
 

 

 

 

 

 

CAMPAIGN FOR EQUITY IN OBESITY CARE 

 

April 18, 2022 

 

 

VIA EMAIL 

mary.watanabe@dmhc.ca.gov 

 

Ms. Mary Watanabe 

Director, Department of Managed Health Care 

980 9th Street, Suite 500 

Sacramento, CA 95814 

 

VIA EMAIL 

publiccomments@dmhc.ca.gov 

 

Social Equity and Health Quality Committee 

Department of Managed Health Care 

980 9th Street, Suite 500 

Sacramento, CA  95814 

 

 Re: Health Measures and Obesity 

 

Dear Ms. Watanabe and the DMHC Social Equity and Health Quality Committee: 

 

We write you in your roles supporting California’s effort to advance social equity and health quality 

under the leadership of Governor Newsom.  Consistent with the goals established by the Governor 

in the Summer of 2021, we urge you to take action now on a critical health equity crisis:  The 

growing number of California adults in underserved communities living with obesity, and who lack 

access to comprehensive care for this chronic disease.  

 

The obesity epidemic is one of the most serious health equity issues impacting our state, affecting 

42 percent of Americans. As a top comorbidity for serious cases of COVID-19 and death, obesity 

disproportionately impacts Black and Latino communities, who are nearly three times as likely to be 

hospitalized for severe cases of COVID-19 than whites. Obesity is also linked to more than 200 

serious health conditions including diabetes, heart disease, high blood pressure, and strokes.  
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Even though obesity is an epidemic that can lead to additional serious health issues, Black and 

Latino communities, and those from other underserved communities, can’t access the health care 

needed to treat the disease. 

 

A critical first step is the diagnosis of obesity.  A formal diagnosis is the first step toward changing 

provider and patient behaviors in terms of addressing obesity.  Furthermore, a diagnosis of obesity 

is impacted by bias and stigma among healthcare providers directly impacting the ability of those in 

underserved communities to seek care for and control their weight.   

 

The diagnosis of obesity must be included among the developing mandates for changes in health 

care to achieve the goal of improved equity in health outcomes across all underserved communities. 

 

Nationally, obesity is associated with nearly $1,900 in excess annual medical costs per person 

(amounting to over $170 billion in excess medical costs per year).  Better access to a range of 

effective treatment not only could save money but also save lives. Reducing the obesity rate by 25% 

would have resulted in fewer hospitalizations, fewer ICU admissions, and fewer deaths during the 

pandemic.  Nearly half of those reductions would be among Black people and nearly one quarter 

would be among Latino people, even though those communities account for 13.4 percent and 18.5 

percent of the U.S. population, respectively.  

 

The Campaign for Equity in Obesity Care (CEOC) is a public advocacy and public awareness 

organization founded in 2021.  CEOC is exclusively dedicated to advancing covered health care for 

obesity, together with better access to, and utilization of, that care in underserved communities 

throughout California.   

 

We recognize the extraordinary work that lies ahead and believe an important first step is to ensure 

that our laws and regulations reflect the latest guidelines and standards of care.  To that end, we call 

on DMHC to take action immediately by requiring all health plans in this state to eliminate the 

disparities in the diagnosis and treatment of obesity. 

 

Sincerely, 

 

The Campaign for Equity in Obesity Care 

 

Select Coalition Members  

Reshape LifeSciences  Community RePower Movement 

California Psychological Association   Mujeres de la Tierra  

California Academy of Nutrition and Dietetics   Obesity Action Coalition 

MedTech Coalition for Metabolic Health  Redstone Global Center for Prevention and 

National Kidney Foundation Wellness 

CoachCare   Obesity Medicine Association 

Seca Precision for Health 

 

 



From: Kristen Tarrell <K.Tarrell@westernhealth.com>  
Sent: Wednesday, April 20, 2022 5:45 PM 
To: DMHC Public Comments <publiccomments@dmhc.ca.gov> 
Subject: Comments for the 4/20/22 Health Equity and Quality Committee 
 
Thank you for this opportunity to provide comments.  

1.  I shared public comment during the meeting in support of choosing HEDIS measures that are 
also endorsed by the NQF.  Below are thoughts I already shared and additional points I would 
like to bring forth: 

a. AB 133 is requiring all Commercial plans to have NCQA Health Plan Accreditation (HPA) 
by 1/2026.  Health plans with Exchange line of business are required by Covered CA to 
have NCQA Health Equity Accreditation (HEA) by 2023.  And, health plans with a 
Medicaid line of business are required to have the HEA by 1/2026.  Both the HPA and 
the HEA require reporting of HEDIS measures.   

b. HEDIS is stratifying disparity sensitive measures by race and ethnicity and that list is 
expanding to ≥ 15 measures by MY2024.  

c. HEA requires health plans to report on the collection of SOGI data.  This is a much 
needed move toward expanding health equity. 

d. HEDIS measures are robust, validated and established.  Many are moving to e-measures 
which would require data exchange and may lead to even more robust data collection 
and data sharing. 

e. Choosing HEDIS measures will have less of a burden with data collection and reporting.  
  

2. Please consider staying away from measures that use surveys as a data source.  People are 
experiencing survey-fatigue as evidence by the continued decrease in the number of returned 
surveys.  We are a small health plan, and using CAHPS as an example, the number of surveys 
returned by individuals who identify as a race other than “white” is far too few to allow for 
analysis or comparison.  
  

3. In agreement with a committee member, it is important to ensure, that for each chosen 
measure, the services and interventions required to “move the needle” and improve health 
equity are actually covered benefits for all beneficiaries, in all lines of business.  

  
4. I agree with Richard Riggs about the need of obesity focused measures.  In addition to the HEDIS 

WCC measure included on the Mother and Child focus area list, there is also the HEDIS ABA 
(Adult BMI Assessment) measure.  Per the specs it measures the percentage of members 18-74 
years of age who had an outpatient visit and whose body mass index (BMI) was documented 
during the measurement year or the year prior to the measurement year. 
  

5. HEDIS separated indicators for diabetes and individual measures replace the former 
Comprehensive Diabetes Care (CDC) measure for MY2022.  The HbA1c testing measure was 
removed.  The HbA1c control measures were combined and are now the Hemoglobin A1c 
Control for Patients with Diabetes (HBD) measure.   The HBD measure is being stratified by race 
and ethnicity in MY2022. 

  
Thank you again for your time and effort.  
  

mailto:K.Tarrell@westernhealth.com
mailto:publiccomments@dmhc.ca.gov


Respectfully submitted,  
  

Kristen Tarrell, RN PHN MS CEN CPHQ 
Accreditation Program Manager 
Western Health Advantage 

 
2349 Gateway Oaks Drive, Suite 100 
Sacramento, CA 95833 
916-437-3280 Office 
916-532-7516 Mobile 
916-568-0278 Fax 
 

CONFIDENTIALITY NOTICE 

This electronic transmission contains confidential information that is proprietary, privileged, confidential and/or exempt from disclosure under 
applicable law.  Some or all the information may be Protected Health Information ("PHI") as defined by the federal Health Insurance 
Portability & Accountability Act ("HIPAA").  This transmission is intended for the exclusive use of the individual or entity to whom it is 
addressed.  If you are not the intended recipient (or an employee or agent responsible for delivering this electronic transmission to the 
intended recipient), (a) you are hereby notified that any disclosure, dissemination, distribution or copying of this information is strictly 
prohibited and may be subject to legal restriction or sanction, and (b) you should immediately delete this email and notify the sender by 
telephone (number listed above). 

