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Outcomes and Performance Measures 
Committee 
Monday, September 17, 2012 
10:00 am – 3:00 pm 
Location: Polk County River Place 
2309 Euclid Ave. 
Des Moines, IA 50319 

 

MINUTES 
 
Attendance: 
Members present: Bob Bacon, Diane Diamond, Sen. Joni Ernst, Rep. Joel Fry, Becky 
Harker, Chris Hoffman, Geoffrey Lauer, Liz Matney, Rick Shults, Dr. Carolyn Turvey, 
David VanNingen, Rep. Cindy Winckler. 
 
Facilitator: Kevin Martone, Technical Assistance Collaborative 
 
DHS Staff: Lauren Erickson, Lin Nibbelink, Theresa Armstrong 
 
Other Attendees: 
Jess Benson   Legislative Services Agency (LSA) 
Deb Brodersen   Spencer Hospital 
Ellory Duke   DMPCC 
Deb Eckerman Slack Iowa State Association of Counties 
Jeri Fredregill  IHA Mercy DSM 
Jessica Harder  Iowa Health System 
Becky Hedges  Easter Seals 
Sara Lupkes   Polk County Health Services 
Liz O’Hara   Center for Disabilities and Development 
Kelley Pennington  Magellan 
John Pollak   Legislative Service Agency (LSA) 
Cayla Price   Pathways Intern 

 
REVIEW CONCEPT OF A “DASHBOARD” TOOL 

 The current suggestions are large in scope but the handouts help conceptualize 
the dashboard. It will be difficult to comprehensively evaluate the system across 
disabilities.  We need to be realistic on what we can accomplish.  This year, the 
goal is to set out a dashboard of indicators and measures to serve as a snapshot 
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of system performance. The next step is to fine-tune that process and define the 
types of outcomes and performance measures we want. and evaluate the 
system.   

 Is it Perfect? No.  Has it been done by others? Yes.   

 We may capture other things that we continue to use, but we are looking for the 
snapshot of measures across the domains we have identified to date (Access, 
Life in the Community, Person Centeredness, Family and Natural Supports, 
Health and Wellness, and Quality of Life/Safety). The system should be versatile 
enough to adapt in the future.  
 

DASHBOARD DISCUSSION 
 Concerned we don’t want something that’s convenient but not robust.   

 By virtue of only a few things under one category, is that weighting the 
importance over other things?  The other thing is potentially a phase-in of certain 
areas as regions build capacity. What is most important for capacity building? 
Then after the capacity is there, what is needed?  Can we create a rubric so the 
measurement is an instructive tool?  One that tells us- this is where we are; this 
is how we become fully implemented and how measurements are phased in.  

 One will be different for individuals with DD; how does that affect outcomes for 
the people?  

 Is there a way to compare any new outcome measures versus the old way? Is 
there any baseline data that the group can use to identify improvement? That 
would give you what you’re looking for. Considering plugging in where we are 
now so we know what we’re starting with. 

 Let’s add as a standard question to today’s discussion ―what do we have related 
to that measure today‖ as we go through and look at the recommendations. 
Answer that question the best we can to give you a feel for what we could do with 
existing data currently.  

 Is there anyone looking at trends with this data right now? 
o Yes-IME is working on that for its new website. 

 Has any of what’s in Affordable Care Act gotten into the domains and what we’re 
talking about today, and if not how do we look at it to maintain a robust provider 
network?  

o Group only went so far as to put in measures about accountable care 
coordination.  

 Has anybody seen the types of things Affordable Care Organizations (ACOs) are 
going to be looking at or looking for?  

o It’s not there yet.  Medicare is mostly medical type of outcomes.  
o They are looking at profit sharing types of things right now.  Behavioral 

health is trying to get its way in to those boards.  

 A future question to address is how will this intersect with ACA?   
 

DISCUSSION ON FRAMEWORK AND INHERENT CHALLENGES  
 The survey we give to consumers will be overwhelming.  How do we be 

informative but not just convenient?   
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 What are consumer measures?  These are questions gathered from various 
tools. They’ve been used and tested in various formats.  These have been pared 
down, there may be a 25-question survey just on access alone.  

