How Can We Tell Whether Medicaid
MCOs are Doing a Good Job for Kids?
by Andy Schneider

Key Findings

Introduction

zz Medicaid managed care organizations (MCOs) are

Nearly 40 percent of the nation’s children—37 million—
are covered by Medicaid.1 Of those, over two thirds
are enrolled in managed care organizations (MCOs).
While not all state Medicaid programs enroll children in
MCOs, in 24 of the states that do, more than 80 percent
of Medicaid beneficiaries who are children are enrolled
in “comprehensive managed care”—i.e., MCOs.2 In all
likelihood, the percentage of Medicaid children enrolled
in MCOs is even higher today.3

responsible for the provision of needed health care
services for the large majority of the 37 million lowincome children enrolled in Medicaid.
zz Federal and state governments have a major investment

in Medicaid MCOs; in FY 2018, they are projected to
spend about $275 billion paying MCOs for all enrolled
populations.
zz Under their contracts with state Medicaid agencies,

Medicaid MCOs assume financial risk for the provision
of covered services to enrollees; as a result, they have
an incentive not only to coordinate care for enrollees in
order to reduce unnecessary use of high-cost services
but also to limit enrollee access to services and shift risk
to providers.
zz Federal Medicaid regulations are designed to mitigate

the incentives to limit services as well as to ensure
accountability of MCOs for the accessibility and quality
of care; transparency requirements are one of the key
regulatory oversight mechanisms.
zz Currently there is no single set of measures in common

use by state Medicaid agencies and the Center for
Medicare & Medicaid Services (CMS) to assess whether
children enrolled in MCOs are receiving quality care, and
there is no publicly accessible national database with
information on how well individual MCOs are serving
enrolled children.
zz The federal Medicaid regulations are being reconsidered

by CMS; if the transparency requirements are weakened,
the public will have less information with which to tell
whether individual Medicaid MCOs are doing a good job.
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As of March 2017, a total of 275 Medicaid MCOs
operated in 38 states and the District of Columbia to
provide covered services to Medicaid beneficiaries; 12
state Medicaid programs did not contract with MCOs.4
Federal and state Medicaid spending on managed care
(including MCOs and other types of managed care) will
total an estimated $275 billion in FY 2018.5
MCOs contract with state Medicaid agencies to ensure
that beneficiaries receive covered Medicaid services
when medically necessary. MCOs may be private
for profit, private nonprofit, or public. Regardless of
corporate structure, under the contract with the state
Medicaid agency, MCOs agree to take responsibility
for arranging for the provision of services specified by
the state to enrolled beneficiaries through a network
of providers that the MCOs (or their subcontractors)
have assembled. In exchange, the MCOs receive a
capitation payment from the state for each enrollee—
a fixed amount per member per month (pmpm). The
payment must be “actuarially sound”—basically, it
must be sufficient to enable an MCO to assemble and
pay a network of providers for the covered services

CCF.GEORGETOWN.EDU MEDICAID MANAGED CARE ORGANIZATIONS 1

that are needed by the particular beneficiaries who enroll
with the MCO and to do so without excessive administrative
costs or profits.
To oversimplify, this contractual arrangement, with its use
of capitation payments, shifts financial risk for the costs of
Medicaid services from the state Medicaid agency and the
federal government to the MCO.6 In doing so, it provides a
measure of fiscal predictability for state and federal budgets.
Within limits, if the MCO spends more on covered services
than the capitation payments from the state Medicaid
agency, the MCO absorbs the loss; if it spends less, it
keeps the difference. This gives the MCO an incentive to
limit what it pays its network providers, either by reducing
the use of covered services by enrollees or constraining its
reimbursements to providers, or both.7 Depending upon
the capitation rates, the cost of an adequate provider
network, the use of services by enrollees, and other factors,
a Medicaid risk contract can be highly lucrative for an MCO8
and its management9 or a losing business proposition.10
The implications for Medicaid beneficiaries are fundamental.
Under these risk contracts, the state Medicaid agency
will pay only the MCO for the services covered under the
contract; if the enrolled beneficiary is unable to obtain
needed services from the MCO’s provider network even
though the services are covered under the contract, he or
she may go without or seek care at the emergency room.
If the capitation rates paid to an MCO are not adequate, it
may not have the resources to pay its network providers
adequately or to make the investments in information
systems and case management to ensure adequate quality
of care. If an MCO does not pay providers adequately, and
is therefore unable to recruit or retain sufficient numbers
of providers into its network, access to services may be
compromised. And if the providers that the MCO does
recruit to its network are not good at what they do, then the
quality of care available to enrollees may be substandard.
Finally, the complex corporate structure of some MCOs,
involving multiple layers of “subcapitation,” may enable
bad actors to divert Medicaid funds from patient care and
compromise the reporting of performance data.11
Capitation payment can also provide incentives for MCOs
to manage the care of enrollees more effectively than
would occur in less formal, fee-for-service arrangements. If