Protected Health Information ("PHI") is personal information related to a person's health care. You, the recipient, are obligated to maintain it 
in a safe, secure and confidential manner. Re-disclosure without additional member/patient consent or as permitted by law is prohibited and 
could subject you to penalties described in federal and state law. 

This message is not intended to create a legally binding contract and is not an agreement to transact electronically. The transmission of this 
message does not constitute an electronic signature. 
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www.ObesityAction.org 

 

The mission of the Obesity Action Coalition is to elevate and empower those affected by obesity  
through education, advocacy and support. 

 
 
 
 
 
 
 
June 20, 2022 

IA EMAIL 
ary.watanabe@dmhc.ca.gov 

s. Mary Watanabe 
irector, Department of Managed Health Care 
80 9th Street, Suite 500 
acramento, CA 95814 

IA EMAIL 
ubliccomments@dmhc.ca.gov 

ocial Equity and Health Quality Committee 
epartment of Managed Health Care 
80 9th Street, Suite 500 
acramento, CA  95814 

Re: Health Measures and Obesity 

ear Ms. Watanabe and the DMHC Social Equity and Health Quality Committee: 

n behalf of the more than 75,000 members, including thousands of California residents, of the Obesity Action 
oalition (OAC), we write you in your roles supporting California’s effort to advance social equity and health 
uality under the leadership of Governor Newsom.  Consistent with the goals established by the Governor in 
he Summer of 2021, we urge you to act now on a critical health equity crisis -- the growing number of 
alifornia adults in underserved communities living with obesity who lack access to comprehensive care for this 
hronic disease.  

he obesity epidemic is one of the most serious health equity issues impacting our country and the state, 
ffecting 42 percent of Americans. As a top comorbidity for serious cases of COVID-19 and death, obesity 
isproportionately impacts Black and Latino communities, who are nearly three times as likely to be 
ospitalized for severe cases of COVID-19 than whites. Obesity is also linked to more than 200 serious health 
onditions including diabetes, heart disease, high blood pressure, and stroke. Even though obesity is an 
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epidemic that can lead to additional serious health issues, Black and Latino communities, and those from other 
underserved communities, can’t access the health care needed to treat the disease. 

 formal diagnosis of obesity is the first step toward changing provider and patient behaviors in terms of 
ddressing this complex and chronic disease.  Furthermore, diagnosing obesity is frequently affected by bias 
nd stigma among healthcare providers – often limiting the ability of those in underserved communities to seek 
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care for and manage their obesity. Therefore, the diagnosis of obesity must be included among the developing 
mandates for changes in health care to achieve the goal of improved equity in health outcomes across all 
underserved communities. 
 
Nationally, obesity is associated with nearly $1,900 in excess annual medical costs per person (amounting to 
over $170 billion in excess medical costs per year).  Better access to a range of effective treatment not only 
could save money but also save lives. Reducing the obesity rate by 25% would have resulted in fewer 
hospitalizations, fewer ICU admissions, and fewer deaths during the pandemic.  Nearly half of those reductions 
would be among Black people and nearly one quarter would be among Latino people, even though those 
communities account for 13.4 percent and 18.5 percent of the U.S. population, respectively.  
 
The OAC supports the efforts of the Campaign for Equity in Obesity Care (CEOC), a public advocacy and public 
awareness organization dedicated to enhancing patient access to, and coverage of, obesity care in underserved 
communities throughout California and the United States.  We recognize the extraordinary work that lies ahead 
and believe an important first step is to ensure that our laws and regulations reflect the latest guidelines and 
standards of care.  To that end, we call on DMHC to immediately act to require all health plans in California to 
eliminate the disparities in the diagnosis and treatment of obesity. 
 
Should you have any questions or need additional information, please feel free to contact me or OAC Public 
Policy Consultant Chris Gallagher at chris@potomaccurrents.com. Thank you. 
 
Sincerely 
 

 
 
 
 

 
Joseph Nadglowski, Jr.  
OAC President and CEO 
 



 
 
 
 

 
Health Care 
980 9th Street, Suite 500 
Sacramento, CA 95814 
 
VIA EMAIL 
publiccomments@dmhc.ca.gov  
 
Social Equity and Health Quality Committee 
Department of Managed Health Care 
980 9th Street, Suite 500 
Sacramento, CA  95814 
 
 
 Re: Health Measures and Obesity 
 
 
Dear Ms. Watanabe and the DMHC Social Equity and Health Quality Committee:  
 
Medtronic would like to voice its support to include obesity (diagnosis and treatment) as a health 
equity related measure to evaluate health plans.  
 
Medtronic is a leading global healthcare technology company with over 5,800 employees in the state of 
California.  
 
Compared to average, prevalence of obesity is disproportionately greater among Blacks and Hispanics. 
Asians are susceptible to obesity related metabolic diseases at much lower Body Mass Index (BMI) levels 
compared to non-Hispanic Whites. Women and households with less than 350% of Federal Poverty Level 
are also disproportionately impacted by obesity. 
 
It is well documented in the medical literature that these underserved communities face greater barriers to 
get their problem of obesity discussed and addressed. Obesity diagnosis is impacted by bias and stigma 
among healthcare providers, directly impacting the ability of those in the underserved communities to 
seek care for obesity. A formal diagnosis is the first step toward changing provider and patient behaviors. 
 
We are a part of The Campaign for Equity in Obesity Care (CEOC), a public advocacy and public 
awareness organization, which has taken a similar position as Medtronic.     
 
We call on DMHC to act immediately by requiring all health plans in this state to eliminate the disparities 
in the diagnosis and treatment of obesity. 
 
Sincerely, 

 
 

 
Stephanie Wimmer  
Vice President, Healthcare Economics, Policy and Reimbursement, Medtronic 
Address: 555 Long Wharf Drive, New Haven, CT 06511 
Phone: 603-930-2158 
Email: stephanie.n.wimmer@medtronic.com    

 



 
 
 
 
 

 

 
 
 

 
June 16, 2022 
 
 
VIA EMAIL 
mary.watanabe@dmhc.ca.gov 
 
Ms. Mary Watanabe 
Director, Department of Managed Health Care 
980 9th Street, Suite 500 
Sacramento, CA 95814 
 
VIA EMAIL 
publiccomments@dmhc.ca.gov 
 
Social Equity and Health Quality Committee 
Department of Managed Health Care 
980 9th Street, Suite 500 
Sacramento, CA  95814 
 
 Re: Health Measures and Obesity 
 
Dear Ms. Watanabe and the DMHC Social Equity and Health Quality Committee: 
 
We write you in your roles supporting California’s effort to advance social equity and health quality 
under the leadership of Governor Newsom.  Consistent with the goals established by the Governor 
in the Summer of 2021, we urge you to take action now on a critical health equity crisis:  The 
growing number of California adults in underserved communities living with obesity, and who lack 
access to comprehensive care for this chronic disease.  
 
The obesity epidemic is one of the most serious health equity issues impacting our state, affecting 
42 percent of Americans. As a top comorbidity for serious cases of COVID-19 and death, obesity 
disproportionately impacts Black and Latino communities, who are nearly three times as likely to be 
hospitalized for severe cases of COVID-19 than whites. Obesity is also linked to more than 200 
serious health conditions including diabetes, heart disease, high blood pressure, and strokes.  
 



California Department of Managed Health Care 
une 16, 2022 
age 2 

J
P
 

 
Even though obesity is an epidemic that can lead to additional serious health issues, Black and 
Latino communities, and those from other underserved communities, can’t access the health care 
needed to treat the disease. 
 