 Is it preferable to have these questions be deployed across 100% of the 
consumer population? Let’s talk about sampling so the dashboard isn’t always 
gathering everything but let’s use samples.  What do we do now? 

o Where we gather information, we try for 100 percent but where we gather 
might be stratified by population. We’re getting 100 percent of some 
people but not any of other people. That will probably have to change.  
One particular approach is to get a statistically valid sample size for each 
of the regions and pull those individuals randomly out.  

 Doing statistically random sampling seems less onerous on regions, plus it’s just 
less resources to deploy. NCI uses a sample of 400. 

 Who gets the sample? Regions or providers?  Recommend gathering them so 
it’s statistically valid. A 95 percent confidence level is something to look at. 

 Keep in mind regions are voluntary.  We didn’t lead with the expectation that this 
tool would identify certain needs as we form regions. There might be variability in 
the makeup of a region as far as access to services.  

 How will the dashboard work? How is the data used? 
o There are three immediate areas to consider in light of SF 2315:  

1. It becomes the responsibility of administrator to publish the data.  The 
legislation is not highly prescriptive.  

2. Envision that the outcomes become part of the performance based 
contact with the regions within the context of a quality improvement 
framework.  

3. Some level of outcome measures all the way down to case managers, 
with references to TCM being able to achieve certain outcomes.  Need 
to talk about how that works and the challenges.  

 You can use data to monitor contract performance but you can’t expect the 
contract is providing the evidence based practice. You want to be able to use the 
data to drive evidence based best practice.   

 Will need to target where staff is needed, training, etc. If we don’t look at the data 
we don’t target where we need to.  This is a systems issue but also a workforce 
issue.   

 

REVIEW EXAMPLE OF “DASHBOARD” OUTCOME AND PERFORMANCE 

MEASURES 
 http://www.dhs.state.ia.us/uploads/DomainsAndOutcomesMeasures_Co

mpiled%20revisions_Rev4_091212.pdf 

 Very hard for us to put together a tool without knowing the resources will 
be available to accomplish the expectation. This concern should be taken 
to the legislature.  

 What can we expect regions to be accountable for if there’s not a 
consistent level of funding that they can build with?   

 
Access to Services Domain  

http://www.dhs.state.ia.us/uploads/DomainsAndOutcomesMeasures_Compiled%20revisions_Rev4_091212.pdf
http://www.dhs.state.ia.us/uploads/DomainsAndOutcomesMeasures_Compiled%20revisions_Rev4_091212.pdf
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 Two things:  1. Sometimes you can get distance (one drove to access 
services) from administrative data (address of clinic, address of 
member), and I like the idea of asking travel time.  2. Wording such as ―I 
needed to cancel, miss, or reschedule other obligations (such as work or 
childcare) to get my care‖ gets at care burden. This is often reported as a 
barrier to care from people who don’t get care.  

 ID/DD people don’t think in terms of places they think of people.  They 
can answer the questions but they need to be better suited to them. 

 Who administers the interview/survey? It will have to be a survey that’s 
all done in total by one person.  

 Do we have data around what everyone receives?   
o Yes. We have raw data.  It’s very labor intensive now to pull out 

the information that’s only on Medicaid.  And it’s imprecise (i.e. 
there’s a margin of error); however, but as we go forward that 
information will be easily distinguishable.  

 Group recommends we phase in primary care examples.   

 Would like to see more around multi-occurring in provider measures.  
The expectation of the region is that it would have the providers to meet 
multi-occurring disorders.   

 The ―how‖ will need to be further developed in the provider and system 
measures of access.  

 What is the waiting list to get into the system?  Capacity is an issue: 1) 
Do you have the workforce to meet the demand? 2) Do you have the 
money to do it?  If we don’t measure it we won’t know what to fix. 
Knowing this is critical for the Legislature.  

 If an individual doesn’t qualify for services, will we have information to 
include them in a survey?  

o IME keeps all the waitlist data, even for adults, anyone who 
applied for waivers including those who didn’t meet eligibility 
requirements.  

o This is a great crossover question for the Data and Statistical 
group.  What would it take to have the kind of data IME keeps for 
the MHDS system?  

