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Welcome  and Introductions  

   

Michaela Ferrari (UCLA) opens the  meeting, outlines the agenda  for the webinar, and  

introduces Anastasia  Dodson (DHCS).  Ms. Dodson welcomes everyone to the  first 

meeting of the  Outcome Measures/Quality TWG,  discusses the importance of  this 

particular TWG to the  CCS Redesign, and  notes that the work of this TWG will likely  

continue in some  form  beyond the  timeline  for the  other TWGs. She  reiterates that 

DHCS wants to ensure that the Redesign is about quality, the  Triple Aim, and  

measurement to ensure our goals are being reached.  Ms. Dodson then  solicits any  

questions from  the  audience  about the  TWG  or  CCS Redesign process generally:  

 

1. 	 Richard Rabens, MD (Kaiser Permanente Northern California)  asks about the  

relationship of the CCS Redesign to the  Title V Needs Assessment process that 

is also currently  happening, and in particular, if the resulting measures 

established  by each  are being coordinated. Ann Kuhns (California Children’s 

Hospital Association) echoes the sentiment,  noting that for people participating  

in both processes it has been difficult to keep  up with all  of  the meetings, some  

of which have seemed  redundant. Ms. Dodson  apologizes for the lack of  

coordination  thus  far and assures everyone that DHCS is working hard internally  

to align the two efforts, to  make sure the work is complementary and not 

duplicate efforts. 

 

http://healthpolicy.ucla.edu/programs/health-economics/projects/ccs/Pages/Outcome-Measures---Quality.aspx
http://www.ihi.org/Engage/Initiatives/TripleAim/pages/default.aspx


 

Ms. Ferrari does a roll call for TWG  members to see who  is on the line, then begins the  

presentation. She reminds participants  of the  six  Goals for the CCS Redesign, which 

were developed based on stakeholder feedback at the  first Redesign Stakeholder 

Advisory Board (RSAB) meeting and DHCS’ priorities. She notes that these goals 

should be  used to guide the outcomes and measures that are prioritized by the  TWG. In  

addition, given the general consensus among RSAB  members to  establish a baseline  

for CCS to  measure progress from, she  notes that the specific tasks of this TWG  are to:  

1. 	 Decide what the baseline  metrics to measure progress over time should be  

2. 	 Determine what data  are needed to establish  the  baseline  metrics  

3. 	 Evaluate if  existing sources of data are sufficient to do so, and if  not, where the  

gaps in data  are  

4. 	 Make recommendations for data collection methods and  metrics to  fill those  

gaps in the redesigned CCS delivery system  

 

Review of Goals and CCS Data  Sources  

 

Ms. Ferrari notes that those  tasks, the Goals of the CCS Redesign, and  the Triple Aim  

should all  be kept in mind during the  upcoming TWG  conversations. She  notes that the  

first presentation of the day will be  from Lee Sanders, MD (Stanford Center for Policy, 

Outcomes, and Prevention (CPOP)), whose team has gone  through a comprehensive  

process to establish quality outcomes for CCS outpatient (OP) care from  existing data. 

She  summarizes  the existing  CCS administrative data sources (more detail  for which 

can be  found in  Brian  Kentera’s (DHCS) previous presentation  for the  Data TWG), 

which include:  

1. 	 Paid fee-for-service (FFS) claims and  managed care encounters in  the  Standard 

35C  (S-35C)  file  format  

2. 	 Eligibility data  from the Medical-Cal Eligibility Data System (MEDS) and  from  

Children’s Medical Services Network (CMS Net) for CCS enrollees  

3. 	 CCS Service Authorization Request (SAR) data  

4. 	 The Provider Master File, including CCS-approved providers, facilities, and  

special care centers   

 

A  few questions regarding these  data are asked:  

1. 	 Laurie  Soman (Children’s Regional Integrated Service System  (CRISS))  inquires 

about the quality of the managed care encounter  data that currently exists. 