A critical first step is the diagnosis of obesity.  A formal diagnosis is the first step toward changing 
provider and patient behaviors in terms of addressing obesity.  Furthermore, a diagnosis of obesity 
is impacted by bias and stigma among healthcare providers directly impacting the ability of those in 
underserved communities to seek care for and control their weight.   
 
The diagnosis of obesity must be included among the developing mandates for changes in health 
care to achieve the goal of improved equity in health outcomes across all underserved communities. 
 
Nationally, obesity is associated with nearly $1,900 in excess annual medical costs per person 
(amounting to over $170 billion in excess medical costs per year).  Better access to a range of 
effective treatment not only could save money but also save lives. Reducing the obesity rate by 25% 
would have resulted in fewer hospitalizations, fewer ICU admissions, and fewer deaths during the 
pandemic.  Nearly half of those reductions would be among Black people and nearly one quarter 
would be among Latino people, even though those communities account for 13.4 percent and 18.5 
percent of the U.S. population, respectively.  
 
We are part of The Campaign for Equity in Obesity Care (CEOC), a public advocacy and public 
awareness organization.  CEOC is exclusively dedicated to advancing covered health care for obesity, 
together with better access to, and utilization of, that care in underserved communities throughout 
California and the United States.   
 
We recognize the extraordinary work that lies ahead and believe an important first step is to ensure 
that our laws and regulations reflect the latest guidelines and standards of care.  To that end, we call 
on DMHC to take action immediately by requiring all health plans in this state to eliminate the 
disparities in the diagnosis and treatment of obesity. 
 
Sincerely, 
 
Anet Piridzhanyan, MS, RDN    Brenda O’Day, MS, RDN, CNSC 
Vice President, Public Policy    Immediate Past Vice President Public Policy 
California Academy     California Academy 
 
cc: California Academy Executive Board 
 
 
 
 



 

 
June 16, 2022 
 
 
VIA EMAIL 
mary.watanabe@dmhc.ca.gov 
 
Ms. Mary Watanabe 
Director, Department of Managed Health Care 
980 9th Street, Suite 500 
Sacramento, CA 95814 
 
VIA EMAIL 
publiccomments@dmhc.ca.gov 
 
Social Equity and Health Quality Committee 
Department of Managed Health Care 
980 9th Street, Suite 500 
Sacramento, CA  95814 
 
 Re: Health Measures and Obesity 
 
Dear Ms. Watanabe and the DMHC Social Equity and Health Quality Committee: 
 
We write you in your roles supporting California’s effort to advance social equity and health quality under 
the leadership of Governor Newsom.  Consistent with the goals established by the Governor in the 
Summer of 2021, we urge you to take action now on a critical health equity crisis:  The growing number of 
California adults in underserved communities living with obesity, and who lack access to comprehensive 
care for this chronic disease.  
 
The obesity epidemic is one of the most serious health equity issues impacting our state, affecting 42 
percent of Americans. As a top comorbidity for serious cases of COVID-19 and death, obesity 
disproportionately impacts Black and Latino communities, who are nearly three times as likely to be 
hospitalized for severe cases of COVID-19 than whites. Obesity is also linked to more than 200 serious 
health conditions including diabetes, heart disease, high blood pressure, and strokes.  
 
Even though obesity is an epidemic that can lead to additional serious health issues, Black and Latino 
communities, and those from other underserved communities, can’t access the health care needed to 
treat the disease. 
 
A critical first step is the diagnosis of obesity.  A formal diagnosis is the first step toward changing 
provider and patient behaviors in terms of addressing obesity.  Furthermore, a diagnosis of obesity is 
impacted by bias and stigma among healthcare providers directly impacting the ability of those in 
underserved communities to seek care for and control their weight.   
 
The diagnosis of obesity must be included among the developing mandates for changes in health 
are to achieve the goal of improved equity in health outcomes across all underserved communities. 

ationally, obesity is associated with nearly $1,900 in excess annual medical costs per person 
amounting to over $170 billion in excess medical costs per year).  Better access to a range of effective 
reatment not only could save money but also save lives. Reducing the obesity rate by 25% would have 
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resulted in fewer hospitalizations, fewer ICU admissions, and fewer deaths during the pandemic.  Nearly 
half of those reductions would be among Black people and nearly one quarter would be among Latino 
people, even though those communities account for 13.4 percent and 18.5 percent of the U.S. 
population, respectively.  
 
We are part of The Campaign for Equity in Obesity Care (CEOC), a public advocacy and public 
awareness organization.  CEOC is exclusively dedicated to advancing covered health care for obesity, 
together with better access to, and utilization of, that care in underserved communities throughout 
California and the United States.   
 
We recognize the extraordinary work that lies ahead and believe an important first step is to ensure that 
our laws and regulations reflect the latest guidelines and standards of care.  To that end, we call on 
DMHC to take action immediately by requiring all health plans in this state to eliminate the disparities in 
the diagnosis and treatment of obesity. 
 
Sincerely, 
 
MedTech Coalition for Metabolic Health Co-Chairs: 
 
Jeffrey Mayes, MCMH 
Julie Kofoed, KORR Medical Technologies 
Jodi Mitchell, MCMH 
 

www.medtechcoalition.com - 2 - engage@medtechcoalition.com 

 

 
 
 

 



From: Tiffany Huyenh-Cho <thuyenhcho@justiceinaging.org>  
Sent: Wednesday, June 15, 2022 4:53 PM 
To: DMHC Public Comments <publiccomments@dmhc.ca.gov> 
Subject: Comments for 6/8 DMHC Equity Measures Meeting  
 
CAUTION: This email originated from outside of the organization. Do not click links or open attachments unless you 
recognize the sender and know the content is safe. 
 
Hello, 
 
Please find some comments for last week’s 6/8 meeting.  

• Data that can be stratified and disaggregated is important: by race, ethnicity, language, age, etc. 
I second the various comments made that we cannot address health equity without 
understanding where the disparities lie.  

• Access to care measures must reflect the lived experience of the consumers served by DMHC 
regulated plans, which iznclude most of the Medi-Cal managed care plans. Dual eligibles in 7 
counties are part of Medi-Cal managed care plans regulated by DMHC and the entire statewide 
dual eligible population will be in Medi-Cal managed care as of January 1, 2023. The final set of 
measures selected by DMHC will soon apply to a broader swath of dual eligible beneficiaries. 
The dual eligible population generally have chronic conditions and account for a higher amount 
of Medi-Cal expenditures due to high needs. This group is also more likely to be women, people 
of color, and have limited English proficiency.  

• I would also support methods that use the CAHPS survey more effectively. If the return rate is 
low, is there room to brainstorm how to better use this survey. Are there ways to improve the 
return rate, such as the method in which these surveys are returned, should the surveys go out 
to a larger random sample of health plan enrollees, or the entire plan membership. Granted, 
there is more to learn about the CAHPS survey but it would be helpful to know if the surveys are 
helpful to plans if the return rate is so low.  

• From my recollection of last week’s DMHC meeting, the CAHPS survey is not available in all 
languages except Spanish, English, and maybe written Chinese. All other languages are accessed 
via a telephone interpreter. I strongly support the CAHPS survey be required to be sent in all 
languages, or at least the 14 Medi-Cal threshold languages to improve language access and 
advance health equity.  

• I also support the coordination of care measures (Plan All Cause Readmissions) remain as 
coordination of care measures on slide 62. There was discussion of whether some of these 
measure might be better characterized as quality measures but the measures as I understood 
them, focused on whether that person received the appropriate, and timely, follow-up care that 
could have prevented another hospital admission.  