MCOs implement strategies to improve the coordination of
services, especially for high-cost enrollees, they can reduce
the use of expensive inpatient services while at the same
increasing access to primary and preventive care. There is
evidence that preventable hospitalization rates are lower in
Medicaid managed care than in Medicaid fee-for-service.12
There is also evidence that some MCOs are implementing
innovative approaches to care coordination of children with
special health care needs.13
Federal regulations contain a number of beneficiary
protections that are designed to ensure that the incentive
inherent in capitation does not result in the denial of access
to covered services or substandard quality of care.14 State
Medicaid agencies that elect to contract with MCOs must
incorporate these protections into the contracts15 and
monitor compliance with them.16 Among the state agency
oversight responsibilities are ensuring the transparency of
information relating to the performance of individual MCOs.
These access and quality regulatory requirements do not
apply to the Medicaid fee-for-service delivery system.
This uneven regulatory playing field makes head-to-head
comparisons between Medicaid managed care and feefor-service delivery systems difficult. Because such a high
percentage of Medicaid-eligible children are enrolled in
MCOs, however, the more important question is how the
quality of care received by children in one MCO compares
with that in another. The Medicaid and CHIP Payment and
Access Commission (MACPAC) recently noted, “it is difficult
to evaluate the effect of managed care on quality of care,”
which may explain why research findings on Medicaid
managed care quality outcome “are scarce and have mixed
results.”17
The purpose of this paper is to describe the current federal
transparency requirements and explain how they can be
used to assess how well individual MCOs are serving the
Medicaid-eligible children enrolled with them. The paper
starts with a summary of the obligations Medicaid MCOs
have toward children, reviews the measures for MCO quality
performance vis-à-vis enrolled children, and identifies the
information that is required to be publicly available to assess
the performance of individual MCOs. It concludes with
suggestions for using transparency to improve the quality of
care for children enrolled in MCOs.
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What are the obligations of Medicaid MCOs to enrolled children?
Medicaid has a guaranteed benefit that is custom-made
for children: Early and Periodic Screening, Diagnostic, and
Treatment (EPSDT) services.18 In the case of children who
are in mandatory eligibility categories—for example, all
children under age 19 in families with incomes at or below
133 percent of the Federal Poverty Level—Medicaid does
not impose copayments or other types of cost-sharing for
EPSDT services.19 If a state Medicaid agency contracts
with an MCO to furnish services to enrolled children, the
contract must specify the EPSDT services for which the
MCO is responsible; all other EPSDT services remain the
responsibility of the agency, which can provide them on
a fee-for-service basis or contract with another MCO to
provide those services.20
On paper, EPSDT articulates comprehensive health
coverage for children.21 Each child enrolled in Medicaid
is entitled to a periodic, age-appropriate screening that
includes assessments of physical and mental health,
tracks progress on developmental milestones, and
provides appropriate immunizations, blood lead level tests,
and health education. If a routine screening indicates that
the child needs further evaluation of an illness or condition,
the Medicaid program must pay for any necessary
diagnostic services and any needed treatment, even if
the program does not cover the diagnostic or treatment
services for adults. EPSDT also includes vision, hearing,
and dental services.
EPSDT is designed for children from low-income
families, who are at higher risk for health problems and
developmental delays. It is particularly valuable to children
with special health care needs, children with disabilities,
and children in foster care, because it ensures that they
receive the diagnostic and treatment services they need.
It is also important to children who are basically healthy,
because it ensures that they have coverage for routine
preventive care and for diagnostic and treatment services
identified during regular check-ups. These services include
eye exams and, if necessary, eyeglasses; dental exams
and needed dental services; and hearing screens and
services. Routine developmental screenings are especially
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important for young children; these screens identify
possible delays that trigger further evaluations and, if
appropriate, lead to referrals for early intervention or other
services to address the delays.
Whether EPSDT achieves its promise depends in large
measure on how effectively the state Medicaid agency—or,
in managed care states, the MCO—implements the benefit.
How well the MCO implements the benefit depends in part
on how well the contract between the state Medicaid agency
and the MCO is drafted.22 The Center for Medicaid and CHIP
Services (CMCS) collects information from states on form
CMS-416, Annual EPSDT Participation Report, to assess
how effectively they are implementing EPSDT. 23 CMCS
posts national and state-specific data annually; the most
recent are for FY 2016. The CMS-416 aggregates data for
all eligible children, not just those in MCOs, and it does not
break out data specific to individual MCOs.
The CMS-416 is the source of two key metrics for EPSDT
implementation: the participant ratio (total eligible children
receiving at least one initial or periodic screen/total eligible
who should receive at least one initial or periodic screen);
and the screening ratio (total screens received/expected
number of screenings). These ratios are reported by age
group (<1, 1-2, 3-5, 6-9, 10-14, 15-18, and 19-20). In
addition, the form allows CMCS and the states to manually
calculate utilization ratios for a range of dental services.24
There are significant limits to the CMS-416 and the
performance metrics derived from it.25 For example, the
screening ratio does not tell whether a given child is
receiving one screen per year or several, or whether
children are receiving the right screenings at the right
time.26 Nor can the data enable tracking of the provision
of different types of screens (e.g., developmental, vision,
hearing or others identified within each state’s periodicity
schedule to address multiple aspects of a child’s
development).27 In addition, the CMS-416 does not enable
us to tell whether children are in fact accessing the followup services that may be needed as a result of a screen or
evaluation—key to EPSDT’s benefit guarantee for children.28
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What data are needed to know whether children enrolled in a
Medicaid MCO are receiving quality care?
There is currently no single set of measures in use by
CMS and state Medicaid agencies to assess whether
children enrolled in MCOs are receiving quality care. This is
unfortunate. As Tricia Brooks of the Center for Children and
Families has observed

