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Abstract

Introduction—Under the CHIPRA Quality Demonstration Grant Program, CMS awarded $100 

million through 10 grants that 18 state Medicaid agencies implemented between 2010 and 2015. 

The program’s legislatively-mandated purpose was to evaluate promising ideas for improving the 

quality of children’s health care provided through Medicaid and CHIP. As part of the program’s 

multifaceted evaluation, this study examined the extent to which states sustained key program 

activities after the demonstration ended.

Methods—We identified 115 potentially sustainable elements within states’ CHIPRA 

demonstrations and analyzed data from grantee reports and key informant interviews to assess 

sustainment outcomes and key influential factors. We also assessed sustainment of the projects’ 

intellectual capital.

Results—56% of potentially sustainable elements were sustained. Sustainment varied by topic 

area: Elements related to quality measure reporting and practice facilitation were more likely to be 

sustained than others, such as parent advisors. Broad contextual factors, the state’s Medicaid 

environment, implementation partners’ resources, and characteristics of the demonstration itself all 

shaped sustainment outcomes.

Discussion—Assessing sustainment of key elements of states’ CHIPRA quality demonstration 

projects provides insight into the fates of the “promising ideas” that the grant program was 

designed to examine. As a result of the federal government’s investment in this grant program, 

many demonstration states are in a strong position to extend and spread specific strategies for 
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improving the quality of care for children in Medicaid and CHIP. Our findings provide insights for 

policymakers and providers working to improve the quality of health care for low income children.
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Introduction

The Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA) 

established the CHIPRA Quality Demonstration Grant Program to “evaluate promising ideas 

for improving the quality of children’s health care” provided under Medicaid and the 

Children’s Health Insurance Program (Children’s Health Insurance Program Reauthorization 

Act 2009). To implement the program, the Centers for Medicare and Medicaid Services 

(CMS) awarded 5-year grants ranging from $8.8 million to $11.3 million to Medicaid 

agencies in 10 states. Because six grants involved multi-state partnerships, a total of 18 

states received demonstration funds. Demonstration grants were scheduled to end in 

February 2015, but CMS gave most states a no-cost extension of up to 1 year.

In addition to specifying five project categories (Table 1), CMS’ solicitation noted that 

grants should (1) build quality improvement infrastructure, rather than pay for direct 

services, and (2) yield state-level partnerships that would create a critical mass of 

stakeholders committed to system transformation (Centers for Medicare & Medicaid 

Services, September 30, 2009). The demonstration states implemented 52 projects across the 

five categories, with each state allocating grant dollars to several projects concurrently. 

Overall, projects were modest in their reach. For example, states working to encourage 

adoption of patient-centered medical home (PCMH) features usually involved fewer than 20 

practices.

Within the categories, projects differed in their specific objectives (Devers et al. 2013). For 

example, the ten demonstration projects that aimed to strengthen state infrastructure for 

using quality measures (Burwell 2016) typically focused on hiring staff to generate 

standardized procedures for reporting the measures but two also established statewide 

committees to champion improvements in quality measures for children.

Although CMS did not specifically emphasize program sustainment as a demonstration goal, 

the focus on building infrastructure and testing of promising ideas implies that CMS 

expected that some demonstration programs would continue beyond the grant period with 

ongoing beneficial effects (Moore et al. 2017). This study, part of the evaluation of the 

CHIPRA Quality Demonstration Grant Program that was led by the Agency for Healthcare 

Research and Quality (2016), examines the extent to which states sustained key elements of 

their demonstrations.

The decision to sustain an element indicates that stakeholders view it as sufficiently valuable 

to warrant continuation (Scheirer and Dearing 2011). By studying sustainment outcomes and 

contributory factors, we shed light on possible long-term effects of federal investments in 

demonstration programs. Furthermore, by highlighting sustained elements and factors 
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contributing to sustainment, we provide information that states not participating in the 

demonstration may find useful in prioritizing their own efforts to improve child health.