 
Thank you! 
 
Tiffany Huyenh-Cho 
(TI-fuh-nee WIN Choh) 
Pronouns: she/her/hers  
Senior Staff Attorney, Justice in Aging  
thuyenhcho@justiceinaging.org   
(510) 338-9104 
 

mailto:thuyenhcho@justiceinaging.org
mailto:publiccomments@dmhc.ca.gov
mailto:thuyenhcho@justiceinaging.org


 
We’re celebrating 50 years of impact in 2022. Check out our 50 for 50 Video Project featuring the voices 
of partners, clients, policymakers, funders, thought leaders, and others talking about all we’ve 
accomplished together.  
 

https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fjusticeinaging.org%2F50-for-50-videos%2F&data=05%7C01%7Cpubliccomments%40dmhc.ca.gov%7C2d603507dc88444a824a08da4f2a34e3%7Cb914b00c2991499ab3b08e4b1f080205%7C1%7C0%7C637909340121686439%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=dXpqAo%2Fo0SjcMIGx7lbPEcuX2b0dyBJGPNojoROMFb8%3D&reserved=0


From: David Lown
To: DMHC Public Comments
Subject: Health Equity_Measurement for VBP_technical issues
Date: Friday, June 24, 2022 8:52:53 AM
Attachments: Health Equity_Measurement for VBP_technical issues_2022v4.docx

CAUTION: This email originated from outside of the organization. Do not click links or open attachments unless you
recognize the sender and know the content is safe.

DMHC Health Equity and Quality Committee,
My name is David Lown, and I am the Chief Medical Officer for the California Health Care Safety Net
Institute (SNI), which is the partner organization of the California Association of Public Hospitals and
Health Systems (CAPH).
Based on the discussion of benchmarking and target setting that began towards the end of the last
Committee meeting, we felt that the Committee members may benefit from the attached technical
review that we at SNI wrote.
The document reviews technical topics relevant to the Committee’s discussion:

Identification of Disparities
Statistical Methodologies
Reference Population selection

Target Setting
Absolute Targets
Gap Closure Targets (which employs two forms of relative methodologies)

Geographic level of Reference Population
Discusses the interplay between Disparity Identification and Target Setting for Program
Design

 
During this past week’s discussion, one committee member requested a summary of the pros and
cons of the various approaches, and this document does just that.
I’m happy to answer any questions the committee may have on the document.
 
David
David Lown, MD
Chief Medical Officer
California Health Care Safety Net Institute
510-874-7105
dlown@caph.org
safetynetinstitute.org/|caph.org/
Preferred pronouns: he/him/his
Living on the unceded ancestral lands of the Coast Miwok

 

mailto:Dlown@caph.org
mailto:publiccomments@dmhc.ca.gov
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https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fsafetynetinstitute.org%2F&data=05%7C01%7Cpubliccomments%40dmhc.ca.gov%7C96a7417944694e673c7808da55f95653%7Cb914b00c2991499ab3b08e4b1f080205%7C1%7C0%7C637916827734018596%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C2000%7C%7C%7C&sdata=Y5Ik8s%2B3fCaYWmT808cT0ylphITINc7DhrIccooo%2FsM%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fcaph.org%2F&data=05%7C01%7Cpubliccomments%40dmhc.ca.gov%7C96a7417944694e673c7808da55f95653%7Cb914b00c2991499ab3b08e4b1f080205%7C1%7C0%7C637916827734018596%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C2000%7C%7C%7C&sdata=QhC6pNi7%2FhjkQR7xcMvaXHLkG85LvaP0tDyWP3O0rrg%3D&reserved=0
https://gcc02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fgratonrancheria.com%2Fculture%2Fhistory%2F&data=05%7C01%7Cpubliccomments%40dmhc.ca.gov%7C96a7417944694e673c7808da55f95653%7Cb914b00c2991499ab3b08e4b1f080205%7C1%7C0%7C637916827734018596%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C2000%7C%7C%7C&sdata=qc%2BZZ7Ou9WeWYWjaZgrHmLIapBslfCv7fFqHTG0OLUQ%3D&reserved=0
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[bookmark: _Toc102722089]Disparities sensitive measures

Much has already been written on this subject including these very thorough and detailed documents:

· NQF’s 2008 National Voluntary Consensus Standards for Ambulatory Care—Measuring Healthcare Disparities

· 2011: Commissioned Paper: Healthcare Disparities Measurement from The Disparities Solution Center’s out of Mass General Hospital and Harvard Medical School

· NQF’s 2012 Healthcare Disparities and Cultural Competency Consensus Standards: Disparities-Sensitive Measure Assessment 



[bookmark: _Toc102722090]Disparity Identification

Note: For purposes of brevity the phrase “the XYZ rate” (e.g., “Asian rate”, “White rate”, etc.), will be used instead of phrases such as “the measure specific performance rate attributed to a population of individuals identifying as XYZ race or ethnicity or identifying as a race or ethnicity categorized as XYZ”. 

[bookmark: _Toc102722091]Statistical Methodology

[bookmark: _Toc102722092]10% Relative Difference Between Groups

Example: For the 2016 DHCS Health Disparity Report, HSAG compared each demographic subgroup to a reference group, whereby for each measure and level of analysis (e.g., statewide versus county), the reference group was the demographic subgroup with the highest (or most favorable) rate.



Based on modification of the methodology used in AHRQ’s 2015 National Quality and Disparities Report[endnoteRef:2], DHCS defined “disparity” as “a relative difference of greater than or equal to 10 percent when comparing a demographic subgroup to the reference group.” HSAG calculated relative difference using the following equation: [2:  2015 National Healthcare Quality and Disparities Report and 5th Anniversary Update on the National Quality Strategy. Rockville, MD: Agency for Healthcare Research and Quality; Apr 2016. AHRQ Pub. No. 16-0015] 




   (Interest Group Rate – Reference Group Rate)

Relative Difference = ---------------------------------------------------------------

 				Reference Group Rate



PRO: Use of relative difference is more sensitive to the distribution of performance results, thus identifying smaller absolute differences for smaller reference rates. Uses a sizeable (10%) difference between groups that identifies bigger disparities than when using smaller differences (used in subsequent years’ reports). Also uses the highest/most favorable rate (see commentary below on use of this rate).



CONS (all notes from the report):

· Conversely, some disparities with relative differences of greater than or equal to 10 percent may be within a standard deviation for that measure and therefore not as meaningful.

· For disparities related to primary language, findings could be due to the primary language demographic category having the largest number of subgroups, which increases the likelihood of demographic subpopulations with small denominators, potentially resulting in extreme rates. Since the methodology used for this analysis compares the highest rate to the rate of interest, these extreme results could impact the identification of disparities.

[bookmark: _Toc102722093]3% Absolute Difference with p<0.05

For the 2017, 2018, and 2019 DHCS Health Disparity reports, HSAG combined MCP reported patient-level detail files and DHCS supplied demographic files to perform a health disparity analysis of the statewide racial/ethnic demographic stratifications using logistic regression. The p-value of the coefficient from the logistic regression was used to identify statistically significant differences when comparing the racial/ethnic groups to the reference group (White rate was the reference group. See below commentary on this approach). For this (Health Disparity) report, a “health disparity” was defined as a rate for a racial/ethnic group with an absolute difference (from the reference group) ≥3 percentage points and a p-value of the coefficient of the logistic regression <0.05.



PRO: Low threshold for identifying disparities with added statistical rigor to ensure the disparity is mathematically valid.



CON: This author has insufficient statistical understanding to comment on the appropriateness of using the “logistic regression <0.05”.

