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EXECUTIVE SUMMARY

Introduction

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) in the
Centers for Medicare & Medicaid Services (CMS) awarded the second round of cooperative
agreements, known as Round Two of the Health Care Innovation Awards (HCIA R2). Thirty-
nine organizations were awarded three-year cooperative agreements to implement their proposed
innovative models for improving the quality of both care and health, and for lowering the cost of
care for Medicare, Medicaid, and Children’s Health Insurance Program (CHIP) beneficiaries.
Mathematica Policy Research, under contract to CMS, is evaluating the extent to which
awardees have been successful in implementing their programs and in accomplishing these
goals.

This annual report has three general purposes:

1. To highlight the variation in awardee and program characteristics, including differences in
the awardees’ service delivery and payment models (Chapter I1)

2. To synthesize the implementation experience of the 39 awardees, identifying the barriers
and facilitators they encountered during the first year of program implementation and, when
possible, highlighting strategies for effectively overcoming the first-year implementation
challenges (Chapter 111)

3. To summarize the results from our impact evaluability assessments, highlighting (a) the
challenges involved in identifying credible comparison groups and timely administrative
data for awardees that appear to meet the evaluability criteria at this phase of operations and
(b) the methods we intend to use to overcome these challenges (Chapter 1V)

We based our analysis of program implementation and evaluability on qualitative data,
including the awardees’ initial proposals and subsequent modifications, a review of the
awardees’ self-reports from the first through the fourth program quarter (September 2014 to
August 2015), telephone interviews with program administrators conducted in April and May of
2015, and in-person interviews with program administrators and frontline staff at up to three
implementing sites per awardee during the fall of 2015. In addition, we used program enrollment
data (through August 2015) provided by the awardees to the implementation and monitoring
contractor to describe how the number and distribution of program participants to date compares
to target levels.

We present the findings for each of the 39 programs individually in Appendix B. These
individual program narratives summarize the implementation experience of each awardee,
focusing on the first 12 months of their cooperative agreements. The information in the main
body of this report represents a cross-awardee synthesis of the findings presented in the 39
awardee-specific program narratives.

Xi



EVALUATION OF HCIA R2: FIRST ANNUAL REPORT MATHEMATICA POLICY RESEARCH

Key findings from the implementation evaluation

Our first-year findings underscore the facilitators and challenges associated with
implementing major innovations in health care delivery and payment systems that are designed
to improve health care and health outcomes at a lower cost. The awardees comprise an eclectic,
innovative set of programs, which, as a group, hold substantial promise for addressing persistent
problems with the quality and costs of health care for Medicare, Medicaid, and CHIP
beneficiaries. The awardee leaders are aggressively seeking creative solutions to some of the
problems they are experiencing, including the following:

e All 39 awardees operationalized their programs, but they modified them as they
identified opportunities for improving them in ways that would better serve
participants and achieve program goals. Common modifications include changes to
program operations; revisions to the recruiting, referral, outreach, or enroliment processes;
modifications to the staffing or management structure and responsibilities; changes in the
definition of the target population; revisions to planned health information technology
(health IT) systems or the development of new systems; changes in the number of
implementing sites; and the creation of workarounds for problematic electronic medical
record (EMR) systems.

e Fifteen awardees implemented their programs on schedule based on their own
milestones, but 24 of them experienced some type of delay (see Chapter |11,
Table 111.2). The most common delays were (1) operational delays, such as needing more
time to plan for the complexity of actually implementing the program or under-estimating
how long it would take to recruit partners or to integrate new tools into existing workflows;
and (2) hiring delays due to difficulty in identifying and recruiting qualified staff or having
to put hiring on hold because other program components were behind schedule. The
protracted development of key program tools and lengthy approvals by institutional review
boards (IRBs) also led to implementation delays.

e Only six awardees met or surpassed their first-year enrollment goals (see Chapter 111,
Table 111.3). Overall, 12 awardees met or exceeded 80 percent of their first-year enrollment
goals, 7 awardees achieved 50 to 80 percent of their goals, and 19 awardees achieved less
than half of their enrollment goals (4 of which achieved less than 10 percent of their goals).
One awardee did not provide a count of participants served in Year 1 and is not included in
this assessment. Awardees that actively recruit and enroll participants (as opposed to
awardees that serve all eligible patients without a formal recruitment and enrollment process)
and programs that have been operating longer are more likely to have met or exceeded their
enrollment target.

Awardees responded to outreach, referral, and enrollment challenges in a variety of ways,
including offering enhanced implementation training and technical assistance to their referral
partners, revising their eligibility criteria, expanding or otherwise enhancing their implementing
sites, and streamlining their referral and enrollment procedures. It is too early to tell whether
these strategies will prove effective in helping the awardees overcome these challenges.

Xii
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A number of factors facilitated or impeded the awardees’ efforts to implement their
interventions as planned. The most common facilitators of implementation effectiveness include
the following:

e The perceived or need for the program or its relative advantage over the standard
delivery of care. The most prominent perceived relative advantage of the programs is that
they fill some previously unmet needs of specific populations and improve quality of care
and provider efficiency.

e The adaptability of program components. This feature enabled program managers and
frontline staff not only to develop strategies for overcoming implementation challenges but
also to tailor the intervention to organizational, staff, and participant needs.

e Strong engagement and buy-in across all staff levels. Awardees boosted staff engagement
by making use of program champions, who motivated and supported staff at the
implementing sites, and by building staff capacity though high quality training and support.

e Experience with similar prior or concurrent projects and the opportunity to leverage the
experience and tools of partner practices and organizations.

e High-functioning teams that communicate effectively and benefit from multidisciplinary
expertise and shared learning.

The most common barriers to implementation effectiveness include the following:

e Insufficient or variable staff buy-in and program participation, most notably due to
competing priorities and a need for clear protocols and definitions of care processes and
staff roles.

e Issues with health IT, mostly related to the difficulty of integrating a program’s health IT
components into the IT systems of providers and implementing partners. This situation was
exacerbated by the fact that providers and partners often use different EMRSs that vary
substantially from one another in terms of functionality. As a result, awardees often had to
develop interfaces that work for all sites or provide individualized help to providers and
partners.

e Unanticipated complexity of participants’ needs and life circumstances.

Finally, we found that most awardees made little progress in developing the payment models
that they are required to design by the end of their three-year cooperative agreements. Although
most awardees have a general concept of the payment model they hope to use, many models are
still in the early stages of development. Many awardees plan to finalize their payment models in
the last year of their cooperative agreements, when they have enough data on service costs to
calibrate their rates. In addition, some awardees want to wait until they can demonstrate that their
programs improve care and lower costs before approaching payers with their proposed payment
plan.

Xiii



EVALUATION OF HCIA R2: FIRST ANNUAL REPORT MATHEMATICA POLICY RESEARCH

Key findings on the evaluability of program impacts
Although all awardees will have an implementation evaluation and some type of further
analysis, the extent to which we will be able to conduct a rigourous difference-in-differences
analysis of program impacts on patient outcomes will be based on the following eight factors:
Barriers to implementation
Expectation that the program will improve outcomes by a moderate amount
Ability to identify the treatment group in the post-intervention period
Ability to identify the treatment group in the pre-intervention period
Availability of outcome measures for the treatment group
Ability to identify a credible comparison group
Availability of outcome measures for the comparison group

© N o g bk~ w D E

Statistical power to detect effects on core measures

Based solely on being able to generate rigorous quantitative impact estimates, we grouped
the awardees into three evaluability tiers. We conducted this assessment fairly early in the
lifecycle of the awardees’ programs; with more implementation experience, our assessment of
the evaluability of each program could change. We identified 26 awardees as “Tier 1”
evaluability (using CMS’s internally defined criteria for tiers), which means that we expect them
to meet these eight criteria. As a result, we expect to have enough statistical power to detect
effects of the size that these awardees anticipate for at least one of the four core measures: (1)
total Medicare and/or Medicaid expenditures, (2) rate of all-cause hospitalizations, (3) rate of
emergency department (ED) visits that do not lead to a hospitalization, and (4) rate of 30-day
unplanned hospital readmissions.! This assessment is based on the following set of assumptions:
awardees will meet their original enrollment targets, we can identify a comparison group, and we
will use a difference-in-differences design applied to administrative data. Of these 26 awardees,
we are reasonably confident that we can construct a credible comparison group for 15 of them
(referred to as Tier 1, Category 1 in Table ES.1). For the other 11, there may be challenges to
identifying a credible comparison group or to obtaining timely access to the data we need
(referred to as Tier 1, Category 2).

L For programs with expected low enrollment (such as the University of California at San Francisco and
Amerigroup), we may use the likelihood of ED visits and hospitalizations rather than their rates.

Xiv
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Table ES.1. HCIA R2 awardees by evaluability tier

Evaluability tier Definition Number of awardees Awardees
Tier 1 Reasonable confidence in ability to conduct 15 AAMC, CCC, CCNC, CHIIC,
Category 1 rigorous difference-in-differences analysis Clifford Beers, DMC, FPHNY,

GWU, North Shore, NYCH+H,
UHCMC, VillageCare, UCSF,
Ventura, Yale

Tier 1 Meets most of the criteria for Tier 1, but 11 ACCF, Altarum, Avera, UMich,

Category 2 some concern about ability to identify a Montefiore, Mesa, NACHRI,
credible comparison group or get timely NM, SCH, UNM, WI DHS
access to needed data

Tier 2 Unable to construct comparison group 0 None

Tier 3 Inadequate sample size to detect 6 BMC, CHS, Hopkins, U KS, U
meaningful differences or no administrative NC, Wash U
data

Tier TBD Too little information currently available to 7 Amerigroup, Columbia, Four
assess evaluability fully Seasons, Icahn, NHCHC, UIC,

UCSD

Source:  Evaluability assessments completed by Mathematica, October—December 2015.

Note: Tier 1 means that we expect to have (1) sufficient statistical power to detect effects of the size that the awardee
anticipated for at least one core measure, (2) an available comparison group, and (3) available administrative data to
support a difference-in-differences design. Tier 2 is for awardees for which we cannot identify a credible comparison
group but for which we would still expect to obtain administrative data and a sample size that would be adequate to
detect impacts of the size expected by the awardees for at least one core measure. Tier 3 means that we do not expect
to obtain administrative data or we anticipate that the sample size will be inadequate for all of the core measures. Our
assignments of awardees to evaluability tiers are based on several key assumptions and are subject to change as we
learn more about each program. In some cases, low enroliment, limited data availability, or challenges with identifying a
credible comparison group may cause us to change the tier assignment or prevent us from estimating the proposed
design.

TBD = to be determined.

Tier 2 awardees are those for which we cannot identify a credible comparison group, but for
which we expect to obtain administrative data and a sample that is large enough to detect
meaningful pre-post differences on at least one core measure. There are no awardees in this tier.