“Importantly, as Medicaid increasingly turns to private
managed care as the primary delivery system, measuring
quality is a critical check on plan performance in providing
required services and benefits. Collecting and reporting data
is not enough; data must be analyzed, compared, and trended
over time to identify opportunities for improvement, to
measure progress on quality improvement (QI) initiatives,
and to meet specific performance targets.” 29
It would be helpful if state Medicaid agencies and
CMS were all on the same page, using a common set
of measures that would enable comparisons of MCO
performance vis-à-vis-children and other enrolled
populations across all states, not just within states. Some
progress in this direction has taken place in recent years,
but we are not yet at full alignment.
At the direction of Congress, CMS has developed a
Child Core Set of Health Care Quality Measures, a set of
standardized evidence-based measures.30 CMS reviews
and updates the Core Set annually.31 The 2018 version
includes 26 measures organized into six buckets—1)
primary care access and preventive care, 2) maternal and
perinatal health, 3) care of acute and chronic conditions, 4)
behavioral health care, 5) dental and oral health services,
and 6) experience of care).32 State reporting of these
measures is voluntary, and not all states report on all
measures.33 (State reporting will become mandatory with
the annual report for FY 2024).34 Moreover, the reported
data are state-level only and do not describe which
measures were reported by which MCOs, much less
allow a head-to-head comparison of the performance of
individual MCOs.
Different state Medicaid agencies use different measures
in assessing the quality of care received by children
enrolled in MCOs. Consider the two states with the most

children enrolled in Medicaid MCOs, California and New
York.35 California’s Department of Health Care Services
posts a Medi-Cal Children’s Health Dashboard which sets
forth the statewide average performance rates across
all plans for 10 different performance measures 36 and
links to the External Quality Review Organization (EQRO)
report that provides the performance rates for each of
the 10 measures for each MCO.37 The New York State
Department of Health posts a head-to-head comparison
of the performance of each of its contracting MCOs (15
in 2017) that includes 18 separate measures of child and
adolescent health quality.38 Like California, New York also
posts EQRO reports on the performance of each MCO
that includes quality measures.39
Both states present the nationally developed Healthcare
Effectiveness Data and Information Set (HEDIS)
measures40 in comparing MCO performance; while there
is some overlap, the measures are not identical.41 Neither
state uses all of the 16 CMS Child Core Set measures in
the domains of Primary Care Access and Preventive Care,
Care of Acute and Chronic Conditions, and Behavioral
Health Care.42 California, New York, and the CMS Child
Core Set overlap on just five measures.43
To understand why there is no single set of child health
quality measures in common use, one need only look at
the recent report prepared by the North Carolina Institute
of Medicine for the state’s Medicaid agency.44 The Institute
was asked to develop a set of quality metrics to be used
as the state moves to Medicaid managed care. The
measures were to simultaneously address four policy
goals (the Quadruple Aim): improving population health,
enhancing patient experience, lowering health care costs,
and improving the experience and work life of health care
providers.
In the course of identifying the measures, an interdisciplinary
Task Force under the auspices of the Institute “considered
measures across a broad spectrum of health care, care
settings, and populations, including but not limited to public
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health, population health, whole-person health (integration
of mental, physical, and oral health), pediatrics, oral health,
key high-cost high-risk subpopulations, mothers and
infants, those with chronic illnesses and foster children,”
as well as “areas of health disparities, including racial and
ethnic disparities and disparities between rural and urban
areas.”