Specifically, this study addresses two questions: (1) Which elements in the CHIPRA quality 

demonstrations were sustained? (2) What factors influenced sustainment? To address these 

questions, we identified key elements in each state’s demonstration project, assessed the 

likelihood of sustainment, and developed brief case studies of four purposively-selected 

states. These case studies are available in a supplementary file.

Methods

This study combines qualitative methods with analysis of frequency counts of elements 

implemented under the grant program.

Definitions

We use the term element to refer to a discrete activity or set of closely related activities that 

states implemented using grant funds. Many of the states’ projects included multiple 

elements (for example, reporting quality measures to CMS and developing feedback reports 

for practices), each of which could be sustained independently of others. We categorized 

elements as sustained or highly likely to be sustained if states had developed or implemented 

specific plans to continue them in the same or in a largely similar form after the grant period 

ended (Blasinsky et al. 2006). (For the remainder of this article we will refer to these 

elements as sustained.) Elements for which states were developing specific plans for 

continuation we designated as may be sustained, while elements that the state indicated 

would not continue or for which they had no specific plans for continuation were designated 

as not sustained. In addition to project elements, the grants generated intellectual capital, 
defined as the experience, knowledge, and influence gained by state staff and their 

contractors or partners responsible for state-level grant activities (Choo and Bontis 2002; 

Santos-Rodrigues et al. 2013).

Data Sources

We used the following data sources: states’ progress reports submitted to CMS near the end 

of the demonstration, in August 2014 and February 2015; states’ final reports submitted to 

CMS before July 30, 2015; 356 semi-structured interviews conducted during site visits in 

mid-2014 that were coded and entered into NVivo (Bazeley 2007); notes from telephone and 

email contacts with one to three key staff in all 18 demonstration states between May and 

July 2015 to clarify our understanding of their sustainment plans; and interviews with one to 

three program staff in four states in August 2015, which we used to complete our case 

studies. The Office of Management and Budget and the institutional review boards for 

Mathematica and the Urban Institute approved our data collection methods.

Analytic Methods

We reviewed program elements identified in the sources noted above, using standard 

qualitative methods to identify key themes (Bradley et al. 2007; Bazeley 2007). Based on 

this review, we grouped elements into nine mutually exclusive categories: (1) learning 
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collaboratives (a structured group learning approach through which practices received 

didactic instruction and opportunities for peer-to-peer learning); (2) practice facilitators 

(coaches who provide direct assistance to providers, such as helping them develop practice-

based quality reports, engage with families, or obtain PCMH recognition); (3) financial or 

labor resources provided to practices or school-based health centers (SBHCs) participating 

in quality improvement (QI) activities, including stipends and staff subsidized by the state; 

(4) maintenance-of-certification programs and other structured QI trainings; (5) quality 

measure reporting (including reporting quality measures to CMS and other stakeholders, 

such as health insurers or practices); (6) health IT applications (such as efforts to improve 

the functionality or use of electronic health records or health information exchanges); (7) 

efforts to enhance family engagement with child-serving providers or agencies; (8) efforts to 

develop multi-stakeholder partnerships focused on QI; and (9) other elements (such as 

writing QI specifications for managed care contracts). Because states frequently combined 

learning collaboratives with practice facilitators, financial and labor resources, and health 

care training or certification programs, we aggregated them into the topic of service delivery 

transformation.

We excluded from our analyses elements that (1) were not designed to be sustained (for 

example, demonstration projects’ technical advisory panels) and (2) had begun but were 

discontinued before the demonstration’s fifth year.

To determine which elements were sustained (our first research question), we drew on 

evidence available as of August 31, 2015—after the end of the original grant period but 

before 14 states’ no-cost extension periods were over. We assessed a state’s grant-generated 

intellectual capital as being sustained if (1) grant staff were continuing to play leadership 

roles in developing or implementing state-level QI initiatives for children or (2) the evidence 

indicated that the state staff involved with the grant would continue to work on state-level QI 

for children with organizations (such as state universities) that had provided the grant’s 

intellectual leadership.

Researchers and analysts with substantial knowledge of individual demonstration states 

assessed available evidence and made initial sustainment determinations for each element. 