We assigned six awardees to Tier 3. This means that—at the time of conducting our
assessment—we are not yet confident that we will be able to obtain the necessary administrative
data for them and/or that, unless enroliment patterns improve, we do not expect the treatment
groups to be large enough to detect meaningful pre-post differences for at least one core
measure. The impact evaluation for the Tier 3 awardees will be as rigorous as the data allow. We
will continue to try to obtain the administrative data and to monitor treatment group sizes
throughout the evaluation. When appropriate, CMS is also providing technical assistance to
awardees experiencing enrollment challenges.

Finally, there remain seven other awardees for which we are continuing to determine
whether we can identify a credible comparison group (referred to as Tier TBD). For some of the
awardees in this tier, we also face potential problems regarding adequate enrollment or data
availability. As with Tier 3 awardees, the impact analysis for the TBD group will be as rigorous
as possible and we will continue to try to obtain the administrative data needed to evaluate them
throughout the program.
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As mentioned, however, it is important to emphasize that our assignments of awardees to
evaluability tiers are based on several key assumptions. We will continue to reassess the
evaluability of each program and are likely to reassign awardees to alternative tiers as we learn
more about each program and as awardees gain more implementation experience. In some cases,
low enrollment, limited data availability, or challenges in identifying a credible comparison
group may cause us to change the tier assignment or prevent us from estimating the proposed
design.

Implications for the evaluation

Given that the HCIA R2 cooperative agreements are limited to three years, the delay in
critical implementation activities raises the concern that the evaluation findings will be less
definitive than desired unless program effects are quite large. This concern is exacerbated by the
likelihood that programs may not begin to have discernible impacts until after they have been
operating for 12 to 18 months or longer, especially in programs for which the intervention and/or
the target population are still evolving. Close attention to these early implementation challenges,
including the use of expanded technical assistance, may be critical to the success of the overall
initiative.

All awardees will receive an implementation evaluation, plus a program outcome evaluation
based on a difference-in-differences, pre-post, or descriptive analysis. We will use the following
strategy to determine the final analytic approach for our outcome evaluation:

e We will conduct a difference-in-differences analysis of program impacts for those awardees
with (1) enough enrollees to yield adequate power to detect program impacts of the expected
size (or a policy relevant larger size) on one or more core outcomes, (2) a credible
comparison group, and (3) available data from the same source for program enrollees and
comparison group members.

e We will conduct a pre-post comparison or descriptive analysis of program outcomes based
on awardee-collected claims data, EMR data, or program data for awardees for which a
difference-in-differences analysis is not possible but some data are available. We are
awaiting and continuing to pursue the additional information we need to determine the best
approach to evaluate program outcomes for awardees that fall into this group.

Next steps

During the first year of the evaluation, we have begun to develop a comprehensive
description of the delivery system and payment models funded under HCIA R2; we have also
started to tailor our general impact evaluation approach to the characteristics of each program.
But the programs have not been operating for long, and there are too few participants to date for
us to develop comparison groups and estimate program effects. We will therefore focus on four
primary activities during the second year of the evaluation:

1. Conduct a second round of interviews with program administrators and frontline staff at
selected implementing sites to examine in greater detail not only the specific operational
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strategies that awardees are using to transform the delivery of services but also the potential
effect of implementation progress and strategies on our evaluation design

2. Field a survey of non-clinician staff who are implementing the interventions or providing
care or services to participants in the intervention in order to understand the roles and
responsibilities of these staff, learn about the effects of the intervention on their daily work,
and assess their perceptions of program implementation and program effects (clinician and
patient surveys will be conducted during the third year of the evaluation)

3. Develop and select comparison groups for each awardee when this is possible and when
enough individuals have enrolled in the program

4. Calculate the four core measures and other key outcomes for the treatment and comparison
groups in the baseline and in the first 12 to 18 months of operations to the extent that this is
feasible, given the characteristics and progress of each program and the availability of
claims and eligibility data

XVii
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I. INTRODUCTION

A. Goals of the HCIA R2 initiative and evaluation

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) in the
Centers for Medicare & Medicaid Services (CMS) awarded the second round of cooperative
agreements, known as Round Two of the Health Care Innovation Awards (HCIA R2), to 39
organizations that have proposed innovative ways to improve the quality and lower the cost of
care for Medicare, Medicaid, and Children’s Health Insurance Program (CHIP) beneficiaries.
CMMI selected organizations whose goals are to (1) reduce Medicare, Medicaid, or CHIP costs
in outpatient or post-acute settings; (2) improve care for patients with special needs; (3) test new
financial and clinical models for specific provider types; and (4) improve the health of specific
populations by enhancing patient engagement and improving disease prevention, wellness, and
comprehensive care.

In February 2015 (five months after the HCIA R2 cooperative agreements were awarded),
CMMI selected Mathematica Policy Research and its partners to evaluate the HCIA R2
programs, which represent a wide range of service delivery and payment models, target
populations, and care settings. The goals of this five-year evaluation are to assess whether and
how the programs are not only transforming the delivery and financing of health care services
but also improving the coordination, efficiency, and quality of care. We identified six evaluation
objectives to help CMMI achieve these goals:

1. Describe the implementation experience of each awardee and assess the barriers to and
facilitators of their success in promoting change

2. Assess the effects of each model on the following: beneficiary experience; the attitudes
of clinical and non-clinical staff toward work and job satisfaction, and their
perceptions of the intervention’s effects on processes and outcomes of care; and whether
the awardees’” workforce is sufficient with respect to implementing the service delivery
model

3. Assess the effects of each model on health care costs, utilization, quality of care,
beneficiary experience, and patient outcomes by using the same methodologies and
outcome measures where possible, plus additional outcome measures tailored to each award
as appropriate and as approved by CMMI

4. Synthesize the findings from the implementation and program impact evaluations of
each awardee with input from key stakeholders in order to (1) identify what model
components appear to be most critical to success and how the administrative, geographic,
and organizational context influenced this success; and (2) inform CMMI’s decision making
about the sustainability and scalability of each type of model

5. Assess all payment model designs and the experience of awardees in developing and
testing these models, focusing not only on the challenges and the strategies used to address
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them but also on the extent to which these models achieved the predicted changes in
utilization, savings, and quality of care during the three-year cooperative agreement

6. Conduct an integrated synthesis and meta-evaluation of the awardee-specific results,
drawing lessons that can be generalized across similar groups of awardees and to the entire
portfolio of awardees

We will examine the HCIA R2 programs across three key areas of inquiry: (1) program
implementation, (2) program effects on clinicians and other staff, and (3) program effects on
participants. We will also use a mixed-methods methodology, tailoring the components of our
general evaluation approach to the details that are specific to each of the 39 programs. We will
use many data sources, including program documents; telephone interviews with and site visits
to the awardees; quarterly monitoring reports and aggregated self-monitoring data submitted by
awardees to the implementation and monitoring contractor; surveys of clinicians, non-clinician
staff, and participants; claims data; and, possibly, patient-level program data and electronic
medical records (EMRSs).

B. Purpose and outline of this report

This annual report has three general purposes, which are listed below. They relate directly to
the first and fifth evaluation objectives (describing the implementation of the service delivery
models and the development of payment models), and they lay the foundation for addressing the
other objectives.

1. Highlight the variation in awardee and program characteristics, including differences in the
service delivery and payment models (Chapter I1)

2. Synthesize the implementation experience of the 39 HCIA R2 awardees and the
effectiveness with which they implemented their programs, identifying the barriers and
facilitators encountered during the first year of program implementation (Chapter I11)

3. Summarize the results from our impact evaluability assessments, classifying the awardees
by the extent to which they meet the eight criteria we used to assess their evaluability
(Chapter 1V)

We summarize the conclusions and their implications for the evaluation in Chapter V;
evaluation activities for the coming year are described in Chapter V1. Appendix B of this report
provides the 39 awardee-specific narratives on which the implementation analysis in the main
body of this report is based.
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Il. THE HCIA R2 AWARDEES AND THEIR PROGRAMS

To implement the second round of the HCIA initiative, CMMI established 39 cooperative
agreements with different types of organizations that are working on a diverse set of problems in
a variety of settings throughout the nation’s health care system. Although the awardees vary
widely in many respects, some of them and their programs share certain characteristics. For
example, many awardees are academic medical centers, many are working to improve care
coordination, and many are focused on a particular payer and/or age group of patients.
Understanding the implications of these shared characteristics will contribute substantially to the
strong foundation that we are building for the HCIA R2 evaluation.

This chapter provides an overview of the HCIA R2 awardees and their programs,
highlighting the features that have implications for our evaluation. The chapter includes a
synthesis of the awardees that covers the following areas: key characteristics of the awardees, the
nature of the markets in which they are implementing their programs, the size of their awards,
and program launch dates (Section A); general program characteristics, including the type of
business entity implementing the program, intervention focus, target population, and enroliment
process (Section B); the service delivery models, including the similarities and differences in
how the awardees are operationalizing these models (Section C); and the payment reform models
that the awardees are planning and, in a few cases, are beginning to implement (Section D).
Summary tables provide an overview of the awardees’ characteristics, and the tables in Appendix
A show awardee-specific data in detail.

All of this information reflects data collected from awardees through December 31, 2015,
and it is preliminary. As the awardees gain more experience with implementation, their programs
are likely to evolve, and some characteristics reported here may change. We will monitor and
report on such changes over the remainder of the cooperative agreements, which extend through
August 2017. Subsequent chapters in this report cover the significance of this early information
with respect to the findings from the evaluation of implementation effectiveness across all
awardees and across subgroups of analytic interest.

A. Characteristics of HCIA R2 awardees

The HCIA R2 awardees represent a range of entities operating in a variety of markets.
Further, awardees vary by their level of previous experience, the size of the HCIA R2 award, and
when they launched their programs. The differences in these characteristics might translate into
diversity in implementation experience, and will also likely have important implications for our
evaluation. This section describes the differences and similarities across awardees, with awardee-
level information shown in Table 11.1 and in Appendix A, Table A.2. Subsequent chapters
present an analysis of the extent to which the awardee characteristics have affected their early
implementation experience.

Types of entities. The HCIA R2 awardees represent a wide range of entities in the nation’s
health care system, including academic medical centers, not-for-profit organizations, provider
organizations, managed care organizations, integrated health systems, health clinics, hospitals,
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and local and state agencies. Academic medical centers are the most common type of entity.
There are also differences in the nature of the organizations within a given type of entity. For
example, the second most common type of entity, not-for-profit organizations, includes a diverse
set of organizations ranging from professional associations, to advocacy agencies, to nonprofit
hospitals. Understanding the differences between entities and the organizations within them is
important to the evaluation for several reasons. Different types of entities bring different types of
resources to program implementation, and certain evaluation findings will be more relevant to
some types of organizations than to others.