Some of the recommended measures (Screening for
Depression, Asthma Medication, Hospitalization Follow-Up)
apply to both children and adults: “because of the large
proportion of North Carolina’s Medicaid population who are
children (approximately 50 percent), the Task Force sought
to identify cross-cutting measures that would be applicable
to both pediatric and adult beneficiaries.” 46

The result was a set of 30 measures organized into five
broad areas: Improving Population Health; Preventive Care;
Care of Acute and Chronic Conditions; Patient Experience
of Care; Cost and Utilization; and Workforce Wellbeing. Of
these measures, 10 overlap with the CMS Child Core Set.45

What quality data do federal Medicaid regulations require?
In May 2016, CMS published a comprehensive overhaul of
the Medicaid regulations governing state contracting with
MCOs.47 Among many other things, this managed care
rule upgrades the quality measurement and improvement
requirements for MCOs and state agencies and increases
the transparency of information about MCO financial and
quality performance. Most of the new requirements were
to be phased in over a three-year period starting July
2016.48
In June 2017, however, CMS announced that it “intends
to use our enforcement discretion to focus on working
with states to achieve compliance with the managed care
regulations when states are unable to implement new
and potentially burdensome requirements of the final rule
by the required compliance date, particularly provisions
with a compliance deadline of contracts beginning on or
after July 1, 2017.”49 And in a major policy address to the
National Association of Medicaid Directors in November
2017, CMS Administrator Seema Verma promised
to “rollback burdensome regulations that the federal
government has imposed on states,” specifically citing the
managed care rule.50 Thus, most of the compliance dates
for the current managed care rule are negotiable with
CMS, and the rule itself will be “rolled back.”
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That being said, the managed care rule is, at least as
of this writing, still in effect. Unlike the rules relating to
the provision of EPSDT services described above, the
managed care rule does not require that MCOs meet
federally-specified minimum levels of quality for children
or any other beneficiary population. Instead, the rule
requires that state Medicaid agencies identify quality
measures, require contracting MCOs to report on those
quality measures, and make the results public so that the
performance of individual MCOs can be compared. The
rule also continues the previous requirement that state
Medicaid agencies arrange for an annual independent
review of each MCO’s performance by an External Quality
Review Organization (EQRO).51
More specifically, under the rule, state Medicaid agencies
must identify standard performance measures and
require contracting MCOs, on an annual basis, to report
on their performance using these measures.52 The rule
contemplates that CMS “may” specify performance
measures that all state Medicaid agencies would have to
include in the measures they use; to date, CMS has not
issued any such specifications. This provision of the rule
was effective for contract rating periods beginning on
or after July 1, 2017, subject to the CMS “enforcement
discretion” described above.
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The rule also requires that state Medicaid agencies
engage EQROs to assess, on an annual basis, the
accessibility and quality of care received by beneficiaries
enrolled in each MCO with which the state contracts.53
(There is at state option an exemption for MCOs that
also have geographically overlapping contracts with
Medicare Part C).54 In conducting the reviews, the
EQROs are to use protocols developed by CMS.55 (The
federal government pays 75 percent of the cost of these
reviews.56) Protocol 2 requires that EQROs assess the
accuracy of the performance measures reported by the
MCO.57 The results of the review must be included in an
annual detailed technical report that, among other things,
sets forth “methodologically appropriate, comparative
information” about all MCOs with which the state
contracts.58 The most recent report must be posted on the
state Medicaid agency’s website by April 30 of each year.59
The implementation date for these requirements is July 1,
2018, subject to CMS “enforcement discretion.”60
There are other provisions in the managed care rule
relating to quality which, while not specific to children,
could promote transparency about the performance of
individual MCOs. The two most notable are requirements

that states develop and implement a managed care
quality strategy61 and that they implement a quality rating
system (QRS) developed by CMS or adopt an alternative
approved by CMS.62 The state quality strategy, which
must be posted on the state’s website, should include
the metrics and performance targets the state uses to
measure the performance of each MCO with which it
contracts.63 Under the rating system, states would, on
an annual basis, collect data and issue a quality rating
for each MCO with which they contract; the quality
rating would be “prominently” displayed on the agency’s
website.64
The compliance date for the state quality strategy is July
1, 2018, subject to CMS enforcement discretion.65 The
compliance date for the QRS is no later than three years
from the date of a final notice published in the Federal
Register.66 As of this writing, CMS has not published
a final notice. Given the uncertainties associated with
implementation of many of the managed care rule’s quality
requirements, this paper focuses on the MCO-specific
performance measures and transparency requirements
that are currently in place.