To ensure inter-rater reliability, four of the study’s researchers reviewed these initial 

determinations and, if necessary, discussed the evidence until consensus was reached. As a 

final quality control check, we asked state staff to review our determinations and, if they 

believed them to be inaccurate, to provide additional pertinent information. For about 15% 

of the determinations, additional information led us to change our judgment regarding 

sustainability.

To assess which factors influenced sustainment (our second research question), we 

constructed case studies of four states (Alaska, Maryland, South Carolina, and Utah), 

purposively selected to illustrate variation across element categories and pathways to 

sustainment outcomes (Patton 1996; Yin 2014). For each case study, we relied on the 

sources noted above to develop narratives that described the elements implemented under 

the demonstration, their sustainment outcomes, and key contributing factors. We also drew 

on research that identified some factors potentially affecting sustainability of demonstration 
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programs (Blasinsky et al. 2006; Choo and Bontis 2002; Gruen et al. 2008; Scheirer 2005; 

Scheirer and Dearing 2011; Stirman et al. 2012; Proctor et al. 2011; Santos-Rodrigues et al. 

2013; Savaya et al. 2008). We queried our NVivo database to identify and analyze data for 

the case studies, and then conducted an additional interview with staff from each case study 

state to refine our understanding of factors influencing sustainment. Team members 

iteratively reviewed each case until we agreed it faithfully represented the data. For further 

validation, each case study was reviewed by a state representative.

Results

The 18 demonstration states implemented 114 elements by the grant program’s 5th year 

(Table 2). States varied in the number of potentially sustainable elements they implemented 

because they used different strategies in allocating grant funds. Some states spread funds 

across numerous elements (3 states each implemented 8 or more elements); others focused 

on fewer elements (7 states each implemented 4 or 5).

Which elements in the CHIPRA quality demonstrations were sustained?

Across all states, 56% of elements were sustained (Table 3). In some topic areas, a few states 

contributed disproportionately to the total number of elements and the number of elements 

sustained. For example, as 1 of the 12 states working on quality measure reporting, Illinois 

contributed 4 of the 26 elements implemented across the states (15%) and 4 of the 20 

sustained elements (20%). The percent of sustained elements varied by topic, ranging from 

20 to 77%. Elements related to practice facilitation and quality measure reporting were more 

likely to be sustained than elements in other areas.

Service Delivery Transformation

Seventeen demonstration states implemented 40 elements within this topic area. States 

sustained 53% of these elements, but some types of elements were more likely to be 

sustained than others. For example, states sustained 77% of their practice facilitator 

elements, compared with 60% of their training and certification elements, 50% of their 

learning collaboratives, and 20% of their financial and labor-support elements (such as 

stipends or subsidies for practice staff). In New Mexico, for example, state-funded practice 

facilitators continued to help SBHCs implement QI efforts after the demonstration; however, 

the state stopped providing SBHCs financial incentives to support those efforts.

Quality Measure Reporting

These elements involved developing strategies, expertise, or data manipulation procedures to 

report the Child Core Set of quality measures to CMS, or to report performance on other 

quality measures (for example, practice-level rates of developmental screening) to state 

policymakers, practices, health care systems, managed care organizations, or the public. 

Overall, 77% of these elements were sustained.

Of the 11 states that worked on quality measurement, eight developed activities or built 

infrastructure for reporting quality measures to CMS (for example, Massachusetts linked 

data from several sources, including health plans and a state database that stores Medicaid 
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and commercial insurance data); all of these activities were sustained (data not shown). 

Seven worked on elements related to quality measure reports for stakeholders within the 

state (for example, reports showing a practice’s performance on selected measures such as 

rates of well-child visits or immunizations); 64% of these elements were sustained (data not 

shown).

Health IT

Twelve states implemented a diverse range of elements related to health IT, which included 

providing technical assistance to improve collection and use of EHR data for quality 

improvement, enhancing data system interoperability, and establishing Web sites with 

information for providers or families about chronic health conditions. Although 45% of 

these elements were sustained, an additional 23% are in the “may be sustained” category, a 

substantially higher percentage compared with other topic areas. (Some health IT activities 

were not included in our calculations because they were planned but not implemented or 

were abandoned in the early years of the grant, usually for reasons related to technical 

feasibility.)