For example, the Wisconsin Department of Health Services is partnering with two children’s
hospitals to implement a program that provides care management and care coordination to
children with complex needs. As a state Medicaid agency, the Wisconsin Department of Health
Services can readily access the state’s Medicaid data and has decision-making authority
regarding payment reforms. As another example, the National Association of Children’s
Hospitals is partnering with 10 children’s hospitals to implement a program that also provides
care management and care coordination to children with complex needs. However, as a provider
organization, this awardee has had to negotiate even limited access to Medicaid data and has less
control over the development of payment reforms because they are unique to each implementing
hospital. In addition, although the evaluation findings for both programs are likely to be relevant
to children’s hospitals, the findings from the Wisconsin Department of Health Services’ program

may be especially relevant to Medicaid agencies interested in partnering with children’s

hospitals.

Table I1.1. Characteristics of HCIA R2 awardees

Awardee

Type of entity

Award
amount

Program
launch date®

Operational
months
(through Dec
2015)°

Altarum Institute Nonprofit $9,383,762 5/8/2015 8
American College of Cardiology Foundation Nonprofit $15,830,092 11/4/2014 14
Amerigroup MCO $5,833,492 3/1/2015 10
Association of American Medical Colleges Nonprofit $7,125,770 9/1/2014 16
Avera Health Integrated health sys. $8,827,572 11/1/2014 14
Board of Trustees of the University of lllinois, Academic medical ctr. $19,581,403 12/1/2014 13
Chicago

Boston Medical Center Nonprofit $6,128,059 12/12/2014 13
CareChoice Cooperative Nonprofit $3,347,384 1/1/2015 12
Catholic Health Initiatives Integrated health sys. $10,170,496 9/1/2014 16
Children’s Home Society of Florida Nonprofit $2,078,295 10/1/2014 15
City of Mesa Fire and Medical Department Public agency $12,779,125 12/1/2014 13
Clifford W. Beers Guidance Clinic, Inc. Behavioral health clinic $9,739,427 12/2/2014 13
Community Care of North Carolina MCO $15,106,050 3/1/2015 10
Detroit Medical Center Hospital $9,987,542 1/20/2015 11
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Table I1.1 (continued)

Awardee

Type of entity

Award
amount

Program
launch date?

Operational
months
(through Dec
2015)°

Four Seasons Compassion for Life Nonprofit $9,596,123 9/2/2014 16
Fund for Public Health in New York, Inc. Nonprofit $9,948,459 1/15/2015 12
George Washington University Academic medical ctr. $23,808,617 4/28/2015 8
Icahn School of Medicine at Mount Sinai Academic medical ctr. $9,610,517 11/18/2014 13
Johns Hopkins University Academic medical ctr. $6,387,736 3/2/2015 10
Montefiore Medical Center Academic medical ctr. $5,583,090 2/9/2015 11
National Association of Children’s Hospitals and  Provider organization $23,198,196 5/1/2015 8
Related Institutions

National Health Care for the Homeless Council Nonprofit $2,673,476 3/2/2015 10
Nebraska Medicine Academic medical ctr. $9,993,626 12/22/2014 12
New York City Health and Hospitals Integrated health sys. $17,916,663 9/1/2014 16
North Shore—LI1J Health System, Inc. Integrated health sys. $2,453,742 11/17/2014 13
Regents of the Univ. of CA at San Diego Academic medical ctr. $5,820,416 1/19/2015 12
Regents of the Univ. of CA at San Francisco Academic medical ctr. $9,990,848 3/31/2015 9
Regents of the University of Michigan Academic medical ctr. $6,389,850 9/15/2014 16
Seattle Children’s Hospital Hospital $5,561,620 2/1/2015 11
Trustees of Columbia Univ. in the City of NY Academic medical ctr. $3,887,446 5/11/2015 8
University Hospitals Case Medical Center Academic medical ctr. $4,675,383 2/19/2015 10
University of Kansas Hospital Authority Academic medical ctr. $12,523,441 3/1/2015 10
Univ. of New Mexico, Health Sciences Center Academic medical ctr. $15,042,466 5/4/2015 8
University of North Carolina at Chapel Hill Academic medical ctr. $6,034,888 2/23/2015 10
Ventura County Health Care Agency Public agency $4,136,499 9/1/2014 16
VillageCare Nonprofit $7,983,297 4/1/2015 9
Washington University School of Medicine Academic medical ctr. $4,034,879 1/8/2015 12
Wisconsin Department of Health Services Public agency $9,444,864 9/1/2014 16
Yale University Academic medical ctr. $7,159,976 3/25/2015 9

Source:

Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’

self-reported fourth-quarter program narratives, through August 31, 2015. The program launch dates were compiled from
the data file from the implementing and monitoring contractor, third program quarter.

2 After an initial planning period, the awardees’ programs became operational as of this date.

5 The number of operational months is rounded to the nearest month and is calculated by determining the number of months
between the program launch date and December 31, 2015.

CA = California; L1J = Long Island Jewish; MCO = managed care organization; and NY = New York.

Award amount and program launch dates. The awards range from just over $2 million to
more than $23 million, with a mean of $9.3 million and a median of $8.8 million. The program
launch dates, which refer to the date that programs became operational, also vary, spanning the
nine-month period from September 2014 through May 2015. Because of the wide range in
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launch dates, the length of time that programs were operating as of December 31, 2015, ranges
from 8 to 16 months. The number of “operational months” is another factor that is likely to have
implications for our evaluation. For example, programs that have been operational for fewer
operational months may not have observable impacts until late in their cooperative agreements
period.

Market characteristics. The markets in which the awardees are implementing their
programs range from urban, to suburban, to rural. More than one-quarter of the awardees are
implementing their programs in all three settings, nearly two-thirds are implementing their
programs in urban and/or suburban settings only, and three awardees are implementing their
programs exclusively in rural settings. With regard to program reach, nearly half are confined to
a local market (a single community or city), one-fifth are confined to regions in a given state
(multiple communities or cities within a state), and about one-third are statewide or multistate
programs.

The variation in these market characteristics is likely to have implications for our evaluation.
For example, because of policy and demographic differences across states, awardees that are
implementing multistate programs may encounter differences in program sites that affect
implementation effectiveness and program impacts. Due to their remote locations, programs
operating in rural areas may be more likely to face limited resources, including the human
resources they need to fill program positions or ancillary resources that would support program
implementation. Summary information on the characteristics of the market in which each
awardee operates is provided in Table 11.2 in Section B.

Experience with similar programs. The awardees vary in their level of experience with
programs that are similar to the HCIA R2 programs. Nearly two-thirds of the awardees have
operated a pilot or a program similar to their HCIA R2 program, and one-quarter of them have
experience with the subject matter of their programs but not with implementing them. Because
awardees with experience might be able to leverage this knowledge to more effectively
implement their HCIA R2 programs, the extent of experience could have implications for the
evaluation. Summary information on the awardees’ experience with similar programs is provided
in Table 11.2 in Section B.

B. Characteristics of HCIA R2 programs

The programs implemented by HCIA R2 awardees vary in several dimensions, including the
focus of their interventions, the program setting, the number and types of implementing
organizations, the target population, and the enrollment process. These characteristics, described
in detail below, have shaped how the programs are organized and implemented, and this section
begins to consider the ways in which these characteristics may influence our evaluation.
Subsequent chapters present an analysis of the extent to which the program characteristics affect
early implementation. Summary information on these characteristics is presented in Table 11.2
and Table 1.3, and awardee-level data are shown in Appendix A, Table A.1 and A.3.
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Table I1.2. Characteristics of HCIA R2 programs

Number of

Category Group Characteristic awardees
Intervention focus Individual 37
Provider 12
Setting Program type Provider-based 28
Community-based 14
Home-based 13
Virtual 9
Type of implementing Hospital 19
organization Primary care clinic 17
Specialty care clinic 12
Long-term care facility 4
Community-based organization 4
Dental clinic 2
School-based health center 2
Emergency medical services 2
Behavioral health clinic 1
Pharmacy 1
Short-term medical respite center 1
Target population Payer Medicaid 34
Medicare 26
Duals only 1
Privately insured 10
Uninsured 8
CHIP 7
Age Adult/Elderly 31
Youth 15
Target conditions Particular chronic condition(s) 26
Cardiovascular and respiratory conditions 14
Mental and behavioral health 10
Diabetes 9
HIV, hepatitis C, STIs 5
Kidney disease 4
Dementia 3
Oral health 3
Cancer 3
Particular acute condition(s) 11
None? 8
Market characteristics ~ Region Local 19
Regional within a state 8
Statewide 4
Multistate 8
Market area Urban 36
Suburban 21
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Table I1.2 (continued)

Number of

Category Group Characteristic awardees
Rural 14
Previous experience Pilot test 14
Experience with similar programs 16
Content experience only 9
Uncertain 3

Source: Discussions with awardee and program staff during site visits, September—December 2015, and review of
awardees’ self-reported fourth-quarter program narratives, through August 31, 2015.

Notes:  Awardees can be counted in more than one category. The counts are probable under-estimates because
they are based on information volunteered in discussions with awardee and program staff, and they were
reported in each awardee’s program narrative. The counts were not derived from “yes-no” responses to
questions about specific actions or features.

aThis category includes six awardees that are targeting particular types of health care as opposed to targeting certain
conditions (Altarum, Amerigroup, Avera, CareChoice, Washington University, and Yale University) and two awardees
that are focused on population health (the Association of American Medical Colleges and the Children’s Home
Society).

1. Intervention focus

Programs can target the individuals who receive services, the providers and organizations
that provide services, or both.? Interventions focused on individuals who receive services attempt
to directly modify or change the behaviors, actions, or outcomes of individual participants;
interventions focused on providers attempt to change the behaviors, actions, and outcomes of
individual providers or provider organizations. Several interventions focus on the individuals
who receive services and on the service providers or organizations. Some awardees have taken
an “ecological” approach that is intended to change the interactions between individual
participants and providers or organizations. For example, the American College of Cardiology
Foundation is seeking to change not only the behaviors of cardiologists and other clinical
specialists who treat patients with stable ischemic heart disease, but also the behavior of program
participants by providing them with decision-support tools at the point of care and patient
education materials on their treatment options. The awardee hypothesizes that increasing shared
decision making between participants and cardiac physicians as well as improving their
communication about the risks posed by their conditions will lead to the best possible medication
regimens and the adoption of lifestyle programs that have the greatest potential to mitigate a
participant’s risk factors.

The variation in intervention focus may have implications for our evaluation. Programs
taking an *“ecological” approach, for example, may find it challenging to tailor their interventions
to the behaviors of both the program recipients and the service providers. However, if these

2 Many awardees also describe their intervention as being focused on the “community,” but their definitions of
community vary greatly, ranging from professional communities, to geographic communities, to participant/parent
communities. All of the awardees that describe their intervention as being relevant to a particular community are
nonetheless targeting individuals who receive services and/or the providers or organizations that deliver them.
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programs are effectively implemented, these awardees may achieve greater impact by focusing
their interventions on the interaction of these groups rather than just one or the other.