Linette Scott, MD (DHCS) acknowledges that while  there have been some  quality  

issues, DHCS has put significant effort in the  past two years into improving the  

completeness and timeliness of the data, and have seen  demonstrable 

improvement  as a result. Dr. Scott also notes that all of  the managed care plans 

 
 

http://www.dhcs.ca.gov/services/ccs/Documents/CaliforniaChildren%27sServicesRedesignGoals.pdf
http://healthpolicy.ucla.edu/Documents/Spotlight/Data%20Technical%20Workgroup%20Kick-off%20Webinar%20-%20FINAL.pdf
http://healthpolicy.ucla.edu/programs/health-economics/projects/ccs/Pages/Data-Workgroup.aspx
http://www.dhcs.ca.gov/dataandstats/data/Pages/MMCDClmsEncDataRpt.aspx
http://www.dhcs.ca.gov/dataandstats/data/Pages/MMCDClmsEncDataRpt.aspx


 
 

are currently switching  over to the national standard, the 837  file  format, which 

will provide improved ability to do data checks and validations, as well as allow  

more than 20 diagnosis codes per  encounter.  In response to Ms. Soman’s follow-

up question regarding the timeline  for implementing the 837  format,  Dr. Scott  

indicates that the process  is currently happening and DHCS  intends  for it to be  

operational in the next few months.    

2. 	 John  Patrick Cleary, MD (California Association of Neonatologists) asks if the  

TWG will be looking at inpatient (IP) care and  patient experience, in  addition to  

the OP  metrics from CPOP Stanford that Dr. Sanders will be  presenting. Edward 

Schor, MD (Lucille Packard Foundation  for Children’s Health) also comments [via 

the webinar chat box] that the  TWG should also look at system capacity, 

processes, and standards. In  response to Dr. Cleary and Dr. Schor, Dr. Scott  and  

Ms. Ferrari emphasize that the goal of the day is not just to introduce the  OP  

measures that are currently accessible  from  existing CCS administrative data, 

but also to solicit ideas from  the  TWG  about what is missing from  those  metrics, 

and  how we might collect additional data in the  future to  drive quality and  

measure improvement in other areas of importance.  

3. 	 Athena Chapman (California Association of Health  Plans) asks  if  DHCS has any  

understanding about where CCS enrollees are currently accessing services,  in 

order to identify common access issues in the system of care. Ms. Ferrari directs 

Ms. Chapman to Stanford CPOP’s policy briefs, which include  an  analysis of IP  

paid claims by  site  of care. Ms. Dodson also refers Ms. Chapman to  the  CCS  

dataset  that DHCS made available online.  

 

Ms. Ferrari reminds the  TWG  members that they can submit requests for data  from 

existing  CCS  sources to the Data  TWG  using  the Data Request Form. They are to  email  

completed requests  to  her: michferrari@ucla.edu  

 

Stanford CPOP’s OP  Quality Indicators from Existing CCS Administrative Data  

 

As Dr. Sanders is unable to  present, Ms. Ferrari  introduces the work that his team at  

Stanford has  done to develop quality indicators for OP  care. She notes that the  few  

quality indicators for OP care that do exist for children  have been  adapted and validated  

from  adult indicators; of  those, none are specific to Children with Special Health Care  

Needs (CSHCN) or derivable from administrative data. Thus, Stanford’s work fills an  

important gap in the  field.   

 

Dr. Sanders’ team  began by conducting a systematic literature review and identified  48  

candidate indicators from  5  main “domains”:  

1. 	 Access to Medical Home  Services   

https://cpopstanford.wordpress.com/reports-and-policy-briefs/
https://cpopstanford.files.wordpress.com/2014/12/policy-brief_cost_site-of-care_all-groups_v5_final.pdf
http://healthpolicy.ucla.edu/programs/health-economics/projects/ccs/Pages/ccs-data.aspx
http://healthpolicy.ucla.edu/programs/health-economics/projects/ccs/Pages/ccs-data.aspx
mailto:michferrari@ucla.edu


 

2. 	 Access to Pharmacy Services  

3. 	 Access to Urgent and  Follow-up Care  

4. 	 Potentially Preventable (Ambulatory-Sensitive) Hospitalizations  

5. 	 Home  Health and OP  Therapies  

 

They then conduced a  modified  Delphi process that included  focus groups and iterative  

surveys, narrowing the indicators down to  19  based on receiving  mean scores greater 

than 7 (on  a rating scale of  1 to 9).  Ms. Ferrari reviews the list of  19  priority indicators 

briefly, clarifying  that Stanford’s process was separate  from the CCS Redesign  process, 

and  therefore the Delphi reviewers did not necessarily have the  CCS  Redesign Goals in  

mind when they were ranking the indicators. However, several of  the indicators do lend  

themselves well to  the  Goals, particularly  maintaining quality, streamlining care delivery, 

and  building on lessons learned. Ms. Ferrari  notes that CPOP has assessed cost-

effectiveness previously  with CCS administrative data.  

1. 	 Ms. Kuhns asks if the list of indicators will be made available to  TWG members  

that they can be shared with other colleagues in the  field. Ms. Ferrari notes that 

the indicators will be available in a  forthcoming publication  from CPOP [and  

clarifies after the meeting that the indicators should not be shared until the  

publication has been released].  She refers Ms. Kuhns to the  CPOP  website  for 

all of their policy briefs.  

 

Ms. Ferrari also  introduces some additional quality indicators that CPOP suggested,  

which, while  not accessible  from existing CCS administrative data,  could potentially be  

collected in the  future  from parent or provider surveys, medical records, patient 

registries, etc.  These proposed  measures include satisfaction with care, child’s school 

absence, parents’ missed work or loss of income, coordination with non-medical 

services, transition planning, use of telemedicine in rural areas, etc.  Ms. Ferrari  

suggests that, using the existing OP quality indicators that CPOP  has developed  from  

CCS administrative data as a baseline, the  TWG  members should identify what other 

measures they think are necessary/important and what data sources could be  used or 

created to  fill those gaps in data collection and measurement  as part of the Redesign.  

 

Guided Discussion  of  Additional Indicators for CCS  

 

The co-chairs lead a  discussion  of what additional measures the  TWG members would 

like to see collected in  the redesigned CCS system of care, particularly in the context of  

driving high quality  care  and outcomes. Joseph Schulman, MD (DHCS) suggests two  

broad questions to  drive the discussion:  

1. 	 What are the core questions that need to be  answered by the  outcomes and  

quality data?  

 

https://cpopstanford.wordpress.com/


 

2.  How do existing or future measurements help us connect our processes to  our 

outcomes, so we can evaluate the outcomes  we produce?  

A summary of  the main themes that arose in  the  ensuing conversation is as  follows:  

1. 	 System Capacity:  

a. 	 Ms. Soman suggests that in addition  to  looking at  outcomes, we should 

look at the  capacity (provider networks, pharmacy, durable medical 

equipment (DME), audiology, etc.) and  processes of  the system of care, to  

do a “barriers analysis”  of sorts. She posits that  achieving good outcomes  

may be inhibited by issues of capacity or process that haven’t been  

identified.  

b. 	 Ms. Chapman echoes Ms. Soman’s sentiments, clarifying her earlier 
question about where CCS  enrollees’  access  services and suggesting that 

some are going to non-paneled providers, who then  have  problems,  

getting reimbursed due to the length of time involved in becoming paneled  

with CCS.  

c.	  Ms. Kuhns concurs with Ms. Chapman  and says she would like to see  

information  about CCS enrollees’ patterns of  care in  more granularity. In  

addition, she suggests that the  TWG  needs to look at timely access to  

care  as one of  the process elements of system capacity.  

d. 	 Ms. Dodson suggests that,  at least in regard to the provider network and 

paneling  aspects  of capacity, the  Outcome Measures/Quality TWG  may  

want to collaborate with the Provider Networks/Access TWG, and  perhaps 

host a joint webinar  to  discuss these issues.  

e. 	 Dr. Schulman summarizes by suggesting that the  TWG senses a gap  

between system capacity and demand, and that this should be a central 

issue to a ddress  in the Redesign.  

2. 	 Effective Care  

a. 	 Karen Dahl, MD (Valley Children’s Hospital) suggests that in addition to  

access to care, CCS  should measure the effectiveness of care; the  

question is not simply “Is the child getting to the clinic?” but “Did the  

provider do the  ‘right’  things during the visit?”  To some  degree, this will be  

diagnosis-specific.  

b. 	 Dr. Rabens suggests that patient and  family satisfaction with care, 

(communication,  timeliness, etc.), how much  school the child  misses, how  

much work  the parent/caregiver misses, etc.,  are also all elements of  

effective care  from the  CCS  family’s  perspective.  

c. 	 Dr. Dahl and Ms. Dodson reiterate  the  need  for  parent/caregiver 

representatives on  the  TWG, and encourage  members to  make  

nominations.  

3. 	 Functional Outcomes  

 



 
 

a. 	 Ms. Kuhns adds that patient safety is another domain for measuring  

quality, and suggests the  frequency of adverse drug events in the OP  

setting as an  example.  

b. 	 Dr. Scott  concurs that  patient safety in both  the IP and OP setting are 

important to  measure, particularly given the complexity of many patients’ 

needs.  

c.	  Dr. Schulman  echoes Dr. Rabens’ previous comments, suggesting that 
days of school or work lost are also a measure of  functional outcomes.  

4. 	 Care Coordination  

a. 	 In response to Dr. Scott’s request for suggestions regarding how to  
measure care coordination and  family-centeredness, Ms. Chapman  notes  

that she  and her colleagues have struggled with this, as suggests that the  

measures will depend, to some  degree, on  the  system of care (i.e., FFS 

versus managed) that results from the Redesign. In addition to  that,  there 

may be county-by-county variation in the models, which poses additional 

challenges for determining measures for care coordination and  family-

centeredness.   

b. 	 Ms. Dodson suggests that perhaps the  TWG  should look to both initial and  

long-term  measures of care coordination; the  things that can be quickly  

assessed in the initial part of Redesign implementation, such  as if there is 

a care plan in place, and  more long-term  measures. 

c. 	 Dr. Scott  adds that health information technology has both short and long-

term  measures that relate to care coordination:  the  existence of electronic 

health records  (EHR), EHR incentive payments, and electronic patient 

portals are all short-term  measures. EHR meaningful use, system  

integration  (primary and specialty providers using the same EHR),  and  

effective provider-to-provider electronic communication are more long-

term  measures.   

d. 	 Dr. Schulman  posits that TWG members may be struggling  with the idea  

of how best to measure coordinated care. He says that developing  

measures implies that  we have an existing baseline  measure of  care  

coordination, in order to know if any changes from the Redesign are  

improvements, and asks the  members to explain how they currently  

assess care coordination.  

e. 	 Dr. Dahl says locally, patient satisfaction surveys and patient complaints 

are the  main vehicle  for evaluating care coordination.  

f. 	 Dr. Schor suggests [via chat box] that it may be useful to stratify care 

coordination “as it is measured,” e.g., referral assistance, feedback 

integrated into care, provider communication, case  management  

provision, care plans, transition  planning, and designation of care 



coordinators.   He adds that if one were to  focus on care coordination  from  

administrative data, EMR use and duplication of lab tests could be  

measured.  

g.	  In response to  a comment from Dr. Rabens about Kaiser’s integrated EHR  
system, Ms. Chapman  suggests that it would be easier to implement an 

EHR  system like Kaiser’s if CCS had  a  more integrated system  of care, 

rather than the current  one with a variety of FFS and managed care  

providers who are not  always contracted with the same health plan. She  

suggests that CCS  also needs  a single case  manager to coordinate all of  

this.  

h. 	 Dr. Schor adds [via chat box] that as a  substantial portion of CCS children  

have a behavioral health need, quality measures should include  

coordination  between  physical and  mental health services, even though  

CMS doesn't include  mental health services in their priorities.  

5. 	 Cost Effectiveness  

a. 	 Dr. Scott  solicits TWG  members’ thoughts on  how to ensure cost 

effectiveness, but also  emphasizes that by working toward many of the  

goals previously discussed  –  system capacity and processes,  care 

coordination, effective care, etc. –  you can indirectly drive cost 

effectiveness in the system.  Ms. Soman  adds that she thinks we should 

first focus on setting parameters for quality, effectiveness, and efficiency  

to drive cost effectiveness.   

b. 	 Ms. Chapman remarks that regardless of the  model(s) that result from the  

Redesign, you have to  allow some  lead  time in any new system before 

you can show cost effectiveness.  

c.	  In response to  a question  from Ms. Soman asking for guidance on what 

“quality” means in terms of profit, capacity, access, and  family satisfaction,  

Ms. Dodson says it means all  of the  above. DHCS is interested, she  says, 

in meeting the goal of  cost neutrality while also improving quality  –  

providing the best possible care  to CCS enrollees.  

d. 	 Ms. Kuhns notes some stakeholders’ concerns  that we may end up  

measuring the “easy” things first,  and other important but less easily  

evaluable things will suffer as a result. She also adds that it is important 

that any efficiencies resulting from  the Redesign  are reinvested in the  

system of care for CYSHCN.  

 

Dr. Scott concludes the conversation with the suggestion that,  per Ms. Kuhns’  last  

comment, the  TWG  members should begin to think about  how  to  measure those  

important but less easily quantifiable  elements of quality care that we spent the  meeting  

discussing.  

 
 



 
 

 

 

 

CMS Core Measures and Medi-Cal Dashboards  

 

Dr. Scott introduces the group to some other related work that is happening at DHCS.  

She gives an overview of  the Center for Medicaid and Medicare  Services (CMS)  core 

measures for adults and children that were a requirement of the ACA, in an attempt to  

standardize reporting across systems. She  notes that while there is a lot of data that  

exists for various public health programs, they are  not currently easily accessible or in 

one  place.  Thus, DHCS has launched a  “Dashboard Initiative,” similar to the  one that 

exists for Medi-Cal Managed Care, and this is something that could be  a consideration  

for CCS as well. She also reviews the managed care Encounter Data Improvement 

Project (EDIP) mentioned earlier in the webinar, as well as their work to de-identify data  

and create confidentiality guidelines for public reporting.   

 

Wrap-up and Next Steps  

 

Dr. Scott  reiterates Ms. Dodson’s comments from  the  beginning of the webinar that the  

CCS Redesign team is working hard to align its  efforts with the  Title  V Needs  

Assessment activities.   

 

Ms. Soman  asks a  final question regarding whether or not the  California Perinatal 

Quality Care Collaborative (CPQCC) data will be  analyzed as a way of assessing the  

State’s quality standards, which  are imposed  and  maintained  by CCS.  Robert Dimand,  

MD (DHCS) echoes [via chat box] the  desire to use CPQCC, Virtual PICU Systems, 

LLC (VPS), Children’s Oncology Group, and  other subspecialty data sets.  Ms. Ferrari  

responds by informing Ms. Soman  that the Data  TWG is currently exploring the  

possibility of  using CPQCC data and the analyses that may be  possible.   

 

Ms. Ferrari  summarizes the  main points of consensus from  the  day’s discussions, and  

encourages TWG  members to send  existing literature,  measurement tools, or other 

resources  to her  (michferrari@ucla.edu)  to share with the rest of the  TWG, along with  

completed  Data Request Forms.   

 

Ms. Dodson thanks everyone  for taking the  time  to participate, reiterates that  

coordination with  Title V is and will be happening, and  reminds everyone that we will  

inform  them  of  upcoming meetings as they are scheduled.    

 

 

http://www.dhcs.ca.gov/provgovpart/Pages/DHCSDashboardInitiative.aspx
http://www.dhcs.ca.gov/services/Pages/MngdCarePerformDashboard.aspx
mailto:michferrari@ucla.edu