Family Engagement

Some demonstration projects aimed to enhance engagement with families (such as giving 

stipends to practices to support family advisors). Elements related to family engagement 

were least likely to be sustained (33%).

QI Partnerships

Some states used demonstration funds to establish statewide QI partnerships, often using the 

National Improvement Partnership Network model (see https://www.uvm.edu/medicine/

nipn/). For example, Idaho developed a new statewide partnership that will serve to continue 

QI activities for children. More than half (56%) of elements related to QI partnerships were 

sustained.

Intellectual Capital

The intellectual capital acquired during the demonstration was sustained in varying forms in 

14 of the 18 states (Table 2). Based on demonstration grant experiences, two states 

developed new entities to oversee QI work for children. In six states, key state staff either 

stayed in their positions or moved to other positions in the Medicaid agency, remaining 

closely involved in child health QI activities. Another six states built on demonstration 

activities through continued relationships with contracted staff at state universities and other 

entities. In many states, program staff whom we interviewed noted that the grant had (1) 

substantially increased their state’s overall investment in QI activities for children because of 

new partnerships with other agencies, providers, and quality specialists and (2) made it 

possible for them to take advantage of new grant or legislative opportunities through which 

they could strategically extend the knowledge gained from the demonstration.

What factors influenced sustainment?—Our case studies (see supplemental file) 

indicate that several factors interacted to shape sustainment decisions. As other studies have 
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found (e.g., Gruen et al. 2008), leadership and availability of new financial support almost 

always played key roles. For example, in North Carolina, the project’s leadership, which 

included a well-known and highly-respected pediatrician, regularly informed stakeholders 

about project activities.

Interestingly, four other factors also were important in our case study states. First, 

sustainment of some program elements resulted from the state’s investment in infrastructure 

and institutionalization of procedures developed with grant funds. For example, Alaska used 

CHIPRA quality demonstration funds to hire a data analyst to develop procedures for 

improving and linking data sources needed to report some of the measures in the Child Core 

Set. These new procedures were integrated into the state’s standard operations for reporting 

measures to CMS, in anticipation of the possibility that this voluntary reporting may 

eventually become mandatory.

Second, early planning for sustainment, combined with systematic evidence of a program’s 

effects from state-based process evaluations, sometimes contributed to sustainment. For 

example, within the first year of the project, South Carolina’s leadership team established a 

15-member steering committee that focused on developing sustainment plans. In addition, 

researchers at the University of South Carolina (a key partner) systematically gathered 

information about the experience and performance of the 18 practices participating in the 

demonstration, as well as the state’s performance on selected core quality measures. 

According to the program’s leadership, this information, when it was shared with the 

director of the Medicaid agency, helped demonstrate the program’s value and contributed to 

a decision to establish a new unit in the Medicaid agency that would focus specifically on 

improving quality of care for children.

Third, states sometimes sustained programs by aligning program activities with the broader 

goals of the host agency. For example, Maryland used its demonstration to expand on its 

long-standing efforts to improve intensive, cross-agency service coordination for children 

with complex behavioral health needs. The state and the University of Maryland (its partner 

with extensive experience in this area): (1) incorporated new modules into an existing 

training program for care coordinators, (2) customized an existing data system to fit local 

care coordination needs, (3) improved data infrastructure for monitoring services across 

agencies, and (4) developed and submitted a Medicaid state plan amendment (SPA) to 

improve access to and quality of services. When it was subsequently approved by CMS, the 

SPA provided a new funding stream to sustain several elements.