What MCO-specific data about the quality of care for children are
publicly available?
National Data Sources
There are two publicly accessible sources of MCO-specific
data at the national level.67 One is a report on Medicaid
managed care enrollment and program characteristics
posted by the Center for Medicaid and CHIP Services
(CMCS) on its Medicaid.gov website. The other is the
Medicaid Managed Care Market Tracker maintained by the
Kaiser Family Foundation. Neither data source provides
information about the performance of individual Medicaid
MCOs specific to the accessibility and quality of services
for enrolled children or any other population of enrollees.68

The CMCS report identifies each MCO in a state, the
geographic region served by that MCO, the MCO’s
Medicaid-only enrollment, and the MCO’s dual-eligible
enrollment (see Table 5). The report does not break
down the number of Medicaid enrollees in each MCO
by age, and it does not provide quality indicators with
respect to children or any other enrollee population for
individual MCOs. The most recent report presents data
from 2015.69 CMCS also collects and posts managed
care enrollment data for children in the CMS-416 Annual
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EPSDT Participation Report, but the data are not specific
to MCOs.70 Finally, CMCS collects the annual EQRO
technical report from each managed care state; the statespecific (but not MCO) results were included in the CMCS
2015 Child Quality Report.71
More recent data from March 2017, are available from
the Kaiser Family Foundation (KFF’s) Medicaid Managed
Care Market Tracker. A total of 275 Medicaid MCOs
contracted with state Medicaid agencies in 38 states and
the District of Columbia; 12 states did not contract with
Medicaid MCOs.72 For each state with MCO contracts,
the Market Tracker provides the names of each of the
MCOs participating, as well as each MCO’s total Medicaid
enrollment. The Market Tracker also provides MCOspecific NCQA quality ratings (2016-2017) and identifies
parent firms, which operate plans in more than one state
(September 2016).73 KFF updates the Market Tracker
every fall in conjunction with its Annual 50-State Medicaid
Budget Survey with the National Association of Medicaid
Directors (NAMD).
The Medicaid and CHIP Payment and Access Commission
(MACPAC) publishes state-level data on the percentage
of Medicaid enrollees in managed care by state and by
eligibility group.74 Although plan-specific data are available
in CMS public use files, there are questions about the
reliability of these data, and they are not published by
MACPAC.75

State Data Sources
In the absence of a national data source on MCO-specific
performance on the quality of care for children, advocates
and other stakeholders must turn to state Medicaid
agency and MCO websites.
State Medicaid agency websites vary considerably in the
scope and type of MCO-specific information available. As
the California and New York examples above make clear,
however, some states post their EQRO Annual Technical
Reports, and those reports provide MCO-specific results
on quality performance measures relating to enrolled
children as well as other beneficiary populations. A CMS
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analysis of New York and five other high performing states
(Connecticut, Maryland, Massachusetts, Michigan and
Rhode Island) found that all of them use public reporting
on health plan performance “to provide information to
consumers and promote improvement among health
plans.”76
A survey of state Medicaid agency websites was beyond
the scope of this paper. It is unclear how many states
currently post EQRO Annual Technical Reports or how
many of those states, like New York, use the MCOspecific results to present a head-to-head comparison of
results from all contracting MCOs. Unless the compliance
date for the federal Medicaid rule is postponed or the
requirement is eliminated altogether, all state Medicaid
agencies contracting with MCOs will at a minimum post
these annual technical reports on their websites by July
1, 2018. (The contents of the reports will continue to vary
depending on state specifications).
These reports are just one of the items of information
subject to transparency requirements in the managed care
rule. The others relevant to individual MCO performance
are set forth in Table 1.77 They include the MCO’s contract
with the state, which sets forth its specific obligations,
including those relating to EPSDT and reporting of quality
measures; the names and titles of the MCO’s officers and
directors, who are accountable for the MCO’s performance
under the contract; the MCO’s accreditation status; and
the MCO’s provider network and documentation of its
adequacy.
As shown in Appendix A, the implementation dates for
these transparency requirements vary from July 1, 2017
to July 1, 2018. And, as noted above, CMS will use its
“enforcement discretion” to allow states to develop
their own implementation dates and is reconsidering the
managed care rule in its entirety. Despite this regulatory
uncertainty, the transparency requirements in the current
managed care rule, if implemented, will make more MCOspecific performance data available to the public on the
website of each state Medicaid agency than was available
prior to the rule.
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Table 1: Medicaid MCO Performance Data
Type of Information

State Medicaid
Agency Website
Posting Required

Description

Alternate Source of
Information if not on State
Medicaid Agency website

Contracting MCO(s) and
Parent Firm

Name of each MCO contracting with the
state Medicaid agency

No

KFF Market Tracker*

Accountable Individuals

Officers and directors of MCO

Yes per 42 CFR 438.602(g)(3)

MCO’s website?

Contract with State
Medicaid Agency

Text of contract setting forth MCO
obligations

Yes per 42 CFR 438.602(g)(1)

State Public Records Act?
State Public Contracts website
(RFPs)?

Current Enrollment Data

Number of children enrolled, broken down
by age

No

KFF Market Tracker*

Capitation Payments

Total amounts paid to each plan for enrolled
children

No

State Public Records Act?

Accreditation status

Whether MCO has been accredited by a
private accrediting agency

Yes per 42 CFR 438.332(c)

KFF Market Tracker*

Current Encounter Data

Information relating to the provision of
a covered service to an enrolled child,
including the rendering provider, date of
service, and type of service

No

Medicaid.gov website if
Transformed Medicaid Statistical
Information System (T-MSIS)
data is made publicly accessible

Provider Network
Composition

Providers contracting with MCO to furnish
services to enrolled children

Yes per 42 CFR 438.10(c)
(3), (h)

MCO's website

Documentation of Provider
Network Adequacy

Documentation on which State Medicaid
agency bases its determination that the
MCO’s provider network is adequate

Yes per 42 CFR 438.602(g)(2)

State Public Records Act?

EQRO Annual Technical
Report

Annual detailed technical report prepared by
External Quality Review Organization that
assesses the quality, timeliness, and access
to health care services furnished by each
MCO to Medicaid beneficiaries

Yes per 42 CFR 438.364(c)(2)

State Public Records Act?

HEDIS Performance
Measures (MCO-reported
results)(not all states use
HEDIS measures)

A set of standardized clinical health
measures the allow MCO-to-MCO
comparisons on access to care, including
well-child visits and immunizations

No

EQRO Annual Technical Report,
above; NCQA Quality Compass
(for customers only)

CAHPS Surveys (MCOspecific results)

Annual surveys of that measure enrollees’
experience of care with Medicaid providers
and MCOs

No

EQRO Annual Technical Report,
above; NCQA Quality Compass
(for customers only)

EPSDT Compliance Data

Data that the state Medicaid agency is
required to report to HHS on Form CMS416 to document compliance with EPSDT
requirements

No

State Public Records Act?
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Table 1: Medicaid MCO Performance Data (con’d)
Type of Information

Description

State Medicaid
Agency Website
Posting Required

Alternate Source of
Information if not on State
Medicaid Agency website

Annual Managed Care
Program Report

Report from state Medicaid agency to
CMS that, among other things, assesses
the financial performance and encounter
data reporting by each MCO as well as
the availability and accessibility of covered
services within MCO contracts

Yes per 42 CFR 438.66(e)(3)

State Public Records Act?
CMS?
Freedom of Information Act?

Managed Care State
Quality Strategy

State Medicaid agency’s strategy for
assessing and improving the quality of
services furnished by an MCO, including
quality metrics and performance targets

Yes per 42 CFR 438.340(d)

State Public Records Act?
CMS?
Freedom of Information Act?

Quality Rating System

State Medicaid agency’s system for rating
each MCO annually on the quality of care

Yes, per 42 CFR 438.334(e)

State Public Records Act?

State Fair Hearing
Decisions

Outcome of a beneficiary appeal of a denial
of a service by an MCO

Yes, per 42 CFR 431.244(g)

* See Appendix A for discussion of implementation dates for each requirement.

These required data, while considerably more robust than those provided prior to the managed care rule, do not include
some basic information relating to the performance of individual MCOs in arranging needed services for enrolled children.
Among the missing data are:
zz the

number of children enrolled, broken down by age and disability status;

zz data

documenting the provision of EPSDT services, such as whether required screenings are being done on a
timely basis and whether necessary follow-up diagnostic and treatment services are being delivered; and

zz the

Child Core Set data.

There is, of course, no provision in the managed care rule that would prohibit a state Medicaid agency from posting
these and other non-required data that would enable the public to assess the performance of individual MCOs in serving
children and other beneficiary populations.
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Assessing Performance Measures
The 2016 Annual Technical Report submitted to the District of Columbia Medicaid agency by its EQRO,
the Delmarva Foundation, provides a wealth of information about the HEDIS, Consumer Assessment of
Healthcare Providers and Systems (CAHPS) surveys, and EPSDT performance of each of the District’s
four participating MCOs.78 The entire report is posted on the state agency’s website.79 It offers one model
for child health advocates and providers to begin to understand the quality of care received by children
enrolled in individual MCOs.
zz Appendix 1 lists the HEDIS performance measures for each MCO for measurement year 2015,

including childhood immunizations by type of vaccine, medication management for children with
asthma, and weight assessment and counseling for nutrition and physical activity for children/
adolescents. For each measure, the appendix compares the weighted average rating for the District’s
MCOs to the national Medicaid HMO benchmarks.
zz Appendix 2 includes the Child CAHPS measures for each MCO from the 2016 CAHPS survey,

including measures from the supplemental dental questions.80 As in the case of the HEDIS measures,
this appendix compares the weighted average for the District’s contracting MCOs with the national
Medicaid HMO benchmarks.
zz Appendix 3 is the validation of 2016 EPSDT performance measure results conducted by the EQRO.