2. Program setting

The awardees have implemented their programs in numerous types of settings—traditional
health care environments, patients’ homes, community institutions, and even in virtual settings.
Overall, nearly half of the programs are based in more than one setting. More than two-thirds of
all programs categorized as provider-based also function in a community, home, or virtual
setting. For example, in its Coordinated Health Care for Complex Kids program, the University
of Illinois has set out to engage participants “where they are” by implementing the program at
community and school-based health centers, in participants’ homes, and through telemedicine
tools. This program is considered to be provider-based, community-based, home-based, and
virtual.

In contrast, the Learning Individual Needs and Coordinating Care program, led by the Case
Medical Center, provides care management for participants at the hospital’s cancer center and in
two affiliated community clinics, so the program is fully based in the provider setting. Different
program settings may be associated with particular kinds of challenges to and facilitators of
implementation. For example, it may be easier for awardees that are implementing home- or
community-based programs to recruit patients and keep them engaged than it is for awardees that
are implementing provider-based programs in which enrollment depends on people entering the
health care system to access program services.

3. Implementing organizations

The organizations that are implementing the HCIA R2 programs span the health care
delivery system. Hospitals and primary care clinics are the most common, followed by specialty
care clinics. Other, less common implementing organizations include community-based
organizations, long-term care facilities, short-term medical respite centers, dental and behavioral
health clinics, school-based health centers, emergency medical services, and pharmacies.

Just over half of the awardees have partnered with more than one kind of organization to
implement their programs, which suggests that certain kinds of service delivery models, such as
those that offer care coordination and/or case management, may necessitate a more integrated
approach to care. For example, the Clifford Beers Guidance Clinic, a community-based mental
health clinic, is partnering with a local hospital and a community health center to implement its
Wraparound New Haven program, which is intended to improve the coordination and integration
of behavioral health services, physical health services, and social supports for high-need children
and their families.

The number of implementing sites varies widely as well. At one end of the spectrum is
VillageCare; its Rango program is virtual, so there are no implementing sites. The program is
intended to improve adherence to HIV treatment through the use of an integrated mobile
platform and mobile application. At the other end of the spectrum is Community Care of North
Carolina, which is implementing its Community Pharmacy Enhanced Services Network in 225
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independent pharmacies throughout the state. The purpose of the program is to integrate the
medication management strategies used by community pharmacists into their interactions with
participants while giving the pharmacists an incentive to address gaps in care.

As the evaluation moves forward, it will be important to consider the diversity in both the
nature and number of implementing sites. Programs that are being implemented by numerous
and/or different types of organizations are likely to be more complex and thus more difficult to
operate than programs with few implementing sites and/or just one type of implementing
organization.

4. Target population

The target population refers to individuals—including patients, caregivers, and other
community residents—identified by awardees as the intended recipients of program services.
Although some interventions focus on providers and on organizations providing services, they
are not considered part of the target population. With regard to age, 31 programs target adult or
elderly individuals, 7 of which also target children, and the remaining 8 programs target children
exclusively. The awardees have defined their target populations in numerous ways, including by
payer, health condition, types of care, population health, and other factors. As a result, the target
population varies substantially from one program to the next.

Payer type. CMMI requires awardees to target Medicare, Medicaid, and/or CHIP
beneficiaries. Although some awardees target individuals directly on the basis of their insurance
status, others enroll individuals regardless of their coverage, so an awardee’s target population
can include individuals with public and/or private insurance. Nearly all of the awardees’
programs target Medicaid beneficiaries, and two-thirds target Medicare beneficiaries, but the
percentage of each group that the awardee intends to serve varies widely. In its Maximizing
Independence at Home program, the Johns Hopkins University is targeting only individuals who
are dually eligible for Medicare and Medicaid.

This diverse mix of payer types has a direct bearing on our evaluation. For example, because
Medicaid and Medicare populations have different characteristics, programs that target
beneficiaries covered by one payer or the other may be implemented differently, or there may be
different facilitators of and challenges to implementation. The impact evaluation of programs
that target primarily Medicaid beneficiaries may be more challenging with respect to data
availability and timeliness compared with programs that target primarily Medicare beneficiaries.
In addition, because CMS is responsible for decision making regarding Medicare, whereas state
agencies are responsible for decision making regarding Medicaid, there may be payer-related
differences in the sustainability and scalability of programs. In addition to targeting publicly
insured beneficiaries, 10 programs include privately insured individuals, and 8 include uninsured
individuals.

Chronic conditions. Two-thirds of the programs target at least one chronic condition. The
most common conditions are cardiovascular and respiratory conditions, behavioral and mental
health conditions, and diabetes. Other, less common, chronic conditions include sexually

10
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transmitted infections (STIs), oral health conditions, kidney disease, dementia, and cancer.
Nearly one-third of the programs target acute conditions, and about half of these programs also
target at least one chronic condition. The acute conditions include acute myocardial infarction,
pulmonary embolism/deep vein thrombosis, brain injuries, pneumonia, stroke, and conditions
requiring abdominal surgery.

Types of care. Six programs target particular types of health care, including dental health,
behavioral health, and other kinds of specialty care. This approach essentially translates into
targeting individuals who need or who are receiving certain types of services, as opposed to
targeting certain conditions. For example, Washington University’s Contraceptive Choice Center
program targets women of reproductive age, especially those who are at high risk for unintended
pregnancy and the resulting birth. The goal is to reduce these pregnancies by expanding the use
of contraception. Similarly, Yale University’s Paramedic Referrals for Increased Independence
and Decreased Disability in the Elderly program targets individuals who have fallen or who are
at risk of falling.

The types of care that programs target are likely to have implications for our evaluation,
particularly with regard to the settings in which these programs are implemented and the types of
outcomes they attempt to affect. For example, the setting for Washington University’s program
is the university’s Department of Obstetrics and Gynecology, and the outcomes are obstetric and
gynecologic outcomes. In contrast, programs that target chronic conditions may span multiple
settings and focus on a wider range of outcomes, especially if they target more than one chronic
condition.

Population health. Two programs focus on community-based factors associated with
population health. The Evans Wellness Cottage, implemented by the Children’s Home Society,
targets all residents (adults and youth) who live in the Cottage area to improve their access to
care. Similarly, the Association of American Medical Colleges’ program targets all individuals
over the age of 17 who visit a primary care practice site at which the program’s
eConsult/eReferral decision-support tool for physicians is being implemented. Like programs
focused on types of care, programs focused on population health are likely to have implications
for our evaluation because population health cuts across multiple conditions and types of care.

Table 11.2 provides summary information on the characteristics of HCIA R2 programs.
Awardee-level data on the characteristics of HCIA R2 program are presented in Appendix A,
Table A.1 and A.3.

5. Enrollment process

The awardees have approached the enrollment process in a variety of ways. They may, for
instance, engage with participants actively or passively. In active enrollment (which includes
recruitment), the awardee or its partners have direct contact with potential participants through
telephone calls, mail, or meetings. If, as a result of this contact, individuals agree to receive
services, they are then enrolled into the program. In passive enrollment (which does not involve
recruitment), potential participants are enrolled automatically if they meet the program eligibility

11
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Table 11.3. Characteristics of the enrollment process

Enrollment Precipitating event required for
Awardee approach enrollment Duration of enrollment
AAMC Passive No Open-ended
ACCF Passive Yes, use of _deci;ion-support tool by provider  Open-ended
at participating site
Altarum Passive Yes, seeing a participating provider Open-ended
Amerigroup Active No Open-ended
Avera Active Yes, admission to participating long-term Open-ended
care facility
BMC Active Yes, attending an initial intake visit Open-ended
CCC Passive Yes, enrollment in transitional care units at 90 days after discharge
participating nursing homes
CCNC Passive, No 12 months
active
CHIIC Active No Open-ended
CHS Pa§sive, No Open-ended
active
Clifford Beers Active No Open-ended
Columbia Active No 12 months
DMC Active Yes, low-acuity visit to the ED? Open-ended
FPHNY Active No Open-ended
Four Seasons  Passive No Open-ended
GwWU Active No Open-ended
Hopkins Active No Open-ended
Icahn Active Yes, physician’s determination that patient Open-ended

should receive either (1) inpatient care for a
select set of diagnoses or (2) sub-acute

rehab

Mesa Passive Yes, 911 call for low-acuity component; Generally 1 encounter; may include a follow-
hospitalization for high- acuity component up encounter

Montefiore Passive Yes, screening positive on a 5-question 3 months or unless services are no longer
screen needed

NACHRI Passive No Open-ended

NHCHC Active No Open-ended®

NM Active Yes, hospitalization for any cause 12 months

North Shore Active No Open-ended

NYCH+H Active Yes, presentation at ED with ambulatory 90 days

care sensitive condition or by an individual
who meets utilization-based criteria

SCH Passive No Open-ended
UKS Passive, Yes, presentation at ED with heart attack or 12 months
active stroke symptoms for acute care phase;

hospital discharge following heart attack or
stroke for transitional care management

phase
UNC Active No Open-ended
UCSD Active No Open-ended
UCSF Active No Open-ended

12
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Table 11.3 (continued)

Enrollment Precipitating event required for
Awardee approach enrollment Duration of enrollment
UHCMC Active No Open-ended
uiC Passive No Open-ended
UMich Active No Up to 2 weeks before surgery
UNM Active Yes, presentation at ED with neuro- 30 days
emergent condition
Ventura Active No Open-ended
VillageCare Active No Open-ended
Wash U Passive, No Open-ended
active
WI DHS Active No Open-ended
Yale Active No Enrollment ends after 1 visit from a

paramedic, 1 visit from a visiting nurse, and
transportation to/from 1 primary care
provider visit

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’
self-reported fourth-quarter program narratives, through August 31, 2015.

2Participants who have high ED utilization, defined as 5 visits to the ED in a calendar year, can also be enrolled without having
experienced the precipitating event of a low-acuity visit to the ED.

PAlthough the enrollment duration is open-ended, participants are typically enrolled for 30 to 90 days.

criteria. Passively enrolled participants might not be aware that they are enrolled in a program
and are receiving or benefiting from program services.

In one-third of the programs, enroliment is based not only on one or more of the eligibility
criteria described in Section 4 above, but also on a specified precipitating event such as a 911
call, an emergency department (ED) visit, or a hospitalization. These programs may actively
recruit individuals after the triggering event occurs, or they may passively enroll all eligible
individuals after the event. Among programs that do not have a precipitating event, other
characteristics, such as high service utilization within the past 12 months, become the criteria for
enrollment. Eleven programs limit the length of enrollment to a pre-defined period of time, but
enrollment in the remaining 28 programs is open-ended. The latter offer services to participants
as needed for the duration of the cooperative agreement. Our evaluation of program impacts will
be tailored to capture enrollment characteristics such as differences between limited and open-
ended enrollment periods. The following examples illustrate a few of the many approaches to
enrollment.