Fourth, stakeholder support was a critical factor in several states. For example, Utah used its 

grant funds to develop a website with modules describing chronic conditions affecting 

children, offering information tailored for physicians and families, and hosting a newsletter 

and blogs. As a result of the website’s popularity with providers both within and outside the 

state, the state sought and received support from other grants and a major hospital system to 

cover the costs of the website’s maintenance. In contrast, another health IT application (a 

platform for portable medical records) was developed and tested for several years but 

ultimately not sustained. Few providers could use the platform because of technical 

problems with the state’s HIE and a key implementation partner viewed it as a low priority.
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Discussion

Assessing sustainment of key elements of the states’ CHIPRA quality demonstration 

projects provides insight into the fates of the “promising ideas” for improving the quality of 

children’s health care that the grant program was designed to examine. These findings may 

provide useful insights for policymakers and child-health practitioners who have 

opportunities to invest resources for improving quality of care for Medicaid-enrolled 

children. Our findings indicate that more than half of the elements that demonstration states 

implemented by the program’s 5th year were sustained after the grant period ended. 

Moreover, most states found a way to sustain the intellectual capital developed during the 

grant period. As a result of the federal government’s investment in this grant program, many 

demonstration states were in a strong position to extend and spread specific strategies for 

improving the quality of care for publicly-insured children.

Multiple factors influenced sustainment decisions. Depending on the particular state and 

element type, broad contextual factors at the federal and state level (including availability of 

new funds), the state’s Medicaid policy and program environment, implementation partners’ 

resources and clout, and characteristics of the demonstration itself all shaped sustainment 

outcomes. For example, demonstration states sustained 77% of quality measurement 

elements because of factors such as states’ existing measure-related contracts with 

universities, relatively low costs of institutionalizing procedures first developed with 

demonstration funds, and anticipation that voluntary reporting of quality measures to CMS 

would become mandatory.

The cost of sustaining elements, while an important factor, was not necessarily decisive. For 

example, practice facilitation has high operating costs (Geonotti et al. 2015), but was 

nevertheless one of the elements that was often sustained—an outcome shaped in part by the 

rising popularity of this method as an important component of practice transformation 

efforts. In some cases, the strength of an implementation partner’s influence also made a 

difference. Influential implementation partners were sometimes able to secure continued 

funding for elements in which they had a special interest.

Few states sustained elements that involved providing financial or labor support directly to 

practices, reflecting the fact that stipends for participating in QI activities and paying for 

parent partners are outside of Medicaid’s usual payment models. In this case, lack of 

congruence between this type of element and states’ administrative mechanisms made it 

difficult to find pathways for sustainment.

In a demonstration program that tests promising ideas, failure to sustain an element is not 

necessarily negative. Program leaders may decide not to continue an element because they 

discover that underlying assumptions are faulty. For example, two states discontinued direct 

secure messaging efforts because of meager provider interest as well as technical challenges.

This study has several limitations. First, elements are not equivalent in scope. Some were 

large, expansive endeavors; others were small and narrowly focused. Hence, the number of 

elements is not an index of the overall magnitude of a state’s effort. Second, our results, 

which derive from evidence available before many of the no-cost extensions had ended, 

Ireys et al. Page 8

Matern Child Health J. Author manuscript; available in PMC 2018 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



should be interpreted in the context of an extremely fluid environment: projects sustained in 

1 month can be canceled the next, or vice versa. Our analysis drew primarily on interviews 

with state staff, who may not have represented the perspective of all individuals involved in 

the grant. Similarly, we examined sustainment at the state level only, and therefore did not 

assess whether practices, school-based health centers, or other participating organizations 

continued elements without state support. Finally, despite purposive sampling of our four 

case study states, we may have failed to reach data saturation in identifying factors 

influencing sustainment decisions.

Our findings suggest that no single factor guarantees that demonstration elements will be 

sustained, but certain actions may increase the likelihood of sustainment. These include 

building a foundation for sustainment by aligning program goals with the goals of the home 

institution; seeking new sources of funding; engaging in early sustainment planning based 

on evidence about the program’s perceived value; institutionalizing routines and 

infrastructures as much as possible; and leveraging the experience and influence of 

implementation partners. Finally, as our and other case studies have shown, even effective 

programs are unlikely to be sustained without a healthy dose of skill and dedication from the 

leadership team. Although this study grew from an evaluation of a federal demonstration to 

improve children’s health care quality, our findings may be applicable to assessing state-

level sustainment of other federal demonstration initiatives.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Significance

What is already known on this subject?