[bookmark: _Confidence_Intervals][bookmark: _Toc102722094]Confidence Intervals

For the 2020 DHCS Health Disparities Report health disparities were identified when the upper bound of the 95 percent confidence interval for the indicator rates for racial/ethnic groups were below the minimum performance level (MPL*)/median state performance rate. If a racial/ethnic group’s indicator rate was equal to or higher than (i.e., 95% confidence interval overlapped) the minimum performance level/median state performance rate, then no health disparity was identified.

*MCAS uses each measure’s national 50th percentile benchmark as the MPL.

For each indicator, HSAG calculated a 95 percent confidence interval around the rate attributed to each racial/ethnic group following a methodology attributed to NCQA (no reference given):

[image: Table
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PRO: Use of 95% confidence interval brings additional statistical rigor to the analysis which strengthens the evidence for the presence of disparities when identified.



CONs: 

· This author has insufficient statistical understanding to comment on the appropriateness of the specific confidence interval calculation used by the report.

· [bookmark: CICON]The report states (pg. 43) “the use of national benchmarks as the reference for identifying disparities results in disparities being captured based on low performance relative to national standards rather than differences in rates between racial/ethnic groups.” Plus, the national benchmarks used in this report do not represent high performance (as opposed to the use of 75th or 90th percentiles as the reference rate). This methodology appears to have high specificity but low sensitivity for identifying disparities (i.e., a disparity is only found in those groups whose performance is very low relative to the median/MPL), thus overlooking many other disparities. 

[bookmark: _Toc102722095]Reference population

[bookmark: _Toc102722096][bookmark: WhiteRate][bookmark: HighestRate]White Rate

Example: For the 2017-2019 DHCS Health Care Disparity Reports “HSAG compared each race/ethnicity group to the White group (i.e., the reference group) for each indicator. The White racial/ethnic group was chosen as the reference group because it is used in most national health disparities reports and has historically been used as a reference point for reporting health care and non-health care disparities.” 

PRO: As an aggregate group, individuals identifying as White are likely to experience less marginalization and greater access to resources than populations not identifying as White. Thus, using White as the reference could represent a goalpost for what is achievable in care delivery and achievement of optimal health when barriers are removed, and quality is maximized for all populations.

CON:

The tendency to use White population as the reference has historically been seen as establishing Whites as the “norm”. This is problematic for numerous reasons.

1. As noted by Ioannidis, Powe, and Yancy, “in any comparative analyses, investigators should consider whether White race should be the reference standard because normative values are reasonable, but normal designations that characterize some humans as aberrant are problematic”. 

2. The White rate may not be the highest stratified rate and thus not actually represent the maximal possible provision of care delivery to and achievement of health by a stratified population. 

3. As will be noted for other aggregate rates, the “White rate” is not a homogenous group. For example, during the development of the last census, the Census Bureau chose not to include Middle Eastern and North African (MENA) as a its own race category or under Ethnicity (similar to Hispanic/Latino), but instead kept it under the White category[endnoteRef:3]. This despite that a 2015 Census Bureau study[endnoteRef:4] found that, when given a survey with a “Middle Eastern and North African” (MENA) option, individuals from those regions who identified as white dropped from 85.5 percent to 20 percent. The study also concluded that including the MENA category in the census would be “optimal” and would improve the accuracy of the national head count for the community. All this to say that similar to the use of “Highest Rate” obscuring variable performance across granular sub-populations, use of “White rate” as the reference rate, there exists the risk of detracting needed attention from more granular populations currently categorized as White (e.g., MENA or poor, rural non-MENA identifying populations) and experiencing marginalization or lack of resources. [3:  “About the Topic of Race”, The US Census Bureau, https://www.census.gov/topics/population/race/about.html Accessed 2/11/2022]  [4:  Matthews et al, “2015 National Content Test Race and Ethnicity Analysis Report”, The US Census Bureau, February 28, 2017, https://www2.census.gov/programs-surveys/decennial/2020/program-management/final-analysis-reports/2015nct-race-ethnicity-analysis.pdf, Accessed 2/11/2022] 


[bookmark: _Highest_Race/Ethnicity_Specific][bookmark: _Toc102722097]Highest Race/Ethnicity Specific Performance Rate

Example: The DHCS Quality Incentive Pool (QIP) Program used data from the 2017-2019 DHCS Health Care Disparity Reports and DHCS’ 2020 Preventive Services Report, to identify statewide disparities based on the highest performing rate as the reference point (with ≥3% difference and p<0.05).

a. E.g., Post-Partum Care Asian rate is 8-26 percentage points higher than all other OMB Race category rates in the 2018 Health Care Disparity Report (p64)



PRO: Uses rates that demonstrate that such levels of care have been provided to and health achieved by a given population, and since the goal is to achieve equitable care for all, these rates could be considered as the “gold standard” of what is theoretically achievable across the board when all/most barriers are removed for everyone.



CONs:

· Because collectively the attributed population(s) for this rate may likely be the least marginalized, greatest resourced, and with the least barriers to care/health, use of such rates as benchmarks likely will be considered by some/many to be “unachievable” for populations currently receiving unequitable care due to the significant undertaking required to achieve equitable care.

· Use of highly aggregated population rates (e.g., Asian, Hispanic/Latino/a/x/e, White as discussed above) may hide highly disparate receipt of care or achievement of health by one or more of the many granular race/ethnicity groups that comprise the “high achieving” aggregate population. As such, use of “highest rate” could incorrectly encourage accountable entities to deprioritize analyses that explore and interventions that address the inequities experienced by these “hidden” disaggregated populations, over interventions focused on aggregate populations experiencing lower rates of care and health.	Comment by David Lown: Check out this comic that explains "Latine"
https://www.vox.com/the-highlight/2019/10/15/20914347/latin-latina-latino-latinx-means

Given a quick google search on Latinx vs Latine vs Latino/a, it definitely seems that one the whole the referenced population is not supportive of (and perhaps further declining support for) Latinx. And Latine is just not well know yet.



[bookmark: _Total_Population_Rate][bookmark: _Toc102722098][bookmark: TotalRate]Total Population Rate

Disparity = A race/ethnicity population performance rate that is lower (choose statistical approach) than the total population performance rate.



PRO: Easy to explain/understand. “Members of a particular race/ethnicity population is experiencing worse care/health than the average person in the community”.



CONs:

· Highly dependent on the composition of the total population. If populations experiencing inequities in care and health comprise the majority of the population, the “disparity” may be less evident.

· Total Population rate is essentially a weighted average of all the groups/individuals measures and does not reflect rates of care/health that are truly achievable when barriers are removed.

[bookmark: _Toc102722099]Median Population Rate

Same comments as the second bullet under Confidence Interval CONs and both the PRO and Cons of the  Total Population Rate.

[bookmark: _Toc102722100]Geographic Level

For disparity identification should the geographic level of the reference population match that of the stratified populations?



National or State benchmarks 

· PROs: Aligns all accountable entities towards a common target and standard

· CON: Does not account for regional/local patterns of inequities that may be hidden when using state or national performance

Regional, Local, or Accountable Entity Level data

· PRO: accounts for differences in inequities experienced in different locales.