The purpose of the validation is to ensure that the performance measure rates reported by each
individual MCO are accurate and reliable. As noted by the report, “[t]he accuracy and reliability
of the reported rates is essential to ascertaining whether the MCO’s quality improvement efforts
have resulted in improved health outcomes.”81 The appendix presents the results for each plan of
the EQRO’s review of a sample of medical records for initial or periodic screens for each MCO. It
also presents, for each MCO, the screening ratio (screenings received/expected screenings), the
participant ratio (children receiving at least one initial or periodic screen/total children who should
receive one initial or periodic screen), and the preventive dental services ratio (total children receiving
preventive dental service from a dentist/total children who should receive one initial or periodic
screen).
Taken together, these data enable the state Medicaid agency to compare the performance of each of its
contracting MCOs against the other and to address any performance issues identified. They also enable
the individual MCOs to compare their own performance with that of their competitors in, and potential
entrants into, the DC Medicaid program. The D.C. City Council, in its oversight capacity, can use the data
to hold the MCOs and the state Medicaid agency accountable. And advocates can use the data to work
with individual MCOs, as well as the state Medicaid agency, to improve the accessibility and quality of
care for enrolled children.
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Discussion and Next Steps
Here, in brief, is the state of play. There is no single,
common set of metrics in use by state Medicaid
agencies and CMS for measuring quality of care for
children enrolled in Medicaid MCOs. There is no publicly
accessible, national source of data on the performance
of individual MCOs with respect to EPSDT or quality of
care for children. There are federal requirements relating to
the transparency of data that would allow comparison of
individual MCO performance at the state level, but those
requirements are being reconsidered by CMS at the same
time as they are being phased in. In short, much remains
to be done in an uncertain regulatory environment.
There are three basic questions for child health advocates.
First, what are the right measures for MCO performance
on quality of care for children? Second, how do we
persuade state Medicaid agencies to require MCOs to
report on those measures, validate the data, and post the
results? Finally, how can advocates use the posted results
to improve MCO performance? These questions are far
more easily asked than answered, but here are some initial
thoughts to start the conversation.
The question of measuring performance is not a simple
one (see the North Carolina Institute of Medicine report
above). At a minimum, the relationship between metrics
of EPSDT compliance and quality measures like HEDIS
needs to be clarified. How can one best inform the other?
For example, the 2018 Child Core Set includes HEDIS
measures on childhood immunization status, well-child
visits, and developmental screening in the first three
years of life. Can performance on these measures inform
the judgment about an MCO’s compliance with EPSDT
screening requirements as measured by its reporting
for CMS-416 purposes?82 The 2018 Child Core Set
also includes measures on medication management
for children with asthma, follow-up care for children
prescribed medication for attention deficit/hyperactivity
disorder, and use of multiple current antipsychotics.
Can performance on these measures give us insight
into an MCO’s compliance with EPSDT requirements for
treatment?
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The predicate for transparency is performance data,
and the predicate for performance data is the state
Medicaid agency. In seven years, all states will be
reporting Child Core Set data, which in managed care
states will necessarily require all MCOs to report on these
measures so that the state has something to report to
CMS. Until then, each state agency will determine what
measures it requires its MCOs to report and what results
it requires its EQRO to validate and report on. (By July
2018 all managed care states will have to post their EQRO
Technical Reports). One model for the use of the EQRO
Annual Technical Report is in the District of Columbia,
where the EQRO report sets forth MCO-specific results on
EPSDT and HEDIS measures and is posted on the state
agency’s website (see textbox).
If MCO-specific results on EPSDT and HEDIS performance
measures are posted, how can advocates best deploy
them? Advocates in Illinois report some success in using
these data to directly engage MCOs: “MCOs are more
open to directing effort and funds to EPSDT measures
when we are able to show them concrete quality measures
against the benefit mandates. Often they are convinced
they are meeting the mandate, but the data are essential in
advocates showing MCOs how they can improve and best
practices.”83
Performance results may also be of interest to state
legislators, who as part of their oversight responsibilities,
may wish to hold both the state Medicaid agency and
individual MCOs accountable if the results indicate poor
performance. Finally, the state or local press may be
interested in how effectively taxpayer funds are being
spent on behalf of children.
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Conclusion
In all but 12 states, MCOs largely determine whether
low-income children covered by Medicaid have access
to the high-quality services they need and to which they
are entitled. State Medicaid agencies make capitation
payments to MCOs to manage care for this population,
shifting some financial risk to MCOs and creating an
incentive to limit services. Given the millions of children
enrolled in MCOs and the billions that the federal
government and the states are paying MCOs on their
behalf, it is essential that timely, accurate data on the
quality of care provided by individual MCOs be transparent
to all stakeholders, including child health advocates and
child health providers.
The transparency of MCO-specific quality data could drive
important program improvements for children, as well as
other beneficiary populations. It would allow providers
and beneficiaries to compare individual MCOs in a state
against each other. Providers could use this information to
decide whether they want to be associated with an MCO
furnishing substandard care; parents could decide whether
they want to enroll their children in poorly performing
plans. And the public and its elected representatives could
judge whether state Medicaid agencies were effectively
running their programs by, say, contracting only with
MCOs meeting high quality standards for children and
rewarding MCOs for meeting quality targets with bonus
payments.84
Transparency would also end the current asymmetry of
information enjoyed by national managed care firms,
which can compare the performance of their subsidiaries
in different state markets, while state purchasers,
providers, beneficiaries and even the federal government
cannot.85 Having the ability to compare the quality of care
provided by the subsidiaries of one national company with
those of another would create additional opportunities

to motivate both parent and affiliate managements to
improve their performance. The accountability of national
plans and their state subsidiaries will become increasingly
important if consolidation in the Medicaid managed care
market (the acquisition of smaller plans by larger plans)
continues.86
Transparency has its limits as a tool for improving MCO
quality for children (or any subpopulation, such as children
with special health care needs). Transparency is only
as good as the data that are being made transparent.
If the state Medicaid agency does not require the MCO
to collect the right EPSDT and quality performance
measures, or if the MCO does not report the right
measures, or if the data reported are of poor quality or
not independently validated, it will be difficult for state
policymakers, much less Medicaid beneficiaries and
the public at large, to draw useful inferences about the
quality of care available from individual MCOs. Resources
available to state agencies almost never adequate to all of
their responsibilities, and the collection and reporting of
quality data is a resource-intensive activity.” 87
Addressing these challenges will not be helped by the
CMS Administrator’s intention to “rollback” her agency’s
managed care rule in midstream. If the “rollback”occurs,
and if its effect is to weaken or even eliminate the rule’s
transparency requirements relating to quality, CMS
would become a much less effective steward of taxpayer
dollars and beneficiary health. State Medicaid agencies,
despite competing demands, would have to step up to
protect their beneficiaries from poor quality MCOs with
an effective quality strategy. As the managed care rule
recognizes, to be successful, any such strategy will require
transparency around individual MCO performance.
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Appendix A: Implementation Dates of Federal Transparency
Requirements
This table reflects the Implementation Dates for the Medicaid and CHIP Managed Care Final Rule issued by the
Centers for Medicare & Medicaid Services (CMS) on April 25, 2016. On June 30, 2017, the Centers for Medicaid and
CHIP Services (CMCS) issued an Informational Bulletin announcing that the agency would be using its “enforcement
discretion” to allow states to develop “a timeline for future compliance with the regulatory provision” or provisions that
they are unable to implement by the required compliance date.” CMCS considers each of the regulatory requirements
listed below to be within its “enforcement discretion.”

Implementation Dates for the Medicaid and CHIP Managed Care Final Rule
Citation (42 CFR
Part 438)

Rating Period for contracts
starting on or after
July 1, 2017

State Medicaid agency website

438.10(c)(3)

X

Network Provider Information

438.10(c)(3)

X

Annual Managed Care Program
Report

438.66(e)(3)

Accreditation Status

438.332(c)(1)

Quality Rating System

438.334(e)

No later than 3 years from the
date of a final notice published
in the Federal Register**

External Quality Review (EQR)
Technical Report

438.364(c)(2)(i)

No later than July 1, 2018

State Medicaid Agency contract
with MCO

438.602(g)(1)

X

Documentation of Provider
Network Adequacy

438.602(g)(2)

X

Individuals with Ownership or
Control

438.602(g)(3)

X

Results of audits of financial and
encounter data

438.602(g)(4)

X

Managed Care State Quality
Strategy

438.340(d)

No later than July 1, 2018

State Fair Hearing decisions

431.244(g)

July 5, 2016

Requirement

Other
Implementation
Date

Rating period for contracts
that start after the release of
CMS guidance*
X

Note: A “rating period” is the 12-month period for which capitation rates are developed under a managed care contract.
* As of February 26, 2018, CMS had not released guidance
** As of February 26, 2018, CMS had not published notice
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