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CHIPRA Quality Demonstration Grant Program and Technical Assistance/ Analytic Support Program 

Data and 
Technical Factors 

• Measure 
specifications 

• Data source 
availability and
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• Data linkages 
• Information 

technology 
Report
Complete
and 
Accurate 
State-level 
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Organizational
Factors 

• History of data
collection 
and use 

• Leadership and 
management 
support 

• Skills and human 
resources 

• Contractors, vendors, 
and partners 
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Production 
Processes 

• Collecting
data 

Behavioral 
Factors 

• Motivation 
• Demand for 

measures 
• Linking data 
• Calculating 

measures 
• Performing

quality checks 

Use 
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for Policy
and Program
Decision 
Making 

Improved 
Quality of 
Care 

Improved 

Lower Costs 

Improved 
Population 
Health 
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Table 1 continued 

Measure Method(s)/data source(s) Measures each state reported for 

FFY 2013 

IL ME OR PA 

Experience of care 

Consumer assessment of healthcare providers and systems (CAHPS) 

health plan survey 5.0H—child version including medicaid and with 

children with chronic conditions supplemental items 

Survey mo mo • mo

CMS centers for medicare and medicaid services, EHR electronic health record 

• Reported for 2013; State began reporting this measure in its first year of reporting 

moReported for 2013; State added this measure (i.e., began reporting between its first year of reporting and the FFY 2013 reporting period) 
a Administrative data includes Medicaid/CHIP claims or encounter data 
b Hybrid methodology combines administrative data and manual review of a random sample of medical records 
c CMS added measure to Core Set for FFY 2013 reporting 
d Lags in birth certificate data availability mean measures are not reported to CMS by deadline for annual federal reports on the Child Core Set 
e Beginning in FFY 2012, CMS obtained data for the CLABSI measure from the Centers for Disease Control and Prevention’s National 

Healthcare Safety Network 
f CMS did not collect measure for FFY 2012; measure was retired from FFY 2013 Core Set 
g CMS retired measure after FFY 2013 reporting 

data sources. Similarly, Maine abandoned its plan to use 

the state’s immunization registry to report vaccination 

measures, given limited technical resources and challenges 

establishing data sharing agreements to transmit protected 

health information. 

By contrast, Illinois has an Enterprise Data Warehouse 

(EDW) that matches Medicaid data and other health data 

such as the state’s immunization registry and birth certifi­

cate data. Using the EDW, Illinois was able to report 

several measures that would otherwise require chart review 

or linkages across multiple data sources. 

All Four States Struggled to Use Clinical Data 

from Electronic Health Records (EHR) 

None of the four states produced the measure that requires 

EHR data (Maternity Care—Behavioral Health Risk 

Assessment; added to the core set in 2013), in part because 

states had not yet developed infrastructure, such as health 

information exchanges, to receive EHR data from provi­

ders. Pennsylvania used its CHIPRA grant to pilot pro­

duction of a subset of other core measures using EHR data 

from seven health care systems. The process of producing 

those measures was complex and resource intensive, even 

for the large integrated delivery systems in the pilot. 

Another challenge Pennsylvania faced was that most Child 

Core Set measures had not yet been specified in the stan­

dardized Health Quality Measure Format language for 

EHR reporting (CMS, 2014a; HL7, 2009). 

Child Core Set Reporting Required State-Level Information 

Technology (IT) Infrastructure to Store Data, Extract Data, 

and Calculate the Measures 

In addition to data access, states also required IT systems 

(i.e., computer hardware, software, and other systems to 

organize electronic information) to store and extract the 

data and calculate the measures. Illinois used its grant 

funding to update its quality measure reporting systems: 

the state hired a database programmer who developed 

flexible reporting code and reusable templates to more 

efficiently extract data and calculate measures. The tem­
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Table 3 Factors that positively or negatively affect states’ abilities to 
report Child Core Set measures to CMS 

Measure production inputs Cases 

IL ME OR PA 

Data and technical factors 

Measure specifications - - - ­

Data source availability and completeness ? ? ?� 

Data linkages ? - ­

Information technology (IT) ? ?� 

Organizational factors 

History and culture of data collection and use ? - ? ?� 

Leadership/management support ? ? ?� 

Skills and human resources ? - ?� 

Contractors, vendors, and partners ? ? ?� 

Behavioral factors 

Motivation ? ? ? 

Demand for measures - ? ­

Key: Rating based on case study analysis. ? indicates facilitator to 
reporting; - indicates barrier to reporting; no symbol indicates neu­

tral, not applicable, or insufficient data to make a determination 

starting in the mid-1990s that required the state to report 

quality measures to CMS years before most states. That 

experience prompted the state to require managed care 

plans to provide complete and accurate Medicaid encounter 

data, establishing a solid foundation for measure reporting. 

Also, Illinois’, Oregon’s and Pennsylvania’s experiences 

reporting plan-level HEDIS measures (NCQA, 2015), upon 

which many Child Core Set measures are based, meant the 

states were already familiar with the measure 

specifications. 
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Core Set to CMS. The Child Core Set includes Medicaid/ 

CHIP-specific measures produced annually at the state 

level; Maine and Pennsylvania providers wanted measures 

that they believed could better drive quality improvement 

at the point of care—specifically, provider-level measures 

that cover their entire patient panel (regardless of payer) 

and are produced monthly or quarterly. Maine, Oregon, and 

Pennsylvania each used grant funds to modify the reporting 

level of Child Core Set measures to use them in provider-

level programs. Modifications included changing the 

measure denominator and determining how to attribute 

patients to providers. 

Discussion 

Calculating and reporting the Child Core Set measures was 

challenging, even for the four case study states that suc­

cessfully increased the number of measures reported over 

time compared to non-demonstration states. The four states 

had multiple pathways to success, depending on their 

available technical, organizational, and behavioral inputs. 

In particular, measure reporting capacity was influenced by 
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Table 4 Actions states can consider to facilitate reporting of the Child Core Set 

Action Select examples from case study states 

Data and technical factors 

Contact the CMS Technical Assistance and Analytic Support Program All four states contacted the program to request clarification about 

for clarifications about measure specifications measure numerators and denominators, use of alternate data sources, 

and/or procedures for creating weighted averages across health plans 

Conduct quality checks before reporting measures, particularly if using Illinois programmers conduct quality checks before moving the 

administrative data only measures to testing by two separate individuals: one with a clinical 

background and the other with technical expertise. Also, its external 

quality review organization (EQRO) conducts annual data validation 

audits 

Pennsylvania’s EQRO conducted quality checks on administrative 

measures produced at a health-plan level and on the weighted 

agency-level measures 

Engage provider organizations to create buy-in and train providers on Maine developed a new billing code to enable reporting the 

billing codes used in the measures developmental screening measures. The state piloted it among 

providers engaged in a CHIPRA learning collaborative before rolling 

it out statewide and training Medicaid providers 

Add payer fields to state registries or link registry data to Medicaid Maine successfully linked Medicaid data to birth certificate data to 

enrollment files report 3 perinatal measures. The state was unable to report 

immunization measures using its statewide immunization registry 

because it does not include detailed enough information on payers to 

identify continuously-enrolled children, and there were barriers to 

linking the immunization registry to Medicaid enrollment files 

Invest in robust data warehouses Illinois’s Enterprise Data Warehouse matches Medicaid/CHIP data 

with data from multiple other sources (e.g., immunization records 

and vital statistics). That has been a major facilitator of the state’s 

ability to report on the Child Core Set 

Oregon used enhanced Federal Medical Assistance Percentage 

(FMAP) matching funds available from CMS to upgrade its Medicaid 

Management Information System to allow the state to flexibly 

produce quality measures 

Organizational factors 

Identify leaders in the Medicaid agency who will prioritize Child Core Oregon’s in-house quality measurement expert ensured that the agency 

Set reporting prioritized reporting on the Child Core Set and was able to 

troubleshoot technical issues 

Allocate funding to IT/programming staff with expertise in quality Illinois used grant funds to hire a programmer who greatly improved 

measure reporting the efficiency and sustainability of the state’s systems for extracting 

data to report the Child Core Set 

If the state agency lacks human resources with quality measurement Maine contracts with a local public university to produce quality 

training, contract with an external organization, such as a local measures from its Medicaid claims database. University staff have 

university or an EQRO knowledge of the claims data and technical expertise with quality 

measure construction 

Pennsylvania’s EQRO worked with health plan data and conducted 

quality checks to ensure that the administrative and hybrid measures 

were accurate 

Coordinate with other state agencies/programs to align measures and 
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Table 4 continued 

Action Select examples from case study states 

Modify Medicaid managed care contracts to enable reporting of the 

Child Core Set 

Oregon’s Medicaid managed care plans have long been required to 

submit complete and accurate encounter data. This enabled Oregon to 

generate administrative measures 

Pennsylvania’s health plans were contractually obligated to report 

plan-level Child Core Set measures to the state agency 

In preparation for increased managed care penetration beginning in 

2015, Illinois included encounter data reporting requirements in its 

managed care contracts 

Behavioral factors 

Participate in federal grants or other capacity building initiatives to 

increase motivation to produce and report measures 

Illinois grant staff described the CHIPRA grant as the ‘‘touchstone’’ 

around which they could focus attention on measure production, 

despite competing priorities in the Medicaid agency 

Engage stakeholders to help generate demand for the measures and 

elevate reporting efforts on states’ agendas 

In Oregon, MCOs, policymakers, and the academic community 

expressed interest in the state’s performance on the Child Core Set 

measures, which helped influence the state to prioritize generating 

and reporting on these measures 

learned are likely to be transferrable to other states. Also, 

the analysis is retrospective, based primarily on extant data 

from interviews conducted for the evaluation; we have no 

data on inputs and contextual factors not covered in the 

initial interviews that could have influenced states’ 

reporting capacity. We conducted supplemental interviews 

in 2015 to mitigate this limitation. 

We cannot assume direct causal links between the 

CHIPRA Quality Demonstration Grant Program and 

improvements in measure reporting. Other ongoing federal 

and state health reform activities not addressed in this study 

are likely to affect states’ measure reporting capacity. 

Conclusions 

States that used their CHIPRA Quality Demonstration 

grants to focus on the Child Core Set increased the number 

of measures they reported to CMS more than non-grantee 

states and states that used their grants for other purposes. 

Our analysis shows that if states invest in data quality and 

reporting systems over time; identify staff or contractors 

with quality measurement expertise; and make use of 

technical assistance, financial support, and other capacity 

building resources, they can overcome many of the chal­

lenges to reporting most of the Child Core Set measures. 

Acknowledgments All phases of this study were supported by a 
contract with the U.S. Department of Health and Human Services, 

Agency for Healthcare Research and Quality (HHSA290200900019I/ 

HHSA29032004T). The views expressed in this paper are those of the 

authors. No official endorsement by any agency of the federal gov­

ernment is intended or should be inferred. The authors wish to 

acknowledge Brenda Natzke, M.P.P., and Michaela Vine, M.P.H., 

from Mathematica Policy Research for research support; Margo 

Rosenbach, Ph.D., from Mathematica Policy Research; Cindy Brach, 

M.P.P., and Linda Bergofsky, M.S.W., M.B.A., of the Agency for 

Healthcare Research and Quality; and Barbara Dailey, M.S., and 

Elizabeth Hill, M.H.S., of the Centers for Medicare & Medicaid 

Services, for contributing to case selection and providing valuable 

comments. We also thank the demonstration project staff, state 

Medicaid agency staff, and other stakeholders who provided infor­

mation for the case studies, particularly Gwen Smith, B.A. and Julie 

Doetsch, M.A. (Illinois); Kyra Chamberlain, M.S. (Maine); Charles 

Gallia, Ph.D., and Oliver Droppers, Ph.D. (Oregon); and David Kel­

ley, M.D. (Pennsylvania). 

Funding All phases of this study were supported by a contract with 
the U.S. Department of Health and Human Services, Agency for 