Previous reports have identified factors affecting sustainment of grant programs—such as 

available funding, relationships with implementation partners, and program complexity—

but few studies have focused specifically on federal grants to states to improve the quality 

of children’s health care.

What does this study add?

This study provides new information about the extent to which states sustained key 

elements of federal grants designed to identify promising strategies to enhance quality of 

care for Medicaid-enrolled children. It also identifies critical factors that influenced 

sustainment outcomes.
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Table 1

CHIPRA Quality Demonstration Grant Program: categories, goals, and examples

Grant category (number 
of states with projects) CMS’s specific goals Example project (state) and associated elements

A Report and use quality 
measures for children, 
including the CMS child 
core set (10 states)

Demonstrate collection and reporting on core set of 
child quality measures
Learn how best to collect data for measures and 
overcome barriers
Learn how stakeholders use quality measures
Measure impact of use of core measures

Report and foster improvement on quality measures 
(Alaska) Elements
Fielded Consumer Assessment of Healthcare Providers 
and Systems survey in 3 practices in preparation for 
reporting patient experience measure
Hired data analyst to address obstacles to reporting 
child core set measures from Medicaid administrative 
data
Engaged Medicaid and public health staff to monitor 
performance on measures and develop QI strategies

B Develop or enhance HIT, 
such as electronic health 
records (EHRs) and health 
information exchange 
(HIE) (12 states)

Learn how best to implement HIT, including HIT 
promotion and how barriers can be overcome
Learn how to use HIT data for quality improvement 
and cost reduction
Measure impact of HIT on children’s health care 
quality
Determine if and how HIT increases transparency and 
consumer choice

Use HIT to improve information exchange and care 
coordination (Utah)
Elements
Laid groundwork for interstate HIE and shared 
immunization data with Idaho
Developed and tested portal for pediatric medical record
Enhanced online resources to help physicians and 
parents care for children with special health care needs
Developed and implemented electronic platform that 
practices use to share information about quality 
improvement work

C Develop or expand 
provider-based care 
models, such as PCMHs, 
SBHCs, or CMEs (17 
states)

Demonstrate that selected model can be implemented
Learn how best to implement models of care and 
identify how barriers can be overcome
Determine impact of selected model

Help 18 child-serving practices improve quality of care 
(South Carolina)
Elements
Provided practice facilitation (one-on-one technical 
assistance)
Held 8 learning collaboratives
Provided maintenance-of-certification credit to 
physicians
Funded parent involvement in quality improvement 
work
Hosted training on integration of primary and 
behavioral health care

D Implement and evaluate 
the impact of a model 

EHR format for childrena 
(2 states)

Evaluate impact of format on pediatric healthcare 
quality and costs
Learn to use data from the format to improve quality 
and reduce costs
Determine how to promote meaningful use of the 
format
Identify issues with the format, such as 
interoperability or privacy concerns

Test format’s usefulness with 4 health systems and a 
federally qualified health center (Pennsylvania)
Elements
Provided health care organizations funding to 
incorporate new Format requirements into their EHR 
systems
Assessed usefulness of the format

E Additional activities to 
enhance work under 
another category or 
improve quality in another 
CMS priority area (11 
states)

Demonstrate if new or expanded model of care to 
improve quality of children’s health care can be 
implemented
Learn how best to implement these models and 
identify how barriers can be overcome
Determine impact of model of care

Improve access to and quality of crisis response and 
family support services (Maryland)
Elements
Held focus groups with families and youth on crisis 
response and peer support
Revised service delivery structure for mobile crisis and 
peer support services

Source: CMS’s solicitation for the CHIPRA Quality Demonstration Grant Program; analysis of data collected by the national evaluation team 
through interviews and document review PCMH patient centered medical home, SBHC school-based health center, CME care management entities, 
which aim to improve services for children and youth with serious emotional disorders

a
The model EHR format was developed under a separate AHRQ contract, in partnership with CMS
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