The Bundled Payment for Mobile Acute Care Team (MACT) Services Program is
based at the Icahn School of Medicine in the Mount Sinai Health System in New York City. Two
of the hospital campuses, The Mount Sinai Hospital and Mount Sinai St. Luke’s, are
implementing the program. The program is based on and expands the Hospital at Home model,
which was developed by the Johns Hopkins Schools of Medicine and Public Health. At the
beginning of the second program year, MACT staff began accepting patients who needed sub-
acute rehabilitation (SAR) services that would typically be offered in a skilled nursing facility.
Acute care patients are recruited from EDs and observation units in selected Mount Sinai
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hospitals and targeted outpatient practices. SAR patients are accepted by referral from any
relevant hospital unit on Mount Sinai’s main campus, including the observation unit and the ED.
The trigger for enrollment is a physician’s determination that an individual should be admitted to
the hospital or to a skilled nursing facility, at which point active recruiting begins. The
enrollment period is not fixed, but because the program is meant to replace acute inpatient
hospitalization for selected conditions, the vast majority of participants are enrolled for about 33
days (an average of 3.3 days for an acute care phase that corresponds to hospital-level care,
followed by up to 30 days of post-acute care).).

The Kansas Heart and Stroke Collaborative, led by the University of Kansas, has three
phases: an acute care phase, a transitional and chronic care management phase, and a population
health phase that will be implemented in the future. The first phase focuses on developing
regional systems of care and acute care protocols for stroke and heart attack. Passive enroliment
is triggered when an individual is hospitalized for heart attack or stroke at any of the program’s
13 participating hospitals. Enrollment in this phase lasts as long as each participant’s
hospitalization. In the second phase, participants are actively recruited after they have been
hospitalized for stroke or heart attack. Enrollment in this care management phase lasts for 12
months. The third phase, expected to begin in early 2016, will target people at high risk of stroke
or heart attack for health coaching and other patient education and engagement services.

The Transitioning a Rural Health Network to Value-Based Care program, led by
Catholic Health Initiatives, is a care management program that is open to residents who live in
rural areas and who have at least one chronic condition (mainly diabetes, hypertension, chronic
obstructive pulmonary disease [COPD], and cardiovascular disease). Enrollment is not
contingent upon a precipitating event. Instead, health coaches and their assistants at participating
critical access hospitals and their affiliated clinics identify eligible individuals and actively
recruit them into the program. Health coaches provide care management services, and the
enrollment period is open-ended.

C. Service delivery models

The awardees’ service delivery models consist of one or more components, which are the
core functions of a program. The majority of models consist of more than one component. We
developed a list of 17 components that we observed in the 39 programs and applied at least one
component to each service delivery model. The sheer range of components underscores the
diversity that is characteristic of the HCIA R2 programs overall.

To describe the focus areas of the components, we organized the components into seven
groups: care management/care coordination, counseling and health education, health information
technology (health IT), practice transformation, the provision of direct care, telemedicine, and
pharmacy services. These groups and the components within them are summarized in Table I1.4.
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Table 11.4. Program components in the HCIA R2 service delivery models

Number of

Components Description Awardees

Care management/care coordination

Care management, outpatient care  Though different, care management and care coordination are often closely linked. Care management helps patients and their 31
coordination, transitional care caregivers to manage their medical and mental health conditions.? Examples include home care for patients who need

coordination, integrated care, medical, nursing, social, or therapeutic care, or help with activities of daily living.” Care coordination organizes care across

medical home, and home care several providers and/or during care transitions.® This component also includes integrated care and medical homes.

Counseling and health education

Education and training, facilitated Education, training, counseling, and/or support provided to patients, families, and/or professional providers who deliver 28
consultation, patient and family services to program participants. This includes the use of staff, other individuals (including peers and lay providers), or written
engagement, patient navigation, materials that empower patients and families to become engaged partners in managing their health, in using health care

and shared decision making services, and in navigating the health care system.

Health IT

Health IT Activities focused on developing, deploying, or enhancing health information systems and platforms. 19
Practice transformation

Evidence-based/clinical practice Activities that improve the delivery of health care services, including the use of data to drive improvement, the redesign of 9
guidelines, quality improvement/ processes, and the provision of care that conforms to guidelines. These activities aim to improve the efficiency of care delivery,

workflow or process redesign the quality of care, and patient safety.

Direct care provision

Direct care provision The delivery of medical, dental, or mental health care services, often to populations that have had limited access. 5

Telemedicine

Telemedicine Services that allow providers, or patients and their providers, to engage in two-way, real-time communication across 7
geographic areas; interactive telecommunications equipment enables the interaction and includes, at a minimum, audio and
video equipment.®

Pharmacy intervention

Pharmacy intervention Services include medication reconciliation and/or support for adherence to medication resulting from changes in the current 3
pharmacy or provider setting that may influence workflow, health IT, medication review, patient engagement, and/or care
coordination with patients’ providers.

Source: Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’ self-reported fourth-quarter program narratives,
through August 31, 2015.

Notes: All awardees’ primary program components fall into at least one category. Many service delivery models include several primary components that fall into more than one
category.

2 Mechanic, Robert. “Will Care Management Improve the Value of U.S. Health Care?” Background paper for the 11th Annual Princeton Conference. Available at
http://healthforum.brandeis.edu/research/pdfs/CareManagementPrincetonConference.pdf. Accessed January 6, 2016.

b “Home Care and Hospice Resources.” Arlington, VA: The Visiting Nurse Association of America. Available at http:/vnaa.org/home-care-hospice-fag. Accessed January 6, 2016.

¢McDonald, Kathryn M., Vandana Sundaram, Dena M. Bravata, Robyn Lewis, Nancy Lin, Sally A. Kraft, Moira McKinnon, Helen Paguntalan, and Douglas K. Owens. “Closing the
Quality Gap: A Critical Analysis of Quality Improvement Strategies. Volume 7—Care Coordination.” Rockville, MD: Agency for Healthcare Research and Quality, June 2007.

4 “Telemedicine.” Baltimore, MD: Centers for Medicare & Medicaid Services. Available at http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Delivery-
Systems/Telemedicine.html. Accessed January 6, 2016.
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Of the 17 components, the 4 most commonly used are health IT (19 programs), care
management (18 programs), patient and family engagement (18 programs), and outpatient care
coordination (10 programs). (The detailed breakdown of these components is not shown in Table
I1.4; it is shown in Appendix A, Table A.5). The four most common components appear to be
central to the goals of the HCIA R2 initiative; over three-quarters of the HCIA R2 programs
include at least one of these four components. This section describes these components, and
Chapter I11.B explains how the awardees have implemented their service delivery models, along
with the challenges they have faced and the facilitators that have helped them in the process.

In many cases, we have distinguished between program components strictly for evaluation
purposes. From the awardees’ perspective, however, the components are often viewed as a unit,
working together to achieve program goals. To see the parts as something separate from the
whole may create distinctions that do not exist in the actual implementation process. Readers
should also remain mindful of the fact that the same component may play a different role from
one program to the next in terms of its contribution to overall impacts, depending on how it
operates, its companion components, and the context in which it is implemented. In our
evaluation of program impacts on patient outcomes, we will account for the characteristics of
service delivery models.

1. Care management

The purpose of care management is to help patients and their support systems to manage
their medical and mental health conditions more effectively.® These services are often delivered
to patients with chronic and/or complex conditions that must be managed carefully by providers
and by the patients themselves in order to avoid the unnecessary or inappropriate use of acute
care and inpatient services. Care management may also include services that extend beyond the
health care system, such as social services, which are often delivered by care managers who
ensure that patients receive care that addresses their individual needs and who may also provide
self-management support, patient education, and social support. Care management can play a
role in treating almost any health condition, including cardiovascular disease, kidney disease,
diabetes, and cancer, among other chronic conditions; a few programs target patients with acute
conditions, such as dehydration, pneumonia, urinary tract infection, stroke, acute lower back
pain, or abdominal conditions that require surgery, among other acute conditions targeted.

Like the other program characteristics, care management varies from one program to the
next. There are differences in the services offered and in how programs are organized to deliver
these services. Nearly all care management components include an assessment of participants’
needs, the development of a care plan, and education such as training in self-management, but
there is some variation in the comprehensiveness of services. Some programs focus on a range of
social support services or referrals, whereas others focus more on the clinical needs of patients.
Although care management is distinct from care coordination, they are often linked in practice.

3 Mechanic, Robert. “Will Care Management Improve the Value of U.S. Health Care?” Background paper for the
11th Annual Princeton Conference. Available at http://healthforum.brandeis.edu/research/pdfs/CareManagement
PrincetonConference.pdf. Accessed January 6, 2016.
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Some programs also offer outpatient care coordination, and many others include a limited form
of care coordination that is integrated into their care management component. In many programs,
nurse care managers or coordinators deliver services. In a few programs, community health
workers, clinical care teams, or assistants deliver services. The following examples demonstrate
the diversity of the awardees’ approaches to care management:

Catholic Health Initiatives is providing care management for participants living in rural
areas who have at least one chronic condition—typically diabetes, hypertension, COPD, or
cardiovascular disease. Registered nurses and licensed practical nurses serve as health coaches
who meet with participants both in person at the clinics in participating critical access hospitals
and by telephone to provide patient education, training in self-management, and guidance in
setting goals. The health coaches also connect participants to community resources such as
transportation services, Meals on Wheels, and smoking cessation programs.

George Washington University’s program provides care management for patients
diagnosed as HIV-positive, at risk for contracting HIV, or at risk for contracting other STIs. The
care management component is currently delivered by community health workers who interact
directly with participants to develop health care plans and provide referrals to care. The care
management component includes a health needs assessment, education, home HIV and STI
testing, and interactive counseling. After the health IT component is fully implemented, some of
the care management services will be provided by a web-based system that participants can
access at their convenience.

Yale University’s Paramedic Referrals for Increased Independence and Decreased
Disability in the Elderly (PRIDE) program is intended to reduce falls that contribute to
otherwise preventable ED visits, hospitalizations, and 911 calls. Patients are recruited through a
combination of strategies including (1) contacting individuals who called for 911 assistance after
falling, (2) speaking with ED patients who seek treatment for a fall or who feel at risk for falling,
and (3) holding PRIDE education sessions about fall risk prevention at senior centers and town
hall events. PRIDE paramedics and visiting nurses provide care management to individuals who
have fallen or are at risk of falling. The paramedic first completes an in-home assessment, which
covers several aspects of the participant’s health status and residential safety, and then schedules
an appointment with the participant’s primary care provider or connects the participant with
Yale’s outpatient primary care clinic. The paramedic also schedules a home visit by a nurse from
a partnering visiting nurse agency. The nurse completes the second in-home health assessment to
determine whether the participant needs ongoing nursing care, physical therapy, occupational
therapy, and/or durable medical equipment.
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2. Outpatient care coordination

Several programs include outpatient care coordination. The purpose of this service is to
organize the care delivered by numerous providers,* including medical providers, oral health
providers, behavioral health providers, and/or social service agencies. This function is typically
handled by designated care coordinators who communicate with patients, schedule appointments,
and facilitate seamless transitions from one service provider to the next. Patients with chronic or
complex conditions that tend to involve more than one provider are often good candidates for
outpatient care coordination.

The programs that include outpatient care coordination generally offer the same types of
services, although there are some differences in how the services are delivered. First, they are
provided in at least one of three settings: primary care practices, specialty care clinics, and
hospitals. Second, other program components may or may not be implemented in combination
with outpatient care. Some programs offer outpatient care coordination and care management as
a unit. Other programs offer it in combination with patient and family engagement, patient
navigation, health IT, direct care provision, or evidence-based/clinical practice guidelines. The
following examples demonstrate the variety of approaches to coordinating outpatient care in the
HCIA R2 programs.

The Fund for Public Health in New York is implementing a program that targets
individuals with hepatitis C virus (HCV); the goal is to improve cure rates, increase patient
satisfaction, and reduce expenses. Services are delivered by outpatient care coordinators assigned
by the awardee to participating clinical sites. The coordinators schedule and remind participants
about medical appointments, link participants with clinical and non-clinical providers, and
complete the participants’ insurance authorization forms and related paperwork. Peer navigators
support the coordinators by delivering health promotion services and accompanying participants
to their appointments.

The National Association of Children’s Hospitals is implementing the Coordinating All
Resources Effectively (CARE) program to improve the experience of care and reduce stress for
children with medical complexity and their caregivers; the program is also intended to reduce
overall medical expenditures. The service delivery model consists of several components,
including care management and coordination, quality improvement and practice transformation,
and education and training. A hospital- or practice-based care coordination team delivers the care
management and coordination services as a unit. The composition of the teams varies by hospital
and practice site, but in general, they include a nurse care coordinator and other staff such as
social workers, medical assistants, or patient navigators. The care team develops an
individualized access plan to help the family identify whom to contact for various care needs;

4 McDonald Kathryn M., Vandana Sundaram, Dena M. Bravata, Robyn Lewis, Nancy Lin, Sally A. Kraft, Moira
McKinnon, Helen Paguntalan, and Douglas K. Owens. “Closing the Quality Gap: A Critical Analysis of Quality
Improvement Strategies. Volume 7—Care Coordination.” Rockville, MD: Agency for Healthcare Research and
Quality, June 2007.
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provides 24/7 access to one of its members; and offers care management and transition planning
as the child moves from inpatient to ambulatory care.

The University of California at San Francisco is implementing the Dementia Care
Ecosystem to improve the quality of life for patients with dementia, improve caregiver
satisfaction with dementia care, reduce the total costs of care, delay the time to nursing home
placement, and reduce caregiver burden. The program’s clinical team—consisting of a nurse, a
pharmacist, and a social worker—train, supervise, and provide expert advice to care team
navigators (CTNs). Members of the clinical team also refer patients to community resources or
to physical and occupational therapists when appropriate. The CTNs coordinate and oversee
participants’ care by telephone, linking them with the resources they need and triaging questions
about medical decision making to appropriate members of the program team. The CTNs also
involve members of the clinical team in the participants’ care when necessary.

3. Patient and family engagement

The goal of patient and family engagement is to empower patients and families to manage
their (or their child’s) health conditions and to help them set their own healthy living goals.
Services include formal self-management support programs; the collaborative development of
care plans, including action plans for addressing chronic conditions such as diabetes, obesity, and
depression; and patient/caregiver education, training, and/or and incentives to encourage
participation. The approach to patient and family engagement is similar in many programs.
Awardees are focusing on enhancing the communication between patients and their families, and
on providing condition-specific education that enables patients and families to play a more active
role in their care. Some programs also provide support services as part of this component.

There are, however, two main differences in how patient and family engagement is being
implemented: services are delivered in different settings and by different staff. The settings
include clinical facilities (for example, hospitals, primary care centers, specialty care clinics),
community facilities, participants’ homes, and even virtual settings. In some programs, non-
clinical staff such as coaches, community health workers, and health educators reach out to
patients and their families, whereas, other programs rely on health care providers to play this
role. The following examples demonstrate these differences.

Columbia University is implementing the MySmileBuddy program to give parents of
young children a larger role in preventing the progression of early childhood caries. Community
health workers meet regularly with parents to assess a child’s risk for early childhood caries;
teach the parents about the risk of caries; set family goals; regularly evaluate progress toward the
goals; and provide social support, toothbrushes, and toothpaste. An electronic application guides
the community health workers’ interactions with families as they engage them in their homes, at
locations in the community, or over the telephone.

VillageCare’s Rango program is intended to improve adherence to HIV treatment. The
program is a virtual program in which a mobile platform and a mobile application are used to
promote the participant’s engagement in care and disease self-management. The awardee
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hypothesizes that the participants’ use of these electronic self-care tools will improve their
adherence to HIV treatment and their engagement in, and satisfaction with, their care. The virtual
program engages participants through features that facilitate individualized treatment
management, connections to other users, education through the provision of health information,
and access to community resources.

The Wisconsin Department of Health Services is implementing the Special Needs
Program for Children with Medical Complexity (SNP) to reduce rates of preventable
hospitalizations and ED visits, shorten hospital stays, enhance access to necessary outpatient
services, and lower costs. The program provides care management, care coordination, and patient
navigation for children with complex health care needs. The program’s care team—physicians,
nurse practitioners, registered nurse care coordinators, care coordination assistants, and
administrative assistants—engages patients and families in their care. In particular, nurse care
coordinators play a large role in educating patients and families about care for the participants’
conditions at home and function as the primary points of contact for families.

4. Health IT

The health IT component involves developing, deploying, enhancing, or integrating health
information systems, platforms, and electronic tools to improve care. In most of the programs,
clinicians and other program staff use electronic decision-support tools to deliver services, and
they use health information systems to track these services and referrals. The awardees have also
incorporated other electronic platforms into existing EMR systems.

All the programs that have a health IT component also include other components as part of
their service delivery models, and the awardees are using health IT to support the
implementation of these components. The examples below demonstrate the ways in which health
IT is being implemented in combination with other program components.

The American College of Cardiology’s SMART Care program combines health IT with
shared decision making to change clinicians’ behavior by giving them five electronic decision-
support tools to assess treatment options for stable ischemic heart disease at the point of care.
The awardee has integrated the tools into the participating practices’ EMR platforms. The
FOCUS tool incorporates participant-specific information that clinicians use to determine
whether ordered imaging meets appropriate-use criteria, and if it does, FOCUS helps clinicians
to decide which test is most appropriate for a given participant. The Tonic tool is a web-based
application that runs on an iPad through which participants consent to the collection of their
health data; clinicians use it to track outcomes reported by participants as they go into and come
out of treatment. (The other three tools [IndiGO, ePRISM/eLumen, and patient education
materials from Health Dialog] are described in the American College of Cardiology Foundation
narrative in Appendix B of this report.)

Altarum’s Michigan Caries Prevention Program is a multifaceted intervention designed
to improve preventive dental care for Medicaid and CHIP beneficiaries in the state. The
program’s primary components are health IT as well as training and technical assistance for
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pediatric primary care providers and their office staff. The health IT system, now in
development, will help medical providers to document the provision of preventive services, serve
as a clinical decision-support tool for calculating and tracking patient risk, and facilitate referrals
to dental providers who have agreed to accept participants.

The Association of American Medical Colleges is supporting five large academic medical
centers (AMCs) as they implement eConsult and eReferral platforms into their EMRs. The
program’s primary components include outpatient care coordination and health IT. The goals of
the program are (1) to enhance the ability of primary care physicians (PCPs) to treat patients by
providing guidance and education on conditions that require input from specialists and (2) to
change PCPs’ behavior by providing them with decision-support tools. The eConsult is an
electronic exchange initiated by a PCP who is seeking clinical guidance from a specialist for
patients whom the PCP would like to continue to manage. The PCPs use a standardized set of
templates to initiate communication with, and capture the guidance received from, specialists.
The eReferral templates are used by PCPs at the point of referral. They convey guidance on what
information the PCPs should provide to specialists before the referral, and they help PCPs to
assess whether the referral is appropriate.

D. Payment reform models

One of the main goals of the HCIA R2 initiative is to develop innovative health care
strategies that are financially sustainable after the cooperative agreements end. As part of their
agreement, awardees were required to propose payment model innovations that could eventually
cover the cost of services rendered under the program. All awardees have proposed preliminary
models. Chapter I11.D provides an in-depth discussion of the progress that awardees have made
toward developing and/or implementing their payment models. This section describes the models
as currently envisioned, recognizing that they may evolve as the awardees operationalize them.
Although these payment models are as diverse as the delivery service models, they typically fall
into one or more of the model types described below and shown in Table 11.5. Awardee-specific
information on payment models is summarized in the Appendix A, Table A.6.

Shared savings. More than one-third of the awardees are implementing or planning to
implement a shared savings model, in which funds saved through more cost-effective care are
distributed to providers and payers. The awardees have not specified their methods for
calculating shared savings in detail—a critical aspect of such payment models—but they are
likely to vary widely. Awardees that target patients with chronic conditions are more likely to
use a shared savings approach, possibly because improving the management of chronic care is
more likely than improving preventive or acute care to generate higher cost savings during the
program period. Most of the awardees that proposed a shared savings model are also proposing
to use other payment models as well. For example, Johns Hopkins University plans to develop a
shared savings component to encourage home health agencies to adopt its program, in addition to
using per capita care management payments.
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Table I1.5. HCIA R2 payment models

Number of
Models Reimbursement strategies awardees
Shared savings Funds saved through more cost-effective care are distributed to providers and 16
payers.
Value-based purchasing Offers incentives for more effective care by paying providers who meet certain 15
performance goals.
Fee-for-service Each provider is either paid an amount per service for a new service that was 14
previously not reimbursable or is using traditional fee-for-service as a base payment
together with other incentives such as shared savings or value-based purchasing.
Per capita care Payment is based on a per-member-per-month fee that covers the cost of included 13
management payment  services.
Bundled payment Procedures commonly performed in different care settings for a certain condition 12
are grouped to establish the payment to providers of those procedures.
Other Includes unique payment models, such as payment based on implementation or 8
capitated payment for clinical services, that do not fit into one of the above
categories.

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’
self-reported fourth-quarter program narratives through August 31, 2015.

Note: Many awardees use several reimbursement strategies in their payment models; awardees that use more than one
reimbursement strategy are counted in several models.

Value-based purchasing. More than one-third of the awardees are implementing or
planning to implement a value-based purchasing model, which provides incentives for more
effective care by modifying payment to providers according to their performance. For example,
Altarum is in the early stages of developing a pay-for-performance model that will reward
medical and dental providers according to how they perform on core outcome measures for its
dental care program.

Fee-for-service. About one-third of the awardees are implementing or planning to
implement a fee-for-service model, in which providers of services offered by the awardee are
paid for a certain service. For instance, for each tele-health consultation, the University of New
Mexico has proposed a fee of $600 to $1,200 that would be paid by participating hospitals. The
actual fee depends on the participant’s condition and the duration of the consultation.

Per capita care management payment. One-third of the awardees are implementing or
planning to implement a per capita care management payment model. These models typically
involve a per-member-per-month fee that covers the cost of a set of services. The models are
often used to cover care management or preventive care services, which are relatively easy to
predict. VillageCare, for example, is planning to implement a per-member-per month service fee
to cover the cost of its integrated mobile platform and mobile application, which are expected to
improve adherence to HIV treatment.

Bundled payment. About one-third of awardees are implementing or planning to
implement a bundled payment model. These models involve grouping procedures commonly
performed in different care settings for a certain condition and reimbursing providers for the
group of procedures as a whole. All of the awardees using bundled payment models are
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implementing them in conjunction with other payment models. For instance, Nebraska Medicine
is developing a bundled payment model that covers services provided by the program’s
telemedicine team, including PCPs, nurses, medical assistants (MAs), dietitians, and
ophthalmologists in medical centers and in community clinics. A decrease in ED visits and
hospitalizations will offset the payers’ costs associated with the telemedicine services. Payers
will reimburse providers for telemedicine services at a per capita and per episode rate that is
mutually agreed upon; this arrangement would enable payers to share savings with providers.

Other payment models. In addition to these common approaches to payment reform, eight
awardees are exploring other payment models that do not fit neatly into the types described
above.

e The University of Michigan is partnering with Blue Cross Blue Shield of Michigan to offer
incentive payments to high-performing physicians and practice staff who meet certain
criteria, including recruiting other surgeons to participate in the program who will use the
program’s risk assessment tool, assessing their patients’ risk, and tracking the physical
activity of patients two weeks before surgery. This model is similar to a value-based
purchasing model, in which payment is contingent upon meeting performance goals.
However, because the University of Michigan is basing payment on the achievement of
implementation goals rather than health outcomes, we refer to it as a “pay for
implementation” model.

e New York City Health and Hospitals is in the early stages of developing its payment model
and intends to build on its existing contracts with payers that include incentives for quality
and/or cost savings (such as global risk contracts with some Medicaid and Medicare
managed care partners). Although the program may help the awardee to meet its quality and
utilization goals for these existing contracts, the awardee reported that it has not yet modified
the contracts to cover program services.

e Montefiore Medical Center plans to work with three health plans to develop and implement a
case-based payment model to cover its program’s care management and behavioral health
services. As part of the model, the awardee also plans to tie payment to the implementing
sites” performance based on participants’ outcomes. This model differs from a traditional per
capita care management model because it involves an up-front, lump sum payment. Like
most awardees, Montefiore Medical Center is still in the process of developing the payment
model. Program leaders noted that the payment model will likely have to operate differently
for the pediatric population. The awardee will use program data to further refine the details of
these payment models over the course of the cooperative agreement.

The HCIA R2 payment models vary not only by type, but also in complexity. In the simplest
model, the whole intervention (single product) is priced on a per-capita monthly basis and
marketed to Medicaid and/or managed care organizations and/or providers. A handful of
awardees were envisioning relatively simple payment models at the time of this writing.
Although the model itself is simple, the awardees must make a strong case that the services sold
in this way will save money for the purchaser, which they hope to be able to do by the time their
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agreements end. The relevant payers also need to be open to paying for services in this way at a
sustainable level.

Other models are more complex in several ways:

Models that bundle existing medical services with new program services are more complex
than those that price the new services separately. Payers will need to feel comfortable that
both types of services in the bundle are priced appropriately. The Fund for Public Health in
New York is a good example. Two payers (a nonprofit insurance company and a Medicaid
HIV special needs plan) are actively partnering with the awardee to conduct research on
bundled payment model options for clinical and supportive care for HCV, and they intend to
simulate the payment model by using mathematical modeling in Year 3.

Models that require many sets of prices are more complex than those that have one price for
all or a subset of services. For example, the University of Illinois anticipates that some
managed care organizations may want to purchase a comprehensive set of products to
support care for children and young adults with chronic conditions for a single price; services
in the products would include care coordination, mental health services, software, and
consumer technology. Other MCQOs, however, may want to purchase just one of these
services, which means that the University of Illinois would have to set prices for each
service. Similarly, Johns Hopkins University, whose model supports in-home care for
patients with dementia, must set a price for two sets of per capita payments—one for care
management and one to cover clinical support.

Models that combine numerous types of incentives are more complex than those in which a
single payment or incentive structure is used. For instance, a monthly per capita, per diem, or
bundled payment is often used in conjunction with shared savings or performance-based
payments. In one of the most complex models, Community Care of North Carolina is paying
(1) a small per-attributed-life payment to all participating pharmacies, (2) a larger per-
attributed-life payment to all participating pharmacies that is modified by value-based
performance indicators (such as total cost of care, ED visit rate, adherence to medication),
and (3) a payment for each completed comprehensive initial pharmacy assessment. The
awardee’s goal is to expand the role of pharmacists in chronic care management.
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I11. FINDINGS FROM THE IMPLEMENTATION EVALUATION

This chapter summarizes findings from a cross-cutting analysis of the first-year
implementation experience of the 39 HCIA R2 awardees. The summary is designed to help
CMMI understand common successes and failures and, when possible, to highlight strategies for
effectively overcoming the first-year implementation challenges. The data for this analysis were
derived from (1) a review of quarterly enrollment data provided by the implementation and
monitoring contractor and (2) a review of the 39 program narratives. The individual program
narratives were developed based on a qualitative analysis of the awardees’ applications, self-
reports submitted by awardees to the implementation and monitoring contractor covering the first
year of the cooperative agreements, and data gathered during initial telephone discussions with
awardees and in site visit interviews with frontline staff from selected implementing sites (see
Appendix B of this report).

The chapter is divided into four sections. Section A reviews fidelity to design—that is,
whether awardees have implemented their programs as planned or have made adaptations—and
presents an assessment of implementation progress that is based on enrollment metrics. Section
B describes common facilitators of and challenges to implementing the service delivery models
in the first year. Section C discusses how awardees use information on program implementation
to make decisions about changes to their service delivery models. Section D describes the extent
to which awardees have begun to plan for or implement their payment reform models.

A. Fidelity to original program design and indicators of implementation
progress in the first year

CMS’s ability to determine which models should be expanded and disseminated depends
heavily on information about how the models were implemented. To understand this
implementation experience, we used the Consolidated Framework for Implementation Research
(CFIR) methodology, which incorporates a core set of domains based on a comprehensive and
systematic review of the implementation science literature.® CFIR provides a conceptual
framework and a consistent typology, terminology, and set of definitions that can be used to
identify the drivers of implementation effectiveness in specific contexts and settings.

We reviewed the awardees’ progress by using metrics available for all 39 awardees and
identified in the CFIR methodology as important determinants of implementation effectiveness.
We began by examining aspects of implementation related to fidelity to program design, defined
as whether the awardees implemented their programs as designed or whether they adapted them
in some way. We then explored why these adaptations occurred in order to identify patterns
across awardees or across types of awardees. Design adaptations should not be interpreted as
failures; on the contrary, they are the natural and desirable products of an innovative

5 Damschroder, Laura J., David C. Aron, Rosalind E. Keith, Susan R. Kirsch, Jeffrey A. Alexander, and Julie C.
Lowery. “Fostering Implementation of Health Services Research Findings into Practice: A Consolidated Framework
for Advancing Implementation Science.” Implementation Science, vol. 4, August 7, 2009.
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development process. Finally, we reviewed the evidence on implementation effectiveness, as
measured by program enrollment and operational months. Because this section presents common
successes and failures, we focus on the most salient findings across awardees. Nonetheless, the
awardees may have made other, less common design adaptations and experienced
implementation delays that are not reported in this section. These adaptations and experiences
appear in the individual program narratives, which are based on awardee-level data.

1. Design modifications

In the first year, all awardees operationalized their programs, but they modified them
as they identified opportunities to improve their programs in ways that would better serve
participants and achieve program goals. We identified seven types of modifications common
among the 39 programs: changes to program operations; revisions to the recruiting, referral,
outreach, or enrollment processes; modifications to the staffing or management structure and

responsibilities; changes in the definition of the target population; revisions to planned IT

systems or the development of new systems; changes in the number of implementing sites; and
the creation of workaround processes for problematic EMR systems (Table I11.1). On average,
awardees modified three aspects of their programs, making anywhere from one to six changes

(data not shown).

Table I11.1. Seven common program modifications and reasons for them

Number of
Modification Primary reason for modification Awardees awardees
Refined operations To improve program operations Altarum, BMC, CCNC, CHS, Clifford 26
Beers, Columbia, DMC, Four Seasons,
GWU, Icahn, Mesa, Montefiore, NM,
NYCH+H, SCH, UCSD, UCSF, UHCMC,
UIC, U KS, UMich, U NC, Ventura,
VillageCare, Wash U, WI DHS
Redesigned some factor in To increase enroliment Altarum, Amerigroup, BMC, CHS, Clifford 25
the recruiting/ referral/ Beers, Columbia, Four Seasons, GWU,
outreach/enrollment process Hopkins, Icahn, NACHRI, NHCHC, NM,
SCH, UCSD, UCSF, UHCMC, UIC, UKS,
UMich, U NC, VillageCare, Ventura, Wash
U, Yale
Redefined staffing and/or To better support program Altarum, CHIIC, Clifford Beers, DMC,
management responsibilities  operations and meet participants’ Icahn, Mesa, NM, NYCH+H, SCH, 16
and/or structure, or adding needs UHCMC, UIC, U KS, VillageCare,
new staff roles Ventura, Wash U, WI DHS
Modified the definition of the  To increase enroliment or better Amerigroup, BMC, Clifford Beers, 13
target population target the intended population for Columbia, Hopkins, Icahn, NM, UHCMC,
the intervention UIC, UMich, U NC, UNM, Yale
Revised or developed new To address unanticipated IT BMC, CHIIC, CHS, Four Seasons, GWU, 13
IT infrastructure or systems challenges (other than EMR Icahn, NACHRI, NYCH+H, SCH, U KS, U
issues) NC, VillageCare, Yale
Changed the number of To address challenges related to ACCF, CCC, Columbia, DMC, Four 10
implementing sites recruiting or contracting with sites,  Seasons, GWU, Montefiore, NM, U NC,
or if the original sites no longer UNM
made sense
Developed workarounds for To address EMR systems that AAMC, ACCF, GWU, NACHRI, SCH, U 7

EMR system

were incompatible with data/data
extraction needs of program

KS, UNC
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Table 11.1 (continued)

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of program
narratives through the fourth program quarter, August 31, 2015.

Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based
on information volunteered in discussions with awardee and program staff, and they were reported in each awardee’s
program narrative. The counts were not derived from “yes-no” responses to questions about specific actions or features.
Fourteen awardees noted unique program changes that did fit into these categories.

EMR = electronic medical records; IT = information technology

Twenty-six awardees changed their program operations in some way based on early
implementation experience suggesting that some aspect of the program either did not work as
planned or that it could work better. Because the programs are so distinct, the operational
modifications vary substantially from one awardee to the next. For example:

e  George Washington University planned to use a mobile, tablet-based data collection system
but did not consider that in the field, WiFi availability might be inconsistent; program staff
therefore modified the design to permit the use of pen and paper data collection tools.

e Montefiore Medical Center designed its program to provide services to participants of all
ages (pediatric, adult, and geriatric), but after implementing the program, the staff found that
applying the model to the pediatric population required more on-site support than
anticipated. The staff had to engage not only the child participant, but also the child’s
family, other caregivers, and his or her school. This discovery led the Montefiore staff to
modify operations by targeting pediatric participants not program-wide, but at a single site at
which more staff are available to provide the required support.

Twenty-five awardees made some type of change to the recruiting, referral, outreach, or
enrollment process, usually to accelerate lagging enroliment. Like the operational changes, the
exact modification(s) to these processes varies by awardee. Sixteen of them adjusted staffing
roles and responsibilities or added new positions. In some cases, changes were made to keep the
key staff’s workload manageable or to engage the program’s partners. In other cases, the staffing
changes were made primarily to accommodate the participants’ schedules.

Thirteen awardees redefined their target population during the first year of implementation.
Twelve awardees did so in hopes of increasing enrollment. For example, the University of
Illinois initially planned to target children with a diagnosis of depression or one of three other
chronic medical conditions (diabetes, sickle cell disease, and asthma). After the awardee began
implementing the program, the staff realized that although depression and other mental health
conditions are prevalent in the target population, they are often undiagnosed and difficult to
target; the awardee has since eliminated depression as a criterion for eligibility and instead offers
mental health promotion services to all program participants. The awardee added another
medical condition (prematurity) to its list of targeted conditions in place of depression.

Thirteen awardees modified the plans for their IT systems, and seven had to develop
workarounds for EMR systems that did not provide the data they need for their programs. Five
awardees—George Washington University, the National Association of Children’s Hospitals,

27



EVALUATION OF HCIA R2: FIRST ANNUAL REPORT MATHEMATICA POLICY RESEARCH

Seattle Children’s Hospital, the University of Kansas, and the University of North Carolina—
made both types of technology changes. For example, staff at the University of Kansas expected
to use a commercial IT tool but found after the start of implementation that no commercial tool
could support its needs (such as identifying and tailoring programs for high-risk population,
tracking services provided, sharing information securely, and ensuring compliance with
Medicare billing rules). The awardee therefore developed its own tool. Program staff also found
that extracting data for performance monitoring and for transitional and chronic care
management from different EMRs was more difficult, expensive, and time-consuming than
expected, forcing the awardee to shift to manual data extraction.

Nine awardees changed the number of implementing sites. Five of them—~Four Seasons,
George Washington University, Montefiore, Nebraska Medicine, and the University of North
Carolina—added implementing sites. Another four programs—American College of Cardiology,
CareChoice, Detroit Medical Center, and University of New Mexico—reduced the number of
implementing sites. Detroit Medical Center’s reduction was the result of a consolidation: one of
the four implementing clinics lacked the spaced needed to effectively run the program, so the
awardee consolidated the work into an existing program clinic. This reduction actually expanded
service hours for participants by allowing the consolidated site to operate two shifts.

Unexpected operational barriers, hiring delays, and lengthy institutional review board
(IRB) review periods stalled implementation for many programs. Fifteen awardees
implemented their programs on schedule, but 24 of them experienced some type of delay. The
most common (16 awardees each) were (1) operational delays, such as needing more time to plan
for the complexity of actually implementing the program or underestimating how long it would
take to recruit partners or to integrate new tools into existing workflows; and (2) hiring delays,
such as difficulty identifying and recruiting qualified staff or having to put hiring on hold
because other program components were behind schedule (Table 111.2). Ten awardees were
delayed by the protracted development of key program tools, and nine awardees were delayed by
IRB approvals, which may be required to protect human subjects depending on the nature of the
program. Eight awardees reported delays related to problems contracting with their planned
partners or subcontractors.

On average, awardees experiencing delays typically faced two of them. Only one awardee,
the National Association of Children’s Hospitals, experienced all five types of delays we
examined, and another, VillageCare, experienced four types of delays. We found no obvious or
striking patterns vis-a-vis delays and characteristics of awardees or programs; for example, we
considered whether the amount of the award, as a proxy for a more complicated program, might
be correlated with delays, but we that found that awardees with large and small awards were both
likely to experience delays. Furthermore, the number of delays does not appear to be correlated
with progress toward enrollment goals, as some programs that did not experience delays were
behind on their first-year enroliment goals; conversely, a few programs that experienced one or
more delays were on schedule to meet their first-year enrollment goals.
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Table I11.2. Common types of implementation delays

Number of

Common types of implementation delays Awardees awardees
Operational delays, such as needing more time to plan for AACF, Altarum, Columbia, Four Seasons, 16
implementation or recruiting, or to integrate new tools into GWU, Mesa, NACHRI, NHCHC, NM, SCH,
existing workflows UCSD, UHCMC, UIC, U NC, UNM, Yale
Hiring delays, such as not finding the right staff for the job, Columbia, FPHNY, Montefiore, NACHRI, 16
having to rehire because of turnover, or putting hiring on hold NHCHC, NM, North Shore, NYCH+H, SCH,
because other program components were delayed UCSF, UHCMC, UIC, U NC, Ventura, WI

DHS, Yale
Delays in the development of key program tools, such as IT ACCF, Altarum, Columbia, Four Seasons, 11
systems or applications GWU, Mesa, NACHRI, NM, SCH, UMich, U

NC
Delays related to IRB approval, such as reviews taking longer FPHNY, Four Seasons, GWU, NACHRI, 10
than expected or more protocols than expected needed review NHCHC, UCSD, UCSF, UMich, U NC, Yale
Contracting delays, such as lengthy negotiations with key Altarum, Columbia, FPHNY, Four Seasons, 8
partners over legal agreements Mesa, NACHRI, North Shore, UMich

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’
self-reported fourth-quarter program narratives, through August 31, 2015.

Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based
on information volunteered in discussions with awardee and program staff, and they were reported in each awardee’s
program narratives. The counts were not derived from “yes-no” response to questions about specific actions or features.

IT = information technology; IRB = institutional review board.

2. Enrollment as a measure of implementation progress

Few awardees met first-year enrollment goals. Table 111.3 presents enrollment statistics
for all awardees, showing the variation in progress toward first-year enrollment goals. It should
be noted that the enrollment statistics come from self-reported data. Although the
implementation and monitoring contractor reviews these data for face validity, internal
consistency, and completeness, the enrollment numbers have not been independently verified. In
some cases, the reported first-year participant targets differ from the awardees’ original
projections for first-year enrollment. Based on the available data, six awardees have met or
surpassed their first-year enroliment goals. Among the other awardees, there is substantial
variation in this measure, ranging from enrolling less than 3 percent of the target (Yale
University) to 92 percent (Amerigroup). Overall, 12 awardees have met or exceeded 80 percent
of their first-year enrollment goals, another 7 awardees have achieved 50 to 80 percent of their
goals, and 19 awardees have achieved less than half of their enrollment goals (four of them have
achieved less than 10 percent of their goals).

To assess progress, we classified awardees into three groups based on their success in
reaching their first-year enroliment goals; given that enrollment data were loosely defined,
unverified, and variable from quarter to quarter, we categorized awardees by using broader
thresholds than just over or under 100 percent of the first-year target. We classified four
awardees that exceeded 120 percent of their first-year enrollment goals as being ahead of
schedule (last column, Table 111.3); eight awardees that reached 80 to 120 percent of their first-
year targets were classified as being on schedule. The 12 awardees either ahead of or on schedule
included those that provide directly funded services and those that provide indirectly funded
services. Most of these program have relatively modest first-year enrollment goals, although an
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exception is New York City Health and Hospitals, whose first-year target was ambitious at over
32,000 beneficiaries.

Two-thirds of all awardees failed to reach 80 percent of their first-year enrollment targets by
the end of the first year; eight of them reached 50 to 80 percent of their target, five reached 30 to
50 percent of their target, and the remaining 13 awardees enrolled less than 30 percent of their
first-year target. We classified all of these awardees as being behind schedule.

Table 111.3. Year 1 target enrollment and percent of first-year targets met
(September 2014-August 2015)

Operational Assessment
months Year 1 Year 1 total of progress,
(through participant participants  Percent of year based on
Awardee Launch date August 2015) target served 1 target met these data
AAMC 9/1/2014 12.0 26,4202 15,613 59% Behind
ACCF 11/4/2014 9.9 14,755 2,264 15% Behind
Altarum 5/8/2015 3.8 16,049 4,123 26% Behind
Amerigroup 3/1/2015 6.0 126 116 92% On schedule
Avera 11/1/2014 10.0 5,300 4,033 76% Behind
BMC 12/12/2014 8.6 69 86 125% Ahead
CCC 1/1/2015 8.0 3,432 2,426 71% Behind
CCNC 3/1/2015 6.0 8,666 — — Behind
CHIIC 9/1/2014 12.0 4,000° 5,431 136% Ahead
CHS 10/1/2014 11.0 1,509 2,308 153% Ahead
Clifford Beers 12/2/2014 8.9 1,060 470 44% Behind
Columbia 3/1/2015 6.0 932 114 12% Behind
DMC 1/20/2015 7.3 1,540 435 28% Behind
FPHNY 1/15/2015 7.5 1,050 919 88% On schedule
Four Seasons 9/2/2014 11.9 2,200 973 44% Behind
GWU 4/28/2015 4.1 3,000 656 22% Behind
Hopkins 3/2/2015 6.0 450 25 6% Behind
Icahn 11/18/2014 9.4 145 47 32% Behind
Mesa 12/1/2014 9.0 5,137 3,824 74% Behind
Montefiore 2/9/2015 6.7 975 1,228 128% Ahead
NACHRI 5/1/2015 4.0 5,681 1,343 24% Behind
NHCHC 3/2/2015 6.0 417 228 55% Behind
NM 12/20/2014 8.3 520 254 49% Behind