· CON: Inequities can be hidden or difficult to identify if depending on the level of performance across populations or sizes of populations in that region (e.g., all populations experiencing relatively similar but overall lower care/health, some populations too small for meaningfully statistical calculations)

[bookmark: _Toc102722101]Target Setting Options

[bookmark: _ABSOLUTE_IMPROVEMENT][bookmark: _Toc102722102]ABSOLUTE IMPROVEMENT

Example: 

· Target Measure: Diabetes Poor Control

· Population of Focus: Black/African American

· MY2022 Target: 5 percentage points higher than MY2021 performance

PROs:

· Easy to explain to/be understand by stakeholders. Easy to implement from a programmatic standpoint (e.g., calculations)

· Could be beneficial when the performance rate(s) for one or more inequity experiencing populations is/are both very low (in an absolute sense) and significantly lower than other populations 

CONs: 

· Does not account for starting performance rate for the inequity experiencing population. As such, as the starting performance rate gets closer to the high-performance benchmark, absolute improvements will be increasingly difficult by the accountable entity to implement.

· Example (mock data) for Prenatal Care with a high-performance benchmark of 92%:

· B/AA starting performance rate of 40%. Gap to 92% is 52%. Absolute improvement of 5% represents a 9.6% gap closure.

· B/AA starting performance of 75%. 5% represents a ~30% gap closure, a much larger margin to improve in one year

[bookmark: _Toc102722103]GAP CLOSURE

[bookmark: _Toc102722104]Description

Gap closure has been used by DSRIP (including in other states), PRIME and QIP as follows:

· Gap = difference between high performance benchmark and prior MY performance

· Measure specific benchmarks:

· The most recently published state/national benchmarks prior to the start of the MY.

· Minimum Performance Benchmark: state/national 25th percentile 

· Accountable entities with MY performance below this level on a metric will be considered to not have achieved that metric’s target (see Table 1 for details)

· High Performance Benchmark: state/national 90th percentile

· Accountable entities with MY performance on a given metric at or above this level for that measure will be considered to have achieved that metric’s target

· 10% gap closure calculation

· For higher is better metrics: MY Target = Prior MY performance + 0.1*(High Performance benchmark – Prior MY Performance)

· For lower is better metrics: MY Target = Prior MY performance - 0.1*(Prior MY Performance - High Performance benchmark)

[bookmark: table1]Table 1: Minimum Performance Requirements

		Current MY Annual Performance 

		Annual Target for Next MY



		> 90th percentile

		Maintain performance at or above 90th percentile



		> 25th and <90th percentile

		Close the gap between the 25th and 90th percentile by 10%



		< 25th percentile

		Close whichever is the greater gap:

A. Gap between performance and 25th percentile

B. 10% of gap between the current performance & 90th percentile







[bookmark: _Toc102722105]PROS and CONS

PROs

· Establishes a minimal acceptable universal performance floor below which no credit for achievement is earned and a marker of universal high performance above which further improvement is not needed for achievement credit to be earned.

· Depending on the relationship between the minimum and high performance (Graph 2), the minimum threshold could easily and greatly exceed any Absolute Improvement requirements discussed in that method.

· In between, the target adjusts based on initial performance recognizing that there are generally more opportunities for improvement at lower levels of performance than at high levels of performance.

· Performance rarely exactly matches the target, so in real life the gap closes faster than predicted by the targets (Graph 1). 

CON:

· [bookmark: Graph1]Because the target is always a percentage of the remaining gap, there is an asymptotic relationship between the target and the high-performance benchmark (Graph 1). 

Graph 1: If each MY Performance achieved gap closure targets and nothing more



[bookmark: _Toc102722106]Options for High Performance Benchmark

1. National or State 90th percentile total population rates

· FYI: In the near future HEDIS will be publishing national rates that are stratified by race and ethnicity and presumably reported at the percentile levels for benchmarking. 

· PRO: 

i. Represents the highest performance (Plan or Provider depending on the measure) rates across the state or nation, thus establishing rates that “are achievable” across large swaths of the population when barriers are overcome or do not exist in the first place and for which all populations deserve to achieve

ii. Targeted Universalism (from UC Berkeley’s Othering and Belonging Institute)

1) [bookmark: HiPerfCon]This approach supports the equity target setting approach of using a state/national 90th percentile (or possibly even higher as informed by the highest performing segment of the population or other info) as the high-performance benchmark against which all population segments are held accountable to closing the gap towards. As OBI Director john a. powell notes:

a) Targeted universalism is a platform to operationalize programs that move all groups toward the universal policy goal as well as a way of communicating and publicly marketing such programs in an inclusive, bridging manner. It is an approach that supports the needs of particular groups, even the politically powerful or those in the majority, while reminding everyone that we are all part of the same social and civic fabric. As such, targeted universalist policies are more resistant to the critique that government programs serve special interests, whoever that might be. CON: (The flip of the PRO) Influenced by the majority demographic population(s) comprising the groups served by the highest performing entities, which may but likely do not experience the same barriers to care and health as those experiencing the greatest inequities in care and health, so may represent potentially “unrealistic” goals.

2) A more comprehensive approach to Targeted Universalism in health care measurement would be to use the same high-performance benchmark for each specific measure (i.e., HEDIS) used across all Payers (i.e., Medicaid, Medicare, Commercial, Marketplace). Using “highest performance as benchmark” would suggest using the highest 90th percentile benchmark that exists across the payers.

a) PRO: This would set the expectation that all patients should be receiving the same level of high-quality care regardless of payer.

b) CON: In a Pay-for-Performance environment, significant caution would be important to avoid setting up accountable entities for failure due to factors outside of their control that have significant impacts on accountable entities’ performance. Under the Targeted Universalism approach, P4P programs that use “payer-agnostic benchmarks” would need to ensure that appropriate resources and multi-stakeholder support are in place for those accountable entities whose populations with “barriers to care and health” not experienced by “majority demographic population(s) comprising the groups served by the highest performing entities”.

2. Highest Race/Ethnicity Specific Rate

3. Total Population Performance Rate

[bookmark: _Toc102722107]Data Source of Benchmark: National/State versus Regional/Local/Accountable Entity

National or State benchmarks 

· PROs:

· Aligns all accountable entities towards a common target and standard

· Larger data set smooths out variability seen across smaller geographic levels and over time, thus providing a more reliable and robust comparison across multiple accountable entities.

· CON: same as High Performance Benchmark CON above

Regional, Local, or even hyper-local/Accountable Entity data

· PRO: 

· Local performance may actually exceed state or national performance and thus represent a better “high performance” goal.

· Data may better represent local resources/barriers and thus may be a more “realistic” goal for what is achievable in that locale.

· CON: May not represent true “high performance”.

[bookmark: _Toc102722108]Options for Year of Performance and Year of Benchmark

1. [bookmark: PriorMY]Prior MY performance and most recently published benchmark prior to start of MY

PRO: Establishes a target which is transparent to the accountable entity (e.g., provider, health system, Plan) at the start of the MY thus allowing for pro-active resource allocation and monitoring of progress toward goal throughout the MY

CON: May use benchmarks established using older measure specifications not consistent with MY measure specifications, although the differences in benchmarks (old vs new specs) may be dwarfed by the size of the inequities being targeted.

2. Current MY performance and most recently published benchmark at start of MY or as of end of MY

PROs: 

· Holds entities accountable for current inequities being experienced by populations currently under their care.

· Using most recently published benchmarks as of start of MY makes use of a benchmark that won’t change throughout the year, creating some stability for end users.

· Using the most recently published benchmarks as of the end of MY makes use of the most currently available data for comparison (typically based on prior MY data but sometimes from 2 years prior to MY)

CONs:

· Target is not finalized until end of MY. Since final MY performance is not known until the end of the MY and since improvements in sub-populations impact the total population, this approach creates the problem of a moving target for improvement throughout the year, making tracking progress and adjusting interventions very difficult.

i. In PRIME, which used national benchmarks, prior year rates and most current benchmarks prior to the MY (option #1), we found no relationship between achieving a disparity reduction gap closure target and reductions in current MY disparities between the total population and the inequity experiencing population. Achievement of gap closure targets were associated increased disparity for some and decreased disparity for others. In systems that did not achieve their gap closure target, the same outcomes were seen (i.e., disparity increased for some, decreased for others).

· Option #2 also introduces the risk of manipulation of the target through intentional neglect of certain groups by the entity in order to keep the total population rate from increasing too much or at all. 

· For options #1 and #2, there is a small risk of using benchmarks calculated using older measure specifications not consistent with current MY measure specifications, although the differences in benchmarks (old vs new specs) may be dwarfed by the size of the inequities being targeted. This risk gets smaller, the more current the benchmark being used is.

3. Current MY performance and benchmarks based on current MY data

PRO: 

· Holds entities accountable for current inequities being experienced by populations currently under their care.

· Uses benchmarks that were established using data from the same specifications that accountable entities are using to calculate their MY performance. Apples to apples comparison.

CON:

· Target is not known until up to ~8-12+ months* after the MY is over, making it impossible for accountable entities monitor progress towards target during the MY

i. *Benchmark release timing after end of MY:

1) 7mos: HEDIS Commercial

2) 8mos: UDS

3) 9mos: HEDIS Medicaid

4) 12-14mos: MIPS



[bookmark: Graph2]Graph 2: Relationship between Gap Closure Targets and Minimum & High-Performance Benchmarks





[bookmark: _Toc102722109]Geographic level of Reference Population: Interplay between Disparity Identification and Target Setting for Program Design

The decision to select one or another for the reference population rate depends on whether the reference population rate is being used to identify a disparity or is being used for target setting calculations. Examples:

1. The state could choose to hold Plans and providers accountable for improving inequities (i.e., specific populations for specific measures) identified using state data (e.g., Bold Equity Goals) and to use National benchmarks when calculating the Plans and providers improvement targets.

a. PRO: Aligns all improvement across the state towards the same goals.

b. [bookmark: statedisparityCON]CON: May detract attention from great inequities seen at local levels that are different from those seen at the state level

2. The state could allow the Plans and providers to select from among state identified inequities that are also seen at the Plan or provider level based on those entities’ own data (this is the approach used in QIP for two “Improving Health Equity” measures, one required, the other optional). 

a. PRO: Best of both worlds. 

· Allows flexibility to focus on local disparities while limiting efforts to those that are also important at the state level.

· Greater likelihood of local stakeholder buy-in and thus locally designed improvement efforts.

b. [bookmark: localdisparityCON]CON:

· Harder to see statewide improvements when local efforts are not aligned with each other across the state.

· It may be difficult to identify disparities, either due to similar performance rates across all populations or because disparity experiencing populations are too small for statistical meaningful calculations.

3. Plans and/or Providers use their own data to identify disparities to work on and use their own reference populations for target setting

a. PRO: The greatest level of local flexibility to focus on local equity priorities.

b. CON: Unless there is no state or national benchmarks or local performance exceeds state or national performance, local performance rates should almost never be used for target setting as it would not represent true high performance.

4. A mix of both approaches is used in QIP. In addition to the local flexibility allowed in the Improving Health Equity measures, all QIP entities (participating public hospitals and health systems) reporting on the Diabetes Poor Control measure (the majority of entities are required to report this measure) are financially accountable for improvements on the total population, the Black/African American rate, and the Hispanic/Latino rate. The state chose this measure because it is also an MCAS MPL measure and state analysis showed disparities for these populations across the majority of reporting entities. Entities that have no disparities for one or the other race/ethnicity population are still required to meet gap closure targets for all three rates.

a. PRO: Drives all entities towards improvements on the same statewide disparity (Diabetes) and provides local flexibility while also focusing those efforts on statewide disparities. 

b. CON: combination of 1.b., and 2.b.

One final comment: As the number of equity measures increase in a specific program, very careful thought needs to be put forth regarding the number of equity measures (and accountable population rates) as a proportion of all measures, so as to avoid “to many plates in the air” with insufficient accountable entity resources to address equity improvements with robust community engagement and culturally specific tailoring of improvement efforts (and associated perception by the relevant community that improvement efforts are only performative). 
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Gap Closure vs Min & High Benchmarks
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For each indicator, HSAG calculated a 95 percent confidence interval around each
raciallethnic group's rate following NCQA's methodology:

lower interval = rate —1.96

upper interval = rate +1.96

rate(1 — rate) 1

denominator 2 x denominator

rate(1 —rate) 1
denominator * 2 X denominator
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From: Linnea Koopmans
To: DMHC Public Comments
Subject: LHPC Feedback - DMHC Health Equity and Quality Measure Set
Date: Wednesday, July 20, 2022 9:06:29 PM

CAUTION: This email originated from outside of the organization. Do not click links or open attachments unless you
recognize the sender and know the content is safe.

Hello,
 
On behalf of LHPC, which represents the 16 local, not-for-profit Medi-Cal managed care plans,
please see the below feedback on the measures being considered by the DMHC Health Equity and
Quality Committee for inclusion in the final measure set.
 
LHPC Feedback: DMHC Health Equity and Quality Measure Set

Overall, the local plans support the 12 measures recommended by the committee for
inclusion in the final measure set. We are supportive of the alignment between these
measures and measures on the DHCS Managed Care Accountability Set (MCAS) and other
Medi-Cal priorities (e.g., the DHCS “Bold Goals”). Additional comments on the final measures:

There are concerns regarding data collection and completeness regarding the
depression screening measure. Screening results are reported by LOINC codes, which
cannot be submitted through claims. Further discussion is needed, particularly
regarding approach and process for establishing a benchmark for this measure.
Asthma Medication Ratio may be impacted by the Medi-Cal pharmacy carve-out, as
MCPs do not have the ability to adjust formulary or authorization processes to promote
use of controller medications versus emergency relief.

With respect to the seven measures that were in the category of “for further discussion,”
LHPC recommends that these measures not be included in the final measure set for several
reasons:

It is important that the final measure set is limited to a small number of measures
(twelve or fewer) so that they can be prioritized by plans and providers for
performance, improvement, and disparities reduction. These efforts will not be
effective if there are too many measures. Therefore, we are supportive of eliminating
all the measures in this category.
The measures in this category are not a part of the CMS Core Sets (or DHCS MCAS) so
would be new measures beyond the nearly 40 measures already required in Medi-Cal
managed care as a part of the MCAS.
Because of benefit carve-outs in Medi-Cal, particularly for SUD and SMHS, there would
be challenges with data completeness and with comparing performance with
commercial plans if some of these measures were to be included.

HPC is still discussing the various benchmarking approaches being considered by the committee

ith the local plans. Acknowledging that the next meeting of the committee on August 17th will
clude a review of a draft report, what is the timeline for providing feedback or recommendations
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on benchmarking?
 
Thank you,
Linnea
 

Linnea Koopmans  •  Chief Executive Officer
1215 K Street, Suite 2230  •  Sacramento, CA 95814
Office: (916) 448-8292  •  Cell: (916) 224-4530
lkoopmans@lhpc.org  •  www.lhpc.org
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DMHC Health Equity & Quality Committee: LHPC Recommendations 
August 24, 2022 

 

As DMHC concludes its Health Equity and Quality Committee process, the Local Plans of California 

(LHPC), which represents the 16 local Medi-Cal managed care plans serving over 8.5 million Medi-Cal 

enrollees provides the following recommendations regarding a benchmarking approach, measure 

stratification, and other important process considerations. Local plans are committed to providing high 

quality and equitable health care for the Medi-Cal populations they serve. They also understand 

firsthand how the challenges of poverty, geography and social factors impact care, and what’s necessary 

to make an impact on health outcomes. For example, improving health outcomes for unhoused 

populations or individuals without full immigration status is more challenging than doing so for 

commercial or Medicare populations that have less of those barriers. With this in mind, we believe it’s 

important for DMHC to adopt standards that will enable plans serving the most vulnerable populations 

to drive equity and improvement without negative impacts like sanctions which will reduce resources 

that could otherwise be invested in under-resourced communities to address health inequities. LHPC 

thanks DMHC in advance for considering our recommendations.  

1. Benchmark approach and percentile. We understand that the Committee intends to recommend 

that DMHC establish an absolute benchmark for both Medi-Cal and commercial plans. Assuming 

this is the approach adopted by DMHC, LHPC recommends that DMHC utilize national Quality 

Compass Medicaid percentiles. Although there may be some measures where national Medicaid 

performance exceeds commercial plan performance, overall, we know that Medicaid 

performance is lower in large part due to poverty and related social drivers of health. If DMHC 

were to adopt a commercial standard, it would likely result in Medi-Cal plans being 

disproportionately penalized, thus reducing the available resources to invest in quality 

improvement. In short, adopting a commercial standard may not achieve the quality or equity 

outcomes that California seeks through this effort. 

 

Additionally, given that DMHC is establishing a single standard for all measures (i.e., there will 

not be a separate standard for the measure in aggregate versus for stratified subpopulations) 

we recommend the MPL be the 25th percentile based on the annual national Quality Compass 

data. It is important to recognize that the 25th percentile is actually a high standard to set as a 

minimum and we expect that most plans would not meet this percentile for a subset of 

measures or subpopulations. Were DMHC to adopt this standard, it would mean that for all 

measures and subpopulations, every plan would outperform a quarter of plans nationally. We 

would be concerned if the 50th percentile was used, as this would mean that all plans in 

California would be above average compared to all other Medicaid plans in the country for all 

subpopulations, which is an impossibly high standard statistically and would mean failure for 

most, if not all, plans. Additionally, as improvement occurs, California’s plans will actually 

increase the bar for performance as we would drive increases in the percentages associated 

with the national percentiles.  

 



2. Measure stratification. We support DMHC’s alignment with NCQA stratification requirements. 

However, given that sometimes the denominators may be very small for certain subpopulations 

or measures, DMHC guidance should specify that for measures where there is not statistical 

significance due to a small denominator, the stratified measure will be removed from reporting. 

Additionally, while not in the purview of DMHC, there are longstanding challenges with the 

completeness of Medi-Cal demographic data. We understand that as a part of CalAIM DHCS will 

be working to improve these data (currently approximately 20% of Medi-Cal enrollees are of 

unknown race or ethnicity) however this work has not yet begun. That lack of data for 20% of 

the population could both skew results upward or downward and means that plans are unable 

to intervene for members in specific sub-populations that are not identified in the group.  DMHC 

consideration for data improvement efforts should consider DHCS timing and process, as plans 

are reliant on state and county eligibility systems for such information.  

  

3. Reassessing benchmarks and measures. Although the statute allows the measures and 

standards to remain in place for up to five years before they sunset, we recommend that DMHC 

reassess the measures and standards after three years. After three years, there will be sufficient 

data and experience to evaluate the selected measures and benchmarks, particularly for the 

stratified measures, and determine whether changes may be appropriate. There should also be 

a mechanism or process to determine whether there were any unintended consequences 

related to the measure standards and benchmarks. One example could be lowering of quality 

measure scores for subpopulations that initially had higher scores due to greater interventions 

with lower scoring subpopulations. 

 

4. Timeline for establishing new benchmarks. Where benchmarks do not exist today, we 

recommend a minimum of two years before those measures are subject to DMHC enforcement 

and accountability activities. This is the standard approach for new quality measures or 

benchmarks given that the first year is data capture with results mid-year the next year, which 

allows setting of the benchmark for year 3. This will also enable plans to design interventions 

and make any needed adjustments to their quality efforts before accountability and 

enforcement activities begin.  
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August 18, 2022 

 

Ms. Mary Wantanabe 

Director, Department of Managed Health Care 

980 9th Street, Suite 500 

Sacramento, CA 9581 

 
VIA EMAIL: mary.watanabe@dmhc.ca.gov     

publiccomments@dmhc.ca.gov 

 

RE:    Public Comment – August 17, 2022, Meeting of the Health Equity and Quality Committee 

 

Dear Director Wantanabe, 

 

On behalf of Inland Empire Health Plan’s (IEHP) Executive Team, thank you for the opportunity 

to offer feedback following the August 17- meeting of the Department of Managed Health Care 

(DMHC) Health Equity and Quality Committee (“Committee”). Having served on the Committee 

since its inception, it truly has been a privilege to represent IEHP and work with DMHC, Sellers 

Dorsey and my fellow Committee members to help shape recommendations that will inform the 

equity and quality measures that DMHC is developing and ultimately mandating. 

 

As the local-initiative Medi-Cal managed care plan for Riverside and San Bernardino counties, 

IEHP is proud to coordinate the health care for more than 1.5 million Medi-Cal beneficiaries. As 

Chief Quality Officer for IEHP, I am committed to ensuring that the care they receive is of the 

highest quality and is provided as expeditiously as possible. It is because of this commitment that 

I feel compelled to offer additional feedback for DMHC’s consideration on the conversation that 

was offered at the last meeting of the Committee on August 17. While there was considerable 

support for the equity and quality initiatives, there was a divergence of opinion on two key 

considerations that I wish to offer an additional perspective on: 

 

 (1.) IEHP recommends that DMHC adopt the 25th percentile benchmark. It is understood and 

recognized that the 25th percentile is an ambitious target that will challenge health plans but also 

be more achievable in the near-term for plans to meet. The importance of the “achievability” of 

DMHC’s initial benchmark cannot be understated. I agree that ensuring that the goals of increasing 

quality and equity will require a pragmatic and thoughtful approach that allows plans the flexibility 

to effectively design and ramp up their quality efforts. This also ensures DMHC flexibility as it 

positions its management and compliance infrastructure to hold plans accountable to these initial 

measures and benchmarks. It is for this reason that IEHP believes the 25th percentile is the more 

appropriate benchmark to set for the initial phases of this important effort. 

 

 (2.) IEHP recommends DMHC adopt the alternative two-year timeframe versus a one-year lag 

time on when quality and equity benchmarks will be released and updated. Like the feedback stated 

http://www.iehp.org/
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previously, IEHP supports the aims of DMHC’s equity and quality efforts, and we want those 

efforts to succeed. However, success will only be achievable if the Department and health plans 

have the flexibility to effectively plan and prepare to meet the benchmarks that are adopted, both 

in the early phases of the program, and when those targets are updated based on new data that is 

provided. By adopting the two-year lag time, this will allow plans the additional time needed to 

make effective adjustments to their equity and quality improvement efforts.  

 

Thank you for the opportunity to offer the comments above and if you have any questions about 

the recommendations therein, please don’t hesitate to reach out to me personally at (909) 890-2930 

or by email at Juhn-E@iehp.org. 

 

Sincerely, 

 

 
Edward Juhn, MD, MBA, MPH 

Chief Quality Officer, IEHP 

 

 

CC: Jarrod McNaughton, IEHP CEO 
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