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Abstract: The Children’s Health Insurance Program Reauthorization Act (CHIPRA) of 2009
has the potential to transform children’s health care in the United States. The authors of this report
analyze selected provisions of the legislation that involve outreach and enrollment, as well as
child health quality and measurement. Using input from interviews with a range of stakeholders
and a panel of experts, the report provides a set of recommendations for the federal government
officials charged with implementing CHIPRA. Recommendations include: giving funding priority
to states that will adopt or maintain key simplifications, providing clarity on the relationship
between express-lane procedures (which allow states to use relevant findings from other public
programs when determining children’s enrollment eligibility) and error measurement, ensuring
quality measures focus on priority health needs for children, and building quality measurement
and improvement capabilities into electronic health information systems, among others.
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Executive Summary

The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA)
has the potential to support the transformation of children’s health care in the United
States. The legislation emphasizes both coverage and quality of care, and provides funding to
enroll millions of children who would otherwise be uninsured. Specifically, the legislation
establishes mechanisms to finance and improve coverage; to boost participation rates
among the lowest-income, Medicaid-eligible children; to develop consistent quality-ofcare measures and encourage reporting on these measures; to promote health information
technology; and to realign incentives to focus on quality and outcomes.
Much of the legislation’s transformative potential lies in the details of
implementation, both in the rulemaking at the Centers for Medicare and Medicaid
Services (CMS), which will define the boundaries within which states work, and in
further implementation decisions in the state capitols. Nearly every aspect of the new law
depends on current and upcoming federal and state decisions.
This report explores two key areas of the implementation process—outreach
and enrollment and quality of care—and makes recommendations for each. This report
was developed based on three sources: legislative and policy analysis conducted by the
authors over the past six months, key informant interviews with stakeholders and experts
conducted between March and June 2009, and a meeting held in Washington, D.C. in
June 2009.

Outreach and Enrollment Provisions in CHIPRA
Outreach Grants
CHIPRA includes a number of provisions to increase outreach funding and activities to
enroll eligible but uninsured children in coverage, with an emphasis on those who are
hardest to reach. The law allocates $100 million to support Medicaid and CHIP outreach
and enrollment activities. It provides guidelines on how the funding will be allocated,
but gives the Secretary of Health and Human Services (HHS) broad discretion in
implementation.
Recommendation:
• HHS could give priority to states that will adopt or maintain key
simplifications.

vi

Express Lane Eligibility
Currently, many uninsured Medicaid- and CHIP-eligible children are enrolled in other
public programs. The new law provides states with tools and flexibility for enrolling
these children. In particular, it gives states the opportunity to use relevant findings from
other public programs, like food stamps, school lunch, and the Special Supplemental
Nutrition Program for Women, Infants, and Children (WIC), when determining children’s
eligibility for CHIP and Medicaid at enrollment or renewal.
Recommendations:
• Provide clarity on the relationship between express-lane procedures and error
measurements.
•

Align guidance from federal agencies on data sharing.

Citizenship Documentation
CHIPRA allows states to document citizenship by submitting names and Social Security
numbers to the Social Security Administration for verification. Previously, citizenship
for children, parents, and pregnant women was required to be documented in a highly
prescriptive and paperwork-intensive manner, according to stipulations in the Deficit
Reduction Act of 2005.
Recommendations:
• Monitor state adoption of new requirements.
•

Convene all stakeholders to ensure timely adoption of Social Security
number matching.

•

Clarify the question of citizenship versus identity documentation.

•

Update rules for states that do not adopt Social Security number matching.

Performance Bonus
Performance bonuses are designed to encourage states to enroll eligible, uninsured
children. States that increase enrollment of eligible children above a target level receive a
federal payment for each extra child enrolled to help defray the added costs of successful
efforts. States must also adopt at least five of eight specified measures for simplifying
enrollment and retention to qualify for the bonus.
Recommendations:
• Provide rapid guidance on how qualifying simplifications will be counted.
•

Ratchet up qualifying simplification efforts.

•

Make appropriate, allowable adjustments to enrollment targets.
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Payment Error Rate Measurement Rules
CHIPRA requires that HHS adopt new rules for the measurement of payment errors and
includes important clarifications for states. The new rules also provide an opportunity to
modify the definition of errors to include those that result in eligible individuals being
denied coverage—so-called “negative case errors.”
Recommendation:
• Take into account negative case errors.
CHIP Enrollment Reporting
The law requires states to include data in their annual reports to help assess enrollment
and retention efforts, including data on continuity of coverage, denials of eligibility at
both the application and renewal stages, and children’s access to care. It also requires
states to provide more timely Medicaid and CHIP enrollment data to the HHS Secretary
and to include a description of state activities to reduce administrative barriers to
enrollment and renewals in their CHIP state plans.
Recommendations:
• Convene stakeholders to determine how data should be collected to allow for
meaningful comparisons across states and over time.
•

Share data rapidly and publicly.

•

Coordinate data collection with other CHIPRA provisions.

Medicaid and CHIP Payment and Access Commission (MACPAC)
The law creates a commission to report to Congress on payment policies, access issues,
and the relationship of Medicaid and CHIP to the rest of the health care system.
Recommendations:
• Take advantage of previous efforts to study Medicaid.
•

Measure access across all populations.

Strengthening Quality of Care and Health Outcomes
Develop an Initial Core Set of Health Care Quality Measures
By January 1, 2010, the Secretary of HHS will identify an initial recommended core set
of child health quality measures for use by state programs. The measures include, but are
not limited to, duration of children’s coverage over a 12-month period and a wide range
of preventive services and treatments.
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Recommendations:
• Extend the core set beyond the existing Healthcare Effectiveness Data and
Information Set (HEDIS) measures for children, adolescents, and maternal care.
•

Consider developing a CORE–PLUS set that identifies additional measures
that address high-priority topics, but which some states may not be able to use
immediately.

•

Ensure that appropriate criteria are used in selecting the set.

A Pediatric Quality Measures Program
By January 1, 2011, the Secretary must establish an ongoing program that advances and
improves pediatric quality measures for all children. This program will expand upon and
increase existing pediatric measures and will award grants for developing and testing
pediatric quality measures.
Recommendations:
• Build measures for the future.
•

Focus measure development funding on outcomes and composites.

•

Design improved specifications for measures at all levels of accountability.

Provisions Related to Measure Use and Reporting
By February 4, 2011, the Secretary of HHS will develop a standardized format for
reporting information, procedures, and approaches that encourage states to use the initial
core measurement set to voluntarily report information on quality of pediatric programs.
The Secretary will also disseminate information to states on best practices for measuring
and reporting on the quality of health care for children.
Recommendations:
• Ensure meaningful collaboration with states in the design and execution of
each step of the reporting strategy.
•

Make consistent quality reporting on the core set a goal for all states on all
populations.

•

The data that support the core measures should be made available nationally,
not just aggregate data.

•

Begin investing in a national and state infrastructure for ongoing, sustained
quality improvement.
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Demonstration Projects
CHIPRA includes $20 million annually for demonstration projects. HHS will provide
grants to up to 10 states and child health providers to use and test child health quality
measures and promote the use of health information technology for children. The law
also includes a separate allocation of $25 million for a childhood obesity demonstration
project.
Recommendations:
• Demonstrations should focus on improving quality of care generally, as
well as demonstrating specific aspects targeted in the legislation (e.g., health
information technology, provider-based models).
•

Most of the demonstrations should focus on all children in Medicaid and
CHIP, not just those in selected sites or plans.

•

Demonstrations could be designed to answer questions across the priorities
identified in the legislative language.

Development of Model Electronic Health Record (EHR)
CHIPRA includes $5 million for the development of a model EHR that addresses
children’s unique needs.
Recommendations:
• Ensure that the health information technology–related activities of CHIPRA
are coordinated with those of the Office of the National Coordinator,
which has oversight for the implementation of the American Recovery and
Reinvestment Act investments.
•

Build quality measurement and improvement capabilities into health
information systems, including the model EHR.

Beyond the opportunities offered by the provisions themselves, CHIPRA offers
an opportunity to enhance federal capacity to assist states in designing, implementing,
evaluating, and improving care for children. CHIPRA is an opportunity to recalibrate
the partnership between states and HHS, particularly CMS, and to move from a culture
of audit and penalty, driven by concerns of fraud and abuse, to one that seeks to provide
assistance, guidance, and expertise to the states. This will require an investment in staff
and resources within the agencies, which has existed for the Medicare program for
decades. In addition, this investment needs to be coupled with a commitment by HHS to
have a coordinated approach across all agencies.
x

IMPLEMENTATION CHOICES FOR THE CHILDREN’S HEALTH
INSURANCE PROGRAM REAUTHORIZATION ACT OF 2009

I. INTRODUCTION
The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA) has
the potential to support the transformation of children’s health care in the United States.
The legislation emphasizes both coverage and quality of care and provides the funding to
enroll millions of children who would otherwise be uninsured. The Congressional Budget
Office projects that 4.1 million children will gain coverage as a result of the new law.1
Specifically, the legislation establishes mechanisms to finance and improve coverage, to
boost participation rates among the lowest-income Medicaid-eligible children, to develop
consistent quality measures and encourage reporting on those measures, to enhance
health information technology (HIT), and to realign incentives to focus on quality
and outcomes.
The focus of action is shifting to state capitols, where policymakers across
the country must decide how to take advantage of the opportunities afforded by this
legislation. However, the Department of Health and Human Services (HHS) has several
implementation decisions before them that could dramatically enhance the transformative
potential of the legislation. By issuing guidance or rules, it will translate the legislation
into options that states will implement. It will also need to make decisions regarding
implementation of significant quality provisions and align the advances and incentives
in CHIPRA with other relevant legislation, such as the American Recovery and
Reinvestment Act (ARRA), which dramatically expands federal investments in health
information technology and comparative effectiveness research. Much of the opportunity
for the legislation to live up to its transformative potential lies in the details of
implementation, both in the rulemaking at HHS, which will define the boundaries within
which states work, and in further implementation decisions in the state capitols. Nearly
every aspect of the new law depends on current and upcoming federal and state decisions.
This project was designed to inform the implementation process by providing
a framework and range of implementation choices and options for CHIPRA legislation
and examining the advantages and disadvantages of each. The paper focuses on two key
areas: outreach and enrollment and quality and health information technology.
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II. Methods
This report was developed based on three sources: legislative and policy analysis
conducted by the authors over the past six months, key informant interviews with
stakeholders and experts conducted between March and June 2009, and a meeting held
in Washington, D.C. in June 2009. Participants are listed in the appendix. They were
selected to represent the full range of stakeholders in child health care, state programs,
and quality—namely state Medicaid and CHIP representatives, pediatric care experts,
quality experts, pediatric health information technology experts, and families.
III. Opportunities in CHIPRA
Many of the provisions of CHIPRA were informed by research on CHIP and Medicaid
and an understanding of how best to enroll and retain eligible children. The inclusion of
a well-developed set of authorities and requirements around quality of care and outcomes
reflects the culmination of continued policy and advocacy in this area. CHIPRA also
builds on a tradition of allowing states to innovate and test different approaches to
achieve the goals of the program, namely enrolling all eligible children and developing
new methods for delivering care and measuring outcomes. At the same time, CHIPRA
also moves to limit the range of choices states can make by emphasizing priority areas
(e.g., linking enrollment incentives to the use of strategies from a list and restricting the
use of additional demonstration funds to certain topics and methods).
To ensure that CHIPRA achieves the full impact of its landmark provisions,
actions at federal and state levels are needed: 1) building capacity at the national, state,
and local levels for rapid learning across states, and 2) designing incentives that enable
states to fully develop, sustain, and spread meaningful measurement, improvement, and
accountability approaches. HHS could adopt the following principles to maximize the
impact of CHIPRA.
Enhancing federal and state capacity to design, implement, evaluate, and
improve the delivery of quality care for children. CHIPRA is an opportunity to
recalibrate the partnership between states and HHS, in particular the Center for Medicare
and Medicaid Services (CMS). While a “50-state-laboratory” approach has yielded some
important improvements in some states, far too few have benefitted from their peers’
experience. Many continue to lack the capacity and expertise to accomplish their goals.
Diffusion of innovations and translation of research into practice and policy have been
limited. At the same time, a regulatory culture of audit and penalty, driven by concerns
about fraud and abuse, has chilled many states’ desire for innovation.
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CMS, the Agency for Healthcare Research and Quality (AHRQ), the Health
Resources and Services Administration, and other agencies can build more national
capacity to provide additional assistance, guidance, and expertise to states. This will
require a significant investment in staff and resources—an investment that has existed for
the Medicare program for decades. This investment must be coupled with a commitment
by HHS for a coordinated approach across agencies. This report highlights areas where
CMS can assist states in their quality efforts.
Outreach and quality efforts have been a high priority for many state leaders,
and they are eager for additional specialized assistance from experts and learning from
their peers. They are frequently limited, though, by the resources available to them to
implement quality improvement approaches.2 Collaboration is needed across states to
accelerate improvements. Building on existing efforts, such as the AHRQ-sponsored
Medicaid Medical Directors Learning Network, can bring states together to learn from
each other in all their efforts.
Commit to accountability, transparency, and reporting at both the state and
national levels. Reporting at many levels (provider, plan, program, state, and national)
will be needed to move the system to higher quality. However, achieving national
reporting will be key, as it provides comparative benchmarks and ensures the national
accountability that CHIPRA seeks to create.
Having states measure and report quality, however, is unlikely to lead to care
improvement if measurement investments are devoid of any concerted actions to support
the use of the results. This legislation is an opportunity to expand the evidence base
regarding which approaches result in improvements. Actions beyond those specifically
called for in CHIPRA will be needed by states to build a sustainable quality improvement
infrastructure for children.
Recognize that service quality and outcomes are integrally linked to program
performance overall. Stable enrollment in the Medicaid and CHIP programs is an
essential first step to ensuring that children have access to care and to maintaining a focus
on quality. As the program is implemented federally and in each state, this link should
remain central to implementation choices. Failure to recognize its importance could
seriously undermine the success of outreach and quality efforts. In addition, actions to
implement this legislation will occur in the context of many other activities states are
currently pursuing to improve quality for all populations, not just children. CHIPRArelated efforts must leverage and coordinate with these other activities.
3

Attention to disparities should apply across provisions. As with adults,
disparities in health status and health care are pervasive for children, with devastating and
often lifelong consequences. Disparities exist based on race, ethnicity, primary language,
special needs, and geography. Implementation of CHIPRA is an opportunity to develop
an explicit disparity strategy that cuts across all the provisions discussed here to ensure
efforts reach those most in need first. Focusing on disparities will influence the outreach
and enrollment approaches chosen, the quality measures included in the core measure set,
the priority given to new measures, and the way in which reporting is done.
CHIPRA is important in improving child health and health care, but it did
not go far enough. This major legislative achievement is but a piece of the solution
to the challenges that continue to limit our ability to deliver safe, high-quality care
to all children in the United States. It falls short in the following ways: 1) it is a bill
expanding an existing program and does not provide a guarantee of universal coverage
for all children; and 2) it establishes a framework and resources primarily for quality
measurement. Far more attention must be devoted to building national and state capacity
to improve care. National health reform provides the opportunity to do both, as well as
make other changes important to the health and well-being of children.

Considering the Context: States in 2009 and Beyond
CHIPRA represents an enormous opportunity to insure new eligible children and enhance
program quality. However, implementation of the provisions requires state match funding.
Thus, the ability of states to fulfill the potential in CHIPRA depends, at least in part, on
the condition of their budgets. While the elimination of CHIP (currently being considered
in California) is an extreme example, most states are facing severe shortfalls. In addition
to required state funding, successful implementation will depend on state readiness.
CHIPRA will be implemented at a time of highly constrained state budgets.
Economic conditions continue to worsen in 2009 and strongly affect states’ ability to
implement CHIPRA. State budget shortfalls are occurring as public coverage rolls are
rising; thus, more funds are needed to serve the eligible uninsured. The outlook for future
fiscal years is also bleak, with the potential for rising unemployment and widespread
program cutbacks.3 These conditions will strongly influence the ability of the states to
implement provisions that require additional funding. Indeed, as one expert commented,
“fiscal issues are overwhelming all programmatic decisions.”
States have considerable experience in measurement and appear to be ready to
push forward in the directions indicated by CHIPRA. A recent national survey assessed
4

the status of quality measurement in the states and reported encouraging findings for
adoption of quality provisions in CHIPRA.2 It found that states were working with
existing national measurement systems or state-developed tools to assess health care
quality and have sufficient baseline data to show where improvements are needed. The
survey also reported that states would like to do better and believe they could achieve
their quality goals more quickly with specialized technical assistance that would allow
them to learn from experts and the experiences of colleagues in other states.2 Thus, the
states appear to be ready to take advantage of the new provisions to make reporting
more uniform, rigorous, and related to quality improvement. States, though, are at many
different levels of sophistication and experience; this must be taken into account as
CHIPRA is implemented.
CHIPRA implementation will follow on the successes of CHIP. CHIP was
enacted in 1997. By 2007, it was providing coverage to approximately 6.6 million
U.S. children over the course of the year.4 A decade of research and evaluation studies
have demonstrated that children covered through CHIP experience markedly improved
access to and use of care, better communication with physicians, fewer unmet needs and
financial burdens, and less parental worry about meeting health care needs.5–8 CHIP has
helped to shrink or eliminate racial disparities.9 Research has also shown that CHIP’s
full potential for improving health and health care has yet to be reached—approximately
two-thirds of uninsured children are eligible for Medicaid or CHIP.10 Further, quality
monitoring, though much enhanced, is not uniform and needs to be more rigorous and
reflective of the full range of services that children need, particularly hospital-based
services. Both the successes of the original CHIP program and the remaining gaps set the
stage for implementation of CHIPRA.
IV. Overview: Key Features Strengthen Outreach,
Enrollment, and Quality
Reaching, enrolling, and retaining eligible children in Medicaid and CHIP are system and
program goals closely related to quality. That is, enrollment and access must be in place
before quality improvements can occur. A body of evidence supports the relationship
between stability in coverage—which largely depend on the outreach and enrollment
processes—and quality of care.11,12 The table below shows the key features of the
CHIPRA legislation.
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Outreach and Enrollment Provisions in CHIPRA
Outreach grants

CHIPRA includes a number of provisions increasing outreach
funding and activities to enroll eligible but uninsured children, with
emphasis on those who may be hardest to reach. The law allocates
$100 million to support Medicaid and CHIP outreach and enrollment
activities. It provides guidelines on how the funding will be allocated,
but gives the Secretary of HHS broad discretion in implementation.

Express lane eligibility

Currently, a high number of uninsured Medicaid- and CHIP-eligible
children are enrolled in other public programs. The new law
provides states with tools and flexibility for enrolling these children.
In particular, it gives states the opportunity to use relevant findings
from other public programs, like food stamps, school lunch, and
WIC, when determining children’s eligibility for CHIP and Medicaid at
enrollment or renewal.

Citizenship documentation
requirements

CHIPRA allows states to document citizenship by submitting names
and Social Security numbers to the Social Security Administration for
verification. Previously, citizenship for children, parents, and pregnant
women needed to be documented in a highly prescriptive and
paperwork-intensive manner, according to requirements in the Deficit
Reduction Act of 2005.

Performance bonus

Performance bonuses are designed to encourage states to enroll
eligible, uninsured children. States that increase enrollment of eligible
children above a target level receive a federal payment for each extra
child enrolled to help defray the added costs of successful efforts.
States must also adopt at least five of eight specified measures for
simplifying enrollment and retention as a precondition to qualify for
the bonus.

CHIP enrollment reports

The law requires states to include data in their annual reports to
help assess enrollment and retention efforts, including data on
continuity of coverage, denials of eligibility at both the application
and renewal stages, and children’s access to care. It also requires
states to provide more timely Medicaid and CHIP enrollment data to
the Secretary of HHS and to include a description of state activities
to reduce administrative barriers to enrollment and renewals in their
CHIP state plans.

Medicaid and CHIP Payment and The law creates a commission to report to Congress on payment
Access Commission
policies, access issues, and the relationship of Medicaid and CHIP to
the rest of the health care system.

6

Provisions Strengthening Quality of Care and Health Outcomes
Developing an initial core set of
health care quality measures

By January 1, 2010, the Secretary of HHS will identify an initial
recommended core set of child health care quality measures for use
by state programs. The measures include, but are not limited to,
duration of children’s coverage over a 12-month period and a wide
range of preventive services and treatments.

Establishing a pediatric quality
measurement program

By January 1, 2011, the Secretary must establish an ongoing
program that advances and improves pediatric quality measures for
all children. This program will expand upon and increase existing
pediatric measures and will award grants for developing and testing
pediatric quality measures.

Measure use and reporting
related requirements

By February 4, 2011, the Secretary of HHS will develop a standard
format for reporting information, procedures, and approaches
that encourage states to use the initial core measurement set to
voluntarily report information on quality of pediatric programs. The
Secretary will also disseminate information to states on best practices
for measuring and reporting on the quality of health care for children.

Demonstration projects

CHIPRA includes $20 million annually for demonstration projects.
HHS will provide grants to up to 10 states and child health providers
to use and test child health care quality measures and to promote
the use of health information technology for children. The law also
includes a separate allocation of $25 million for a childhood obesity
demonstration project.

Development of a model
electronic health record

The law requires HHS by January 1, 2010, to establish a program
to encourage the development of a model electronic health record
format for children in Medicaid and CHIP.

V. Implementation Choices for CHIPRA Provisions

Outreach and Sustained Enrollment Provisions in CHIPRA
Through CHIPRA, Congress made clear that covering the lowest-income eligible
children is a national goal. CHIPRA encourages states to reduce barriers to enrollment
and provides resources to help them do so. Getting and keeping eligible children enrolled
is a key component of a high-quality child health system and is critical to measuring
quality consistently.13 There are a number of areas in which strong CMS guidance would
help states use the provisions of CHIPRA to maximize sustained enrollment of eligible
children. This section will focus on seven elements of the law:
•

Outreach grants

•

Express lane eligibility

•

Citizenship documentation requirements

•

The performance bonus

•

Payment Error Rate Measurement rules
7

•

CHIP enrollment reports

•

Medicaid and CHIP Payment and Access Commission

Outreach Grants
CHIPRA authorizes $100 million in outreach grants over the course of the
reauthorization—$80 million available to states, community-based organizations, and
others; $10 million for a national outreach campaign; and $10 million for efforts aimed
at enrolling Native American children. These funds are widely viewed as an important
resource in the effort to enroll and keep more children in stable coverage.14 HHS has
significant discretion to decide how to distribute and use these funds and has published a
request for applications for the first round of funding.
In making decisions about awarding grants, the long history of outreach efforts
and interviews with key informants suggest three useful principles:
Outreach efforts must include enrollment simplifications. While outreach can
signify media campaigns to inform people about their children’s eligibility for coverage,
the experts interviewed for this report emphasized HHS should not invest undue
resources in such campaigns. Instead, outreach should be viewed in the broadest sense—
getting children covered. This most often means states must engage in the substantive
work of simplifying their application and renewal procedures in CHIP and Medicaid.
Emphasizing simplified renewal is critical. Many experts highlighted the
importance of efforts to keep children covered once they are enrolled. Strategies could
include providing 12 months of guaranteed coverage or simplifying renewal forms and
documentation procedures. A reduction in churning (that is, children going in and out
of Medicaid and CHIP coverage) has the potential to create more stable coverage for
children, boost participation rates, and prevent unnecessary administrative expenses
created by having families repeatedly apply for coverage for their children.12
Outreach needs can vary significantly by state and over time, often
depending on states’ commitments. The need for—and most appropriate use of
outreach funds—can depend significantly on the policy and political choices made by
states. For example, it is ideal to conduct aggressive efforts to educate families about
the availability of coverage in states that have made strong commitments to simplifying
their application and renewal processes. Some states, on the other hand, may not share a
commitment to aggressive outreach efforts or may be unable to make such a commitment
during the economic downturn. Some informants recommended sending outreach
8

grants to community-based organizations when states are not active partners, but others
cautioned that community-based organizations would have limited effectiveness without
cooperation from state officials.
HHS’s request for applications reflects these themes, in large part. The grants
will allow for a wide range of projects, are available to community-based organizations,
integrate data collection, and reserve half of the funds for later years. There is an
opportunity for the agency to emphasize enrollment and renewal simplifications through
the outreach grants.
Recommendation:
• HHS could give priority to states that will adopt or maintain key
simplifications. Outreach and enrollment grants are likely to be most
successful in states with enrollment systems that are streamlined and poised
to accept eligible children. In making grants, HHS should consider whether a
state has adopted simplifications such as 12-month continuous coverage, use
of simplified application and renewal forms, use of electronic verification of
eligibility information (rather than imposing the burden directly on families),
and others outlined in the “five of eight” criteria used in the performance
bonus, which is discussed below.
Express Lane Eligibility
Express lane eligibility is a promising tool for states to reduce the paperwork burden on
families and eligibility workers while making eligibility determinations more efficient.15
Many informants view the express lane as a tool that gives states significant flexibility
to rethink, reshape, and dramatically improve and simplify how they conduct eligibility
and renewal determinations. At the same time, informants have noted that states have
some lingering concerns about whether they will be subject to fiscal consequences if they
rely on express lane eligibility and it results in errors. Moreover, the concept’s promise
of greatly simplified eligibility determinations also means that states may give up some
precision in enrollment. Specifically, states may end up with some children enrolled in
Medicaid who otherwise would have signed up for a separate CHIP program or vice versa.
Recommendations:
• Provide clarity on the relationship between express lane procedures and
error measurements. The most important strategy for encouraging states
to adopt express lane procedures is to quickly provide clear guidance on its
allowable uses. A major barrier for some states is the perception that it will
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increase error rates. Error measurements through Medicaid Eligibility Quality
Control and Payment Error Rate Measurement should appropriately privilege
the state process. If the state process is followed, including any express lane
procedures, errors should not count against the state.
•

Align guidance from federal agencies on data sharing. Express lane
eligibility practices will use data from a variety of federal programs,
including Supplemental Nutrition Assistance Program (i.e., food stamps),
school nutrition, and the tax system. The federal agencies that oversee these
programs—the departments of agriculture, education, and the treasury—
should provide guidance to their state counterparts to clarify that data sharing
with state Medicaid and CHIP agencies is allowable and encouraged. The
Inspectors General of these departments have a special role in assuring state
officials that appropriate data sharing will not bring federal penalties.

Citizenship Documentation
Because the Deficit Reduction Act’s citizenship documentation requirement has markedly
depressed enrollment, particularly among children who are citizens, the new rules and
options under CHIPRA represent an important opportunity for reducing barriers.16
CHIPRA’s new options were highlighted by a number of informants as key to reducing
unnecessary and costly paperwork requirements now imposed on families seeking
Medicaid.17–19 The new electronic option for states to document citizenship is widely
viewed as preferable to the current, paperwork-intensive mandate, but many informants
were concerned about whether HHS would work effectively with the Social Security
Administration (SSA) to make it available to states by January 1, 2010, as called for in
CHIPRA.20 In addition, informants raised significant concerns about the new extension of
the citizenship documentation requirement to separate CHIP programs, beginning January
1, 2010, especially if the new electronic verification options is not up and running by that
date. Finally, some informants noted that the provisions in CHIPRA designed to improve
the existing citizenship documentation requirement—even as the new SSA option is being
developed—have not been highlighted by HHS, and many states seem unaware of them.
Recommendations:
• Monitor state adoption of new requirements. CMS could quickly take
steps to ensure that states have complied with the provisions of CHIPRA
designed to make it easier for families to comply with the existing citizenship
documentation requirement. Strategies include providing reasonable
opportunity to applicants to obtain and submit documents, ensuring that
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infants born in U.S. hospitals are not required to provide proof of citizenship
when they first renew coverage, and making certain that tribal documents are
honored as satisfactory citizenship documentation.
•

Convene all stakeholders to ensure timely adoption of Social Security
number matching. CMS should move quickly to work with the SSA, states,
and representatives of beneficiaries to ensure that the option to electronically
verify citizenship is up and running smoothly by January 1, 2010. CMS
reportedly has established a working group with the SSA, but it is not clear
that it involves the state officials who will be responsible for using the
new option or beneficiary representatives who can provide a family-based
perspective on proposed changes.

•

Clarify the question of citizenship versus identity documentation.
Federal officials must address the issue of clarifying whether the option
to match records with the SSA will serve as documentation of citizenship
only, or of both citizenship and identity. Producing separate documents to
establish identity for young children can be just as burdensome as citizenship
documentation, so CMS should clarify that CHIPRA allows SSA matches to
establish both and make this finding clear to states.

•

Update rules for states that do not adopt Social Security number
matching. It is possible that some states will not rely on the new electronic
option. CMS should therefore consider updating the rules that govern the
existing process for documenting citizenship status. These requirements,
which, for example, require families to show originals of birth certificates and
driver’s licenses, are much more complex and strict than necessary to comply
with the law. CMS could reissue these regulations and simplify the convoluted
hierarchy of documents required to prove citizenship and stipulate that copies
that appear authentic are acceptable because the requirement for original
documentation is particularly problematic for families.

Performance Bonus
CHIPRA allows for a Medicaid performance bonus for states that meet the conditions of
successful enrollment and the adoption of multiple enrollment simplification procedures,
with states required to adopt five out of eight specified simplifications. In effect, the
performance bonus provides states with fiscal assistance if they succeed in markedly
increasing their enrollment of eligible children in Medicaid. As such, it supports and
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strengthens the potential effectiveness of all of the other provisions in CHIPRA aimed at
reaching eligible children.
In discussing the bonus, informants noted that the statute gives HHS broad
discretion to determine if a state has met the “five out of eight” criteria, which means it
is currently difficult to assess the number of states that meet the basic preconditions for
receiving bonus payments. Some also said that the enrollment gains states must meet
are ambitious and may be out of range for many, even if they adopt five of the eight
simplification measures.
Recommendations:
• Provide rapid guidance on how qualifying simplifications will be counted.
To adopt the required simplifications and make their states eligible for bonus
payments, state officials must know how CMS will determine state compliance.
CMS should provide this information as soon as possible, because CHIPRA
provides for performance bonuses each year, beginning in 2009.
•

Ratchet up qualifying simplification efforts. In establishing compliance
criteria, CMS may want to create an expectation that simplification efforts
will become more robust over time, especially for some of the new or
more complicated simplifications. For example, a state that adopts express
lane eligibility and launches it on a pilot basis should perhaps be initially
considered in compliance with this measure. But, in future years, the state
could be expected to move beyond the pilot and to adopt it statewide to
be deemed in compliance. While the requirements should be meaningful
to ensure significant improvements, it is also unrealistic to expect states to
implement new options at the optimal level immediately.

•

Make appropriate, allowable adjustments to enrollment targets. To
address the concern that many states believe they cannot meet the enrollment
targets required for the bonus, CMS should make these targets more realistic,
if possible. For example, the law may allow CMS to reduce a state’s
enrollment target if the size of its child population is shrinking.

Payment Error Rate Measurement Rules
Informants with strong state affiliations noted that state officials are acutely sensitive to
the negative consequences—including the effect on public reputation—of reports that
their programs have high error rates. In light of this, they highlighted the importance
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of clear rules on errors and of providing states with the tools needed to minimize them.
Moreover, since error rates can drive policy to a surprising extent, some informants
encouraged CMS to consider including situations where eligible children are denied
coverage, not just those where ineligible children secure coverage.21 One informant
said there are mixed messages to states, which have had a chilling effect. Another said,
“[CMS] needs to decide what they want to do…. If they are going to be focused on
outreach and simplification, then they have to provide some relief to states.”
Recommendation:
• Take into account negative case errors. CHIPRA requires that CMS publish
a new final rule on payment error rate measurements by August 2009. The
current Payment Error Rate Measurements focus on identifying when states
err in enrolling ineligible children and inaccurately pay for services. The
new rule could further encourage states to enroll and retain eligible children
by explicitly measuring the extent to which states are improperly denying
enrollment or renewal to eligible children. By not recognizing that these
so-called negative case errors are as detrimental to progress as enrolling
ineligible children, CMS and states forego a significant opportunity to ensure
program success. Measuring negative case errors is the first step in working to
minimize them.
CHIP Enrollment Reporting
CHIPRA adds a number of elements to states’ required annual CHIP reports, reflecting
Congress’s strong interest in tracking states’ progress in enrolling eligible children.
States now are expected to report on eligibility criteria, enrollment, retention, use
of simplification measures, access to care, care coordination, and, if a state provides
premium assistance, information on its efforts to coordinate premium assistance with
employer-based coverage.22 Informants identified these requirements as a new, rich
source of data to document program activities and inform opportunities for program
improvements, as well as to create greater transparency in the effectiveness of states’
child health enrollment efforts.
Recommendations:
• Convene stakeholders to determine how data should be collected to allow
for meaningful comparisons across states and over time. CMS will have
significant discretion to identify the kinds of data that states must provide in
these reports. Informants noted, for example, that states could be expected
to provide information on the number of applications that they receive each
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month, the share of such applications approved, the share disapproved for
paperwork reasons, and other key measures of the state’s application process.
Similarly, states could be expected to provide information on renewal rates
and continuity of coverage. States, though, are unlikely to be willing or able
to comply with data requirements unless they have a chance to provide input
in their development. CMS should lead a process that brings together federal
and state officials as well as beneficiary advocates to develop workable data
standards that allow for meaningful comparisons among states and over time.
•

Share data rapidly and publicly. By combining information on eligibility
criteria and simplification with enrollment and retention, these reports will
allow states to assess the success of efforts in other states. States will be best
able to take advantage of the knowledge generated by the experience of their
peers if data are available quickly and if CMS compiles the data from the
state-specific reports and makes it publicly available on its Web site.

•

Coordinate data collection with other CHIPRA provisions. The
standardized reporting format for enrollment data should mesh with the
data required by other provisions of the bill. This includes the core quality
measures, the data necessary to determine which states meet the Medicaid
performance bonus, and the data collected to support evaluation of the
effectiveness of the outreach grants.

Medicaid and CHIP Payment and Access Commission (MACPAC)
CHIPRA establishes a 17-member commission to study payment policies, access issues,
and the relationship of Medicaid and CHIP to the rest of the health care system. The
Commission is charged with making two reports to Congress each year, beginning
on March 1, 2010. While much of the Commission’s activity will be determined by
its legislative charge and its yet-to-be appointed members, lessons from the Medicare
Payment Advisory Commission (MedPAC) informed two recommendations
for MACPAC.
Recommendations:
• Take advantage of previous efforts to study Medicaid. MACPAC has an
aggressive timeline for its first reports, so it will need to rely on existing data
and analysis, which it should plan to build on. Specifically, the Medicaid
Yellow Book, produced by Congressional agencies in 1988 and 1993 and by
the Kaiser Commission on Medicaid and the Uninsured in 2002, could serve
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as both an important source of information and a model for future reports. In
addition, MedPAC’s predecessor, the Physician Payment Review Commission,
studied access to Medicaid and produced recommendations that should inform
MACPAC’s early efforts.
•

Measure access across all populations. Access concerns exist not only in
Medicaid and CHIP, but in Medicare and private health insurance. The same
providers serve patients from all payers. MACPAC should ensure that its
assessment of access is comprehensive and that its recommendations work in
harmony with other health system initiatives. One possibility is to collaborate
with MedPAC’s physician surveys, so the two commissions can align their
recommendations.

Title IV: Strengthening Quality of Care and Health Outcomes
CHIPRA’s Title IV is the result of years of drafting and input from many sectors and
reflects the field’s consensus around the importance of quality measures and consistent
reporting, balanced by concerns about state flexibility. Importantly, it established that
these provisions apply to both Medicaid and CHIP, making an important move toward
a consistent strategy across the programs nationally and at the state level. However, the
provisions focus disproportionately on measurement and less on improvement, which
must be addressed for care to improve.23
Despite the scope of these provisions, significant strategic choices by HHS will
be necessary to ensure that they support improved care and outcomes for children. In this
report, the authors examine the aspects of the provisions where the greater number of
implementation options exist, either at the federal or state levels.
In April 2009, CMS and AHRQ executed a memorandum of understanding that
outlines which agency will take a lead role on various provisions. According to the
agreement, AHRQ is leading the implementation of four provisions: the development
of the initial core measure set, the establishment of a quality measures program, the
development of a model electronic health record, and the Institute of Medicine study.
Developing an Initial Core Set of Health Care Quality Measures
The legislation specifies that an initial core set of health care quality measures be
published by January 1, 2010. AHRQ has moved quickly to execute. It established a subcommittee of the AHRQ National Advisory Council to function as the public advisory
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body and meet the extensive legislative requirements regarding the types of input needed
in this process.
A critically important aspect of the legislative language of this section is that
while the set of measures is labeled health care quality, it actually emphasizes measures
of coverage and availability of services as much as, if not more than, measures of quality
of care.
Informants’ range of input and concerns varied. In general, state representatives
expressed concerns about new measures being useful to states, as well as the additional
costs and burden that the collection and reporting will entail at a time of strained budgets
and with states’ limited technical expertise or capabilities. At the same time, the 2009
survey of Medicaid and CHIP leaders found that most states (68%) thought that Medicaid
and CHIP could “do a better job to improve care for children if there were [other]
measures.”2 Pediatric experts and others interviewed as part of this project felt that the
provisions fell short of what was needed, but were a good start. Several themes emerged
from conversations with informants:
States are already heavily engaged in quality measurement activities. In 2009,
almost 90 percent of Medicaid programs and 100 percent of CHIP programs report using
HEDIS access and effectiveness measures related to child health.2 In addition, 83 percent
of Medicaid programs report augmenting national measures with state-specific measures
in priority areas (e.g., dental care). In contrast, only 18 percent of CHIP programs report
using additional state measures.
Having comparable data across states is not enough. All informants
underscored the importance and value of having comparable data across states, Medicaid
and CHIP populations, and programs types (i.e., fee-for-service, primary care case
management, and managed care). However, concern was voiced repeatedly that the initial
core set not simply represent “the lowest common denominator.” HEDIS, or HEDIS-like
measures, are used by most state programs today, but simply ensuring consistency across
states would be viewed by some as “a worst-case scenario.”
Move rapidly to a broader set of state-relevant measures. Several priority
measurement domains were suggested for inclusion in the core set, such as perinatal
measures, development and healthy behaviors, autism-related measures, oral health,
obesity, behavioral and mental health, chronic illness, coordination of care, medical
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home, and patient experiences of care. HHS should incorporate changes to the core
measurement set regularly, rather than waiting for a report to Congress in 2013.
Ensure that a focus on clinical quality is achieved. Information relevant to
the clinical services being delivered should be available to support improvement
by providers.
The set needs to work for today and build toward the future. The enhanced
measurement set should build for the future. It should consist of measures that add
content and expand upon those currently in place, and also be flexible enough to
accommodate new measures. Future measures could anticipate electronic health records
and the ability to report on outcomes, as well as processes.
Recommendations:
• The core set should go beyond the existing HEDIS measures. HEDIS alone
is inadequate to respond to the legislative intent of this section and the strong
desire of the majority of stakeholders. Importantly, the core set must ensure a
balance between programmatic measures of performance and clinical quality
of care. In addition, stakeholders were emphatic in their call for specific attention to measures on perinatal care, measures of hospital care, and an explicit
focus on information relevant to examine disparities across groups.
Whether all these dimensions can be addressed with the initial core set is not
clear. However, it will be necessary to expand the core set as new measures
are tested and developed. For example, measures currently under development
by NCQA that not only measure whether a visit has occurred, but examine
whether age-appropriate aspects of care have been delivered are candidates
for addition.24 As more measures become available, some measures may be
rotated in and out of the core set.
•

Consider developing a CORE-PLUS set. A CORE-PLUS set would provide
guidance to states that have already moved beyond the current HEDIS measures and are ready to enter into more developmental areas. This may require
a constrained set of final adaptation or testing for active use, but not fullblown new measure development. One possibility would be adding questions
to the existing ambulatory Medicaid Consumer Assessment of Healthcare Providers and Systems (CAHPS) surveys to report on health behaviors, emotional
and behavioral health, and developmental concerns.2 This approach should
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also be considered to include a more global assessment of outcomes, such as
days missed from school or functional status.25 Finally, another high priority
domain is measures that address family issues that have a high impact on the
child, such as maternal depression.
•

Ensure that appropriate criteria are used in selecting the set. Specific criteria are needed to guide the development of the core set. The recently updated
criteria published by the National Quality Forum could be an appropriate starting point for this effort.26 However, additional criteria will be needed, such as
relevance and actionability to states; importance to consumers, patients and
families; and appropriateness to children and their unique needs.27

Establishing a Pediatric Quality Measures Program
Section 1139A(b) calls for the establishment of a pediatric measures program by January
1, 2011, to improve and strengthen the core set, expand on current measures, and increase
the portfolio of “evidence-based, consensus pediatric quality measures” available. It is
important to note that this new program is charged with going beyond the Medicaid and
CHIP programs and must specifically address the needs of public and private purchasers,
providers, and consumers.
The fact that CMS and AHRQ have agreed to have AHRQ lead this provision
recognizes the long-standing role that AHRQ has had in developing quality measures
for both public and private purchasers. However, it is important to note that AHRQ has
a legislative mandate to advance quality measures and that children are named as one of
AHRQ’s priority populations in legislation. Thus, this newly funded CHIPRA program
should not be seen as substituting for existing or future AHRQ investments—from the
AHRQ appropriation—in these topics.
Recently, national quality groups have established numerous efforts to develop
measure sets and new measures. Child-focused measures have been underrepresented in
much of this work, a gap the CHIPRA provisions were designed to address.
Clear priorities, within a well-accepted framework for new measures,
are needed. Many informants commented on the need for additional content in the
core measurement set. They recognized that this will require additional measurement
development and testing. Rather than a broadly framed program, several informants
emphasized the need to establish clear priorities and direct measure development efforts.
This is the direction that other quality measurement efforts are taking (e.g., the National
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Priorities Partnership Program). In addition, using well-accepted frameworks, such as
those developed by the Institute of Medicine, would ensure that measures across all the
domains of quality (i.e., safety, effectiveness, patient-centeredness, timeliness, efficiency,
and equity) and at all levels (i.e., patient and community, clinical systems, organization,
and environment/policy), are developed. A well-developed approach to planning
new measure investments is essential to avoid special interests of some groups from
determining the content of the new measures.
New measures should reflect children’s unique needs. The ways in which
child health, health care, and quality measurement needs differ from adult needs have
been well described. They are described as the “four Ds:”28 children experience different
diseases from adults (differential epidemiology); have their needs change over time as
they grow and mature (developmental trajectory); rely on their parents and caregivers to
access needed services (dependency); and are disproportionately low-income and racially
and ethnically diverse and, thus, rely on a unique set of public and private providers
(different systems). From a measurement perspective, this would prioritize such measures
as care for children with special health care needs, limited English proficiency, health
literacy, and obesity.
Increase emphasis on outcomes and bundled measures. Most of the recently
developed measures in pediatric care are process measures.23,29 Less attention has focused
on the methodologic and feasibility issues surrounding the use of outcomes measures
in a quality measurement context. Measures of functional status are critical, and these
must include such elements as school readiness. NCQA has developed a measurement
framework for improving the HEDIS set for children that includes a focus on content of
the visit (protection of health, healthy development, and safe environment), to address
broader outcomes, including school readiness, family productivity, and workforce
readiness.24
Another trend in quality measurement is the development and use of bundled or
composite measures. These measures cover various aspects of the same care process or
condition, and credit is given only if all aspects of the care are provided.30
Support multiple levels of accountability. Some informants said that the new
provisions suggest a move from health plans as the focus of accountability to Medicaid
and CHIP as the primary focus. This change in focus would lead to state-level Medicaidand CHIP-wide measures and to a different strategy for including children in the
measurement system.
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A number of informants spoke to the need for robust measures at the physician
or hospital levels. These are the levels that provide actionable information, not the health
plan level. As one informant stated, “The system needs to be designed to report at the
individual physician level and then you can aggregate up.” Finally, maintaining a focus
on national reports, particularly for clinical measures where comparisons by provider
types are more actionable, is critical.
Recommendations:
• Build measures for the future. Implementers must envision a multiyear
effort to develop measures that will extend beyond the time horizon of the
current CHIPRA. The initial core set of measures will need to rely largely on
HEDIS and what states are already doing. Two interrelated changes should be
anticipated: in the future, data collection will rely more on downloads from
EHRs, and, in turn, this change will improve the ability to move from process
measures to outcomes and measures of health status.
•

Focus measure development funding on outcomes and composites.
There has been significant progress in measure development over the last
decade.23,24,31,32 There are several additional measures in widespread use
that should be considered for testing for children. As AHRQ establishes
the measures development program, it should further expand the content to
include some missing groups or themes, such as measures for the prenatal/
postnatal period, measures directed at hospitals, or measures that assess
coordination of care.

•

Design improved specifications for measures at all levels of accountability.
Measure developers should be mindful of creating a family of measures that
allow for assessing quality across both Medicaid and CHIP, not just at the
contracted health plan level. In addition, focus accountability to a variety of
subgroups, such as health plans, hospitals, or even primary care practitioners.
Further, accountability provisions should include examining the performance
of all children as well as the performance of subgroups separately, such as
separate racial and ethnic groups or language groups to identify and reduce
disparities in access and treatment.

Provisions Related to Measure Use and Reporting
Several sections of Title IV create new responsibilities for HHS related to reporting
on quality and the core measure set. The legislation directs the Secretary of HHS to
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provide technical assistance to the states to foster standardized reporting. Areas of
assistance include: 1) development of standardized reporting formats, 2) dissemination of
information about best practices for measuring and reporting the quality of health care for
children, and 3) assistance to states to help adopt and use the core child health measures.
In addition, CHIPRA requires that the Secretary of HHS report to Congress on
both the stability of coverage and the quality of children’s health care, based on state
reports. These provisions offer an important opportunity to sharply enhance transparency
in the program and give the states and federal government the information they need
to understand where improvements are needed and how to make them. The importance
of these provisions lies in enabling measurement of quality to be the first step in
improving quality. Medicare has a long history of lessons learned through collecting data
and working with providers to improve quality, but Medicaid and CHIP have not yet
developed robust quality improvement capacity across all their populations. Currently,
funds for quality improvement for Medicaid, even given the increase in CHIPRA, are
dramatically outpaced by similar funds in Medicare.
Partnership with states is critical. While CMS already has in place numerous
venues and mechanisms where discussions with states occur, structured, ongoing, and
meaningful partnership will take added time and require commitment and significant
investment of resources and staff from HHS to be successful. At a minimum, the
partnership would include CMS, AHRQ, and the Surgeon General, who are charged with
implementation of CHIPRA, and possibly the Centers for Disease Control and Prevention
and the National Institutes of Health as well.
Voluntary reporting may not yield a national picture. Informants expressed
concern that voluntary reporting may not be sufficient to meet the intent of the legislation
and truly spur improvement efforts. They felt that incentives may be needed. Reporting
currently is most complete for managed care plans, less so for primary care case
management populations, and generally not done for fee-for-service. In addition, special
populations like the aged, blind, and disabled are often left out of the reports. Informants
believe that all populations should be included, with specific guidance given on how to
handle different populations.
Opportunity to use incentives in multiple ways. CHIPRA sets the stage for
behavior change by many stakeholders: HHS, including CMS and AHRQ; states (i.e.,
Medicaid and CHIP programs); health plans; hospitals and physicians; and parents and
children. The existing “pay-for” strategies (e.g., pay for reporting, improvement, or
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performance) are resulting in varying and often low levels of success or improvement.33,34
In child health care even less is known about effective ways to structure such incentives.35
However, there is a consensus that incentives will be critical to helping states implement
these provisions. Incentives can be designed to foster certain state actions (e.g., use of
the core set, reporting at multiple levels, etc.) or system and provider actions (e.g., states
setting up pools to be used for pay-for-performance programs), as follows:
▪

State incentives. Most of the discussion focused on providing additional resources
for developing the data collection infrastructure required for the core measure set.
Suggested approaches included expanding the types of state data investments that
are eligible for 90/10 match beyond eligibility systems, creating a pool of funds
for states to use for a range of administrative costs related to reporting, or creating
an additional pool of resources nationally for which states could compete.

▪

Physician incentives. The Physician Quality Reporting Initiative (PQRI) was
created in 2006 and provides an incentive payment for eligible professionals who
satisfactorily report data on quality measures for covered services to Medicare
beneficiaries.36 Incentives could be linked to participating in a CMS-approved
registry, with reporting on the key measures for that disease or condition. If
physicians are provided with feedback, information, and value on the care
they provide, they will continue to report. This would be particularly useful in
pediatrics around such issues as asthma or attention deficit hyperactivity disorder.
One informant commented that “PQRI was all about payment, not improvement.”

Level of accountability. Some informants called for core measure data to
be reported in a way that allows states to report on quality of care for Medicaid and
CHIP children at the state level, as well as in local communities. They pointed out that
improving quality often was a community-wide effort, and, thus, data needed to be
available at the community level to encourage the community to act. Other informants
raised the issue of reporting at the provider level, generally noting that some providers
(generally private providers) may not have sufficient numbers of Medicaid and CHIP
children to make reporting at this level valid. They also pointed out that, in many cases,
Medicaid and CHIP data would need to be combined with data from other children to
create provider-level estimates. Finally, it is critical to ensure that national reporting
enables comparisons across hospitals and eventually other providers, as in Medicare.
Data quality. Currently, under HEDIS, states often use a hybrid measure
involving both administrative data and chart review. Many state-level informants told
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us that their hybrid measure data had been audited many times and was of high quality.
However, the quality of claims data is often a problem. As most states have moved to
managed care plans for their covered-child populations, these plans often send encounter
data, not claims data, to the state and these serve as “shadow claims,” (i.e., health care
encounter records not used for billing purposes) further compounding the problem.
Because claims may play a stronger role in future reporting, efforts to ensure that data
quality is high are important. Robust and accurate claims data are needed at various
levels. Some informants urged working toward this end. Others noted that data supplied
at high levels of aggregation from states will be of limited utility.
Use of quality data for other purposes. To date, data on the performance
of child health systems at the state level have been limited to that available from
vital statistics, national surveys, and hospitals.37 As HHS moves ahead with the
implementation of the provisions, it is critical that quality reporting on children is not
relegated to just one annual report to the Secretary. The data could also be included in
the AHRQ National Healthcare Quality and Healthcare Disparities Reports and made
available to researchers.
Measurement alone does not lead to improvement. Quality efforts have too
often failed when the only strategy was measurement. While measurement is a necessary
first step, it is not enough. CHIPRA does not emphasize improvement, other than
promoting the use of the core measures to support improvement and the demonstration
authorities. Yet, it is clear that the legislative intent is to improve care, not just measure it.
Indeed, the HHS Secretary is called upon to report “to Congress on efforts to improve …
the quality of children’s health care under such titles…,” as well as the status of voluntary
reporting. Systematic, sustained improvement that yields measurable results takes work,
time, and resources. There is currently little or no infrastructure for states to do this.
However, several successful models exist that HHS can draw on and adapt to meet this
mandate. Nonetheless, the funds appropriated under Title IV are not adequate for this
purpose. Bills have been introduced in Congress to significantly expand the focus on
quality improvement.
Recommendations:
• Ensure meaningful collaboration with states in the design and execution
of each step of the reporting strategy. Achieving comparable reporting
across all states that supports benchmarking and is meaningful, useful, and
sustainable will require extensive participation by states. This does not
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mean that state concerns or resistance should trump critical input from other
stakeholders, such as health plans, physicians, and parents.
•

Make the goal consistent quality reporting on the core set by all 50 states
on all populations. CHIPRA does not mandate state reporting on the core set,
however, anything less than full participation will be a disappointment and a
distinct failure of the promise of the legislation. If HHS and states can agree
on this as a goal, it will drive a set of actions to make it possible.


Focus efforts on encouraging state reporting. Incentives are needed
to encourage all states to report and reduce the cost of entry. Several
strategies are possible. For example, incentives could take the form of
enhanced state match for the reporting function. CMS should consider
using a 75/25 or 90/10 match to encourage efforts to report quality data.
The latter may require a legislative change, however. In addition, reporting
on all populations may also be more likely if incentives are provided.
States may need to report using the same specifications as a managed
care plan for children in fee-for-service Medicaid or for children in
primary care case management programs, as was done in New York
and other states.



Ensure that sufficient resources are devoted nationally to achieving
quality reporting. At the same time that states will need help with their
programs, the effort could be accelerated by investing in sufficient national
resources to support states in the move to standardized reporting. These
could include the development of data tools and resources to support
the collection of the core set (e.g., templates, shell programs, etc.) and
technical assistance, peer support across states, and other collaborative
approaches. One possible model is to create a national program for
supporting states, ongoing reporting, and use of the measures. As one
stakeholder noted, “Using CHIPRA to maximize cross-state learning
and uptake of promising strategies and tools seems critical and a very
important use of funds.” Many states will be confronted with the decision
of whether to build or buy the expertise and having national capacity
would accelerate progress by many states.



Take steps to encourage faithful adherence to technical specifications.
Even if states submit what they believe to be core measures, in the
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early years some review and feedback likely will be needed to ensure
comparability and consistency across states and populations. Some
informants suggested that CMS staff should review reports and notify
states if they are not in the standardized format. Informants stressed the
importance of this detailed and time-consuming work in ensuring that
reports were of sufficiently high quality to portray an accurate picture of
quality. As noted previously, funds are needed for this activity.


CMS should make funds available to improve data quality. The CHIPRA
legislation provides $5 million to CMS to improve the timeliness of data
in the Medicaid Statistical Information System (MSIS) for monitoring
enrollment and eligibility. No comparable earmark for helping states
with the data requirements for reporting exists. However, CMS could use
enhanced matching formulas to help states with data quality challenges.

•

The data that support the core measures should be made available
nationally, not just aggregate data. Reports from states aggregated at
the state level, or even at the individual plan level, are of limited utility for
policymakers or toward the goals of transparency or advancing knowledge.
This recommendation would have Medicaid moving in the direction of
Medicare, where data is reported by organization (e.g., hospitals, nursing
homes). Data could be put into a national data structure, such as the
Healthcare Cost and Utilization Project (HCUP) family of data sets, the
CAHPS benchmarking database, or even CMS sites such as Nursing Home
Compare, to create a “Child Health Compare,” where queries or specific
prepackaged state reports could run. The information would be available
broadly for state programs, researchers, and policymakers.

•

Begin investing in a national and state infrastructure for ongoing,
sustained quality improvement. To couple CHIPRA’s investment in quality
measurement with real improvements in care delivery, states and providers
will need targeted improvement assistance. CHIPRA calls on HHS to
“disseminate information to states regarding best practices among states with
respect to measuring and reporting on the quality of health care for children”
and to pay particular attention to approaches that “encourage successful
quality improvement strategies.”
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Demonstration Projects
The CHIPRA law authorizes two new types of demonstration projects. First, it calls for
up to 10 grants to states and child health providers to conduct demonstration projects to
evaluate promising ideas for improving the quality of children’s health care. The second
is focused on childhood obesity.
Some informants believe that the 10 projects should demonstrate the way
measurement is used to improve quality, in addition to demonstrating the more technical
aspects of measurement and health IT use as specified in the legislation. There were
different views of priorities for the demonstrations. Many informants expressed the
view that the demonstrations needed to show measurement for all children, but some
believed that demonstrations of selected new measures aimed at subsets of children were
appropriate as well.
Informants who suggested focusing projects on subsets of children wanted to use
the demonstrations to improve quality of care in areas of key concern and where care
is more complex. For example, in cases of chronically ill children, weight control and
diabetes, and any of several high-cost, high-prevalence diagnoses. These demonstrations
would test a quality improvement program tied to process and outcome measures for the
problem areas.
It was noted that there have been many demonstrations in Medicaid.23 They
have yielded much information but have generally been single-site demonstrations. Our
informants believed that the time for single-site demonstrations (so-called “boutique”
demonstrations by informants) has passed. They called, instead, for multistate studies
on, for example, how to create and sustain a medical home for children in Medicaid
and CHIP. In addition to multistate demonstrations, the theme of learning across
demonstration sites and projects emerged—states can and want to learn from each other.
The legislation also calls for a demonstration project to develop a comprehensive
and systematic model for reducing childhood obesity. The model would: 1) identify
behavioral risk factors for obesity through self-assessment, 2) identify needed preventive
and screening benefits, 3) provide ongoing support to target individuals and their families
to reduce risk factors, and 4) be designed to improve health outcomes, satisfaction, quality
of life, and appropriate use of items and services available for Medicaid and CHIP children.
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Recommendations:
• CMS has a long history of sponsoring demonstration programs within
Medicare and Medicaid. Many have fallen short of their potential to advance
the field and develop and test new strategies. Demonstrations can have
different themes and purposes but need to adhere to some common rules,
as follows:


Demonstrations should focus on improving quality of care generally, as
well as demonstrating the specific aspect to which they are targeted in
the legislation (e.g., health IT, provider-based models).



Most of the demonstrations should focus on all children in Medicaid/
CHIP, not just those in selected sites or plans. Most should demonstrate
measurement and improvement for children in managed care, primary care
case management, and fee-for-service.



Demonstrations could be designed to answer questions across the priorities
identified in the legislative language, for example, comparing medical home
or care coordination approaches alone or with a health IT component.

Development of a Model Electronic Health Record (EHR)
CHIPRA provides $5 million for the development of a model that addresses children’s
unique needs. While the inclusion of this provision was important, the subsequent
passage of the American Reinvestment and Recovery Act (ARRA), or stimulus bill,
with its $19 billion investment in promoting the adoption of EHRs by both hospitals
and ambulatory providers, makes this CHIPRA provision critical. In addition to the
funds provided as direct financial incentives to promote adoption, this legislation also
establishes important health IT policy and standards committees and it earmarks $2
billion for HHS to support adoption through grants, a national resource center, a network
of regional resource centers, and an extension program. All of these have the potential to
dramatically improve the use of EHRs by child health providers, if attention to children’s
needs is assured in HHS’s implementation of these new funds.
In addition to the many unique functionalities that child health providers need
(e.g., ability to chart growth and development, age-referenced laboratory values, links
to public health and schools), several informants underscored the need to build quality
measurement and improvement capabilities into health information systems. Priorities
among these were registries, decision support, prescribing support, and reminder systems.
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Recommendation:
• HHS should ensure that the health IT-related activities of CHIPRA are
coordinated with those of the Office of the National Coordinator, which has
oversight for the implementation of the ARRA investments.

How Health Reform Can Continue the Progress of CHIPRA
With various health reform proposals under discussion, there is enormous potential
not only to expand coverage to millions of Americans, but also to transform the health
care system as a whole. The CHIPRA legislation begins this transformation process for
children. Regardless of the final architecture for reform or whether CHIP survives as a
separate program, it is essential that the progress achieved with CHIPRA—particularly
in recognizing the unique needs of children in the area of quality and health information
technology—be maintained and serve as the starting point for larger health reform efforts.
The overall quality-monitoring strategy begun under CHIPRA should serve as
a starting point for monitoring quality for children both in Medicaid and in any health
insurance exchange. However, these provisions should be viewed as a starting point only.
As shown in this brief, the CHIPRA legislation, while groundbreaking, does not go far
enough. Its emphasis is on improving measurement rather than using measurement as
a tool to improve quality. Quality improvement provisions in health reform go beyond
CHIPRA to stress quality improvement outcomes. Several of the quality improvement
efforts under CHIPRA should flow naturally into improvement efforts for children in the
larger landscape envisioned by health reform. Among these are the following:
Make quality of care for children and youth part of the national priorities.
Proposals have called for the establishment of a national quality strategy. It is essential,
when developing this strategy, to include children as a priority group.
Monitor quality for all children, regardless of program, and look at
important subgroups. The CHIPRA legislation supports looking at quality for
populations as a whole, not just within a given program. The measurement provisions
apply to both public programs—Medicaid and CHIP—and begins the process of
including children with private coverage. The emphasis in health reform on bringing
coverage to all or most of the population and de-emphasizing programmatic boundaries
will bring with it a shift from quality improvement within distinct programs to quality
improvement for all children in a given state. Likewise, efforts to monitor quality overall and
by important subgroups (e.g., racial or ethnic groups), communities, and accountability
units (e.g., providers) will set the stage for monitoring the effects of health reform.
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Establish data infrastructure for collection across programs. The data system
implemented under CHIPRA can serve as both a model and a core for a larger data
infrastructure that covers programs in the health insurance exchange and other employersponsored programs.
Invest in a robust national strategy for improvement of child health outcomes
that builds on CHIPRA and lessons learned. Federal and state officials have learned
many lessons about making the process of signing up for and renewing coverage easy
for families. Many of these were incorporated into CHIPRA. It will be important to take
advantage of these lessons as health reform commences. At the same time, strategies for
outreach and enrollment must adapt to the changed environment envisioned under health
reform. In addition, significant new investments in training and supporting providers and
systems for quality improvement will be critical.
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