIS
is invalved. It would he a public disservice to initiate the public
reporting program with flawed data. Since it is well known in
the health care industry that first year data are typically lawed,
1t might also provoke an understandable MCO backlash. (This
is not to say that {irst year data should not be reported to the
state and discussed by the state and MCOs - perhaps even the
broader oversight committee, il circumstances permit.)

In the sczond and subsequent years, data might be used to
produce “report cards” comparing MCO performance with that
of other MCOs in the state and perhaps the PCCM program
and/or FFS programs as well. Such report cards could be used
n outreach and education programs to parent groups. Further,
a review of performance measurement results can identily
those areas in which each MCO has particular opportunities
for improvement. The review could be used to advocate a plan
whereby the state would work with each MCO to idenufy a tar-
get level of improved performance in one or two key arcas to
be reached within the year ar perhaps two. Rermeasurement
should occur, using the same performance measurcrnent tool.
MCOs with particularly high performance improvement results
could be rewarded, those who consistently fail could ultimate-
ly be sanctioned.

Conclusion
o begin, investigale how your state measures Medicaid
and CHIP MCOs. Identily the advisory and oversight
“bodics, and find out how you can be included. Call on
NACA's health staff for assistance. Opportunities to
make a positive difference for children's health care are
waiting for advocates to take advantage of them.

Endnotes

!

The term “managed care’ 15 used Lieie 1o meart only pre-paid, capitated managed care
orpanizanons plans relerred to here at "MCOs" - at risk [or the cost of a comprehensive
henefit package 1t does not include contracts wath plans for linued benefits, like behav-
wrtl health, nor does it melude Pamary Care Case Management (PCCM) systems Nute
shit w the Medieand enwironinem, PCCM programs are also technically considered 10
e managed care plans, as PCCM programs assign individual beneficianies to a primary
cale Gise “imanager” who s responsible for overseemg that individuat's health care and
for authunizing services. In a PCCM program, however, many or most actual health care
services ane delivered through the feeforservice ((fs) licalth care delivery system

An Amencan Public Human Services Associauon (APHSAY publication, "Mannoring
the Perfotmance ol Managed Care Plans Stale Utihzation of HEDIS.” (Washington
Muma, January 1999, pp. 348) lound that, as ol July 1998, 43 states and the Distnet of
Columbia had a contract vath at least one MCO to pravide Medicad services.

1998 Staie Children's State Health Program Annual Report, Navonal Conleretice af
State Legislaures and the National Governars Associatior APHSA web site at

hup s/ medicad uphsa.orgsclippage/um.

Evalvaton 1ools have been praduced by other organizauons. However, these evalua:
non teals do nat have the precision, reliability, or standardization al HEDIS, CAIIPS,
and FACCT measures which will be discussed wn this Issue Bnef, and canno be used
for the same kands of plan comparison, henchinarking, and qualty improvement
measurement. As a result, they are not discussed here

11EDIS and the other managed care perforniance measurement tols which will be
discussed i s ssue Briel can be apphed to the Medicad Primary Care Case
Management (PCCM) program, which enrolls over 4 milhion tembers, as well as 1o
MCOs  Measurements of consumer atitudes can be applied 1o some aspects of fee-
for-service programs as well

Dr Wendy Woll, seniol policy flluw, Ageney for Health Care Pohey and Rescarch
(AHCPR)Health Resources and Serviees Admintstration (HRSA), presentanon o a
FACCT Task Force meeting, Washington D C, June 3, 1999

DS 18 a trademarked praduct of the Navonal Comtmtee for Qualiy Assurance
(NCQAY NCQA 15 2 notfor-profit company with a board ol directors including
providers, healih plans, consumers, labor unions, and large emplayers NCQA 1 al
2000 L 5t, NAW Washngton D.C 20030 Tts web siie & wirwnegaarg The THEDES
technical speahcanons, updated annually, are avatlable from NCQA in HEDIS Volume
2, which currently easts $245 NACA 1s working with NCQA ta develop an alfordable
method for child advocates 1o aecess this technical matenal

APHISA repor, op Cii

HRSA Health Resomees Ssemaces Admimstiations AHC IR Agency for Fealth Care
Policy Reseanch

Visit the CAHPS web sie al wwwaheprgov/gual/cahips for information, and to down
load the CAHPS nstrument and instrucuons for admimistration. For additional infor-
mation, contact Clinstine Crofton, 301.504.2003, or Cliarles Darby, 301-594-2050, at
the Center {or Qualiy Measurement and Improvement, AHCPR

FACCT 18 a notlor-prafi organization governed by a Board of Trustees mduding con-
stmer ongmzatons, carporate purchasers, governtoent purchasers, and providers
andd health plans Tnlormanon aboul the Foundaton for Accountatnhty (FACCT) and
s Clild and Adolescent tealth Measutement Intiatwe can be located at the FACCT
web stte, www FACC L org, or {rom FACCT at 520 SW Sixth Avenue, Suste 700,
Portland OR 97204, 503 223.2228

R RO LI LEONNN0000U000000OC0CRIOIARGISIOSISCLAIBIROTOTS

Copyright 1999 by the Naonal Association of Child Advocatcs.

Suggested citation style: Schmid, Margaret, Health Plan Performance
Measurement for Child Advocates: What It 1s, How It Impacts CHIP
and Medicaid, and Why We Should Care. Washinglon, DC:

National Association of Child Advocates, 1999.

This document was prepured with the generous suppart of the
W.K. Kellogg Foundation.

The NACA Child Health Staff:
Muargaret Schmid, Project Director
Katie Tedrow, Projcct Associate

NATONAL ASsOCIATION OF CHILD ADVocAT S
1522 K St., NW s Suitc 600

Washington, DC 20005

202-289-0777, Ext. 217 ¢ 202-289-0776 (fux)
Schmid@childadvocacy.org
www.childadvocacy.org

QEST COPY AVAILABLE