 Do we want a question about what services are not core that we see a 
tremendous need for? Where do providers weigh in on next steps?  
Regions are supposed to have advisory groups.  Maybe there are 
questions we need to ask regions. 

 
A Life in the Community Domain 

 Issue w/ wording ―since I started getting services‖ doesn’t work well for people 
with chronic illness.  How about ―in the last 3 months‖ or ―in the last year.‖ 

 Relevant choices for providers (or not) need to be reflected. 

 Access to transportation can’t be a yes or no question.  It is lacking for after 
hours, leisure, etcetera even if it’s available for daytime services?  How about ―is 
it available when you need it?‖ 
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 Do you have choices around transportation?  OR Does my community 
transportation meet my needs? OR How well (on a Likert Scale) does my 
community transportation meet my needs? 

 Can you get where you want to go when you want to go?  

 Should there be a question about community participation?  I regularly go to… 

 Doesn’t indicate if a person has access to employment services at all.  

 Could it be subjective? ―I have the support I need to engage in employment.‖ 

 How are we going to get at if their housing is integrated? We need a clear 
definition of what that is.  At least define how you’ll collect that measure, possibly 
25%?  

o It’s a combination of where you live and how you relate to the 
neighborhood.  Where do you live and how connected are you.  

o It has been troublesome because the data isn’t collected.  We could go to 
the drawing board and come up with something measurable and practical 
about neighborhood.  

o Shall we just ask ―you live in‖ and list the categories, and infer the 25% out 
of that?  Then we’ll see what kind of landscape people are living in.  We 
know where the money is going but we don’t have a dashboard indicator 
for how many settings.  

 Suggest we do some kind of thinking, not just about the number of people in a 
setting, but also on issues such as ―do you have privacy?‖ 

  ―I have my own room, I chose to have a roommate, they chose to have a 
roommate for me.‖  Or make it open ended.  Because if you ask people ―what 
would you change about where you live‖ they’ll tell you.  

 This group can benefit from the work that SELN and ICIE did, that was a lot of 
effort.  We have to do the same kind of effort. 
 

Person Centeredness Domain 

 I see so much crossover within this and Life in Community—both ask about 
autonomy, decision making, and choice.  Can we combine them?  They won’t be 
identified by domain to consumers.  In fact the questions may be mixed up 
together.  

 Dual diagnosis to persons with brain injury, is ―BI and anything else;‖ for mental 
health its MH-SA or MH-DD.  Person centeredness for me is a style of planning, 
including the person at the center of the decision making components.  ―Nothing 
about me without me.‖  Having that value of the person at the table, 
accommodated, included, as distinguished from Life in the Community.  

 Think it should be part of every domain, measures in each of those domains to 
get at Person Centeredness in each domain.  

 You can think about it as a grid.  The 1st question is always about access; 2nd is 
always about person centeredness; 3rd question is always about integration; etc.  
Or autonomy, decision making, and choice. 

 The feds now want you to document that the person with a disability chose the 
provider, location, and time of the meeting.  So the provider questions can be 
beefed up a little.  

 Should we ask about treatment policies, rights policies, meeting policies, etc.? 
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Health and Wellness Domain 

 Some of these measurements may be more relevant to MH population than 
ID/DD.  

 One of the biggest areas of compliance is taking medications.  We need to add 
that in.  What medications are you on, do you know why, when do you take them, 
do you actually take them, can you afford them?  Do you take them as needed or 
as prescribed?    

 Should the question be added, have you had a physical exam in the past year? 

 There are instruments out there that do this very well. Maybe next time we can 
look at some.  SF12 is a good instrument.   

 The CHI is 22 questions, and providers struggle with thinking that’s too long.  

 How many resources are we going to put into collecting all the information we 
need?  Where do we feel comfortable? When will we know we have enough? 

 If we don’t use measures that are reasonably valid and reliable, then you really 
don’t know except what you believe to be true.  I’d rather measure across small 
groups, subset to one group, another subset to another group and get 
reasonable sampling.  Ask reliable and valid sets of questions perhaps to less 
people.  See if there’s a way to do it that doesn’t overwhelm the system. 

 There is the Mark Friedman’s work we talked about, potent indicators in results 
based budgeting: http://en.wikipedia.org/wiki/Mark_Friedman_(FPSI). 

 We can do the CIQ for the BI community; the SF12 for another group; why not? 

 It takes an enormous amount of their time for that one measure.  Do we want to 
measure across domains in one person’s life randomly? Or do we want to 
measure a person in a single domain as a stratified approach? Could do some of 
both.  

 I like the SF12 but it doesn’t have stuff about smoking, drinking, and diet. There 
is also the SF36.  There are subscales.  

 Need to make sure we capture some additional questions for ID, BI, MH, SA, so 
add screening for co-occurring as defined in SF2315.  
 

Family and Natural Supports Domain 

 These are largely from the consumer perspective.  Family perspective is not 
reflected (having support for the family). 

 There should be some questions about how many conflicts you have with your 
family members or natural supports.  

 Maybe there should be some question about ―my contact with my family‖ – 
people with ID sometimes feel their family is too involved. 

 Ask family about their needs and supports.  This is the group that provides by far 
the lions’ share of support for all people with MH and other conditions.  This is a 
real key unpaid workforce. 

 Do you have friends who aren’t your staff?  If you ask a lot of people with ID who 
their friends are, they’ll list all their staff. 

 Which is why it’s so hard to get people to go to lower levels of care, because it’s 
not like going to more freedom, instead it’s like a divorce of everything they know, 
moving away from everyone they know.  

 We should have a separate family survey that covers the types of family 
outcomes identified October 31, 2011 Preliminary Recommendations Report. 

http://en.wikipedia.org/wiki/Mark_Friedman_(FPSI)
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Quality of Life/Safety Domain 

 Not sure this is understandable/accessible to people. How will they know? Maybe 
say ―I feel better as a result of…‖?  

 I make my own decisions is really important.  

 The bullets are better than the numbered measures.  

 The first question is geared toward social inclusion. 

 Moving forward, we need to have more conversation on this domain. 
 

PUBLIC COMMENT 
Comment: The Regions are sort-of mini-managed-care companies. Magellan 

already does access and outcomes and performance measures 
monthly.  We send those out in a sample format.  We need to work 
together so efforts are not duplicative.  

 
Magellan does an access survey twice yearly; they also do a 
satisfaction survey in regards to providers.  We use the Consumer 
Health Inventory (CHI) based on SF12 and NOMS to collect 
outcomes information.  We have 150,000 assessments answered 
by clients (adults) or caretaker (for kids). All the CMHCs use it 
routinely.  And we do a long list of performance measures quarterly.  
So it’s something to consider.  But this is for the Medicaid 
population, so there’s a large segment of the population not 
included.  

 
Comment: CHI is also done via the MH Block Grant, but if the funding changes 

how does that change the requirements? 
 

Comment: I would encourage you to make the system values a little stronger.  
As we train staff and providers, and try to communicate this vision, 
the system values help do that.  It creates the sense of how 
services should be delivered. This is what we all agree on.  
Olmstead does a fabulous job of that.  

 
Comment: Psychiatric hospitalization is important too. People feel it’s taking 

too long or they’re being abandoned there.  ER visits, used with 
young kids or people new to our system, though are not being 
overused overall.  Community integration, Dr. Mark Salzer (The 
Temple University Collaborative on Community Inclusion of People 
with Psychiatric Disabilities, Philadelphia, PA) has a good 
perspective. http://tucollaborative.org/staff/salzer.html 

   
Comment: I represent a community hospital from a small city in 

Northwest Iowa and I feel you’re lacking a rural perspective.   
 

Comment: Suggest piloting the questions and giving them a test-run.  Then 
come back afterwards to revise.  

http://tucollaborative.org/staff/salzer.html


8 

 

 
 
Next Meeting is Monday, October 15, 2012 from 10:00 am - 3:00 pm at Polk County 
River Place, 2309 Euclid Ave., Des Moines, IA 50310.  
 
For more information: 
Handouts and meeting information for each workgroup will be made available at: 
http://www.dhs.state.ia.us/Partners/MHDSRedesign.html 
 
Website information will be updated regularly and meeting agendas, minutes, and 
handouts for the Redesign workgroups will be posted there. 

http://www.dhs.state.ia.us/Partners/MHDSRedesign.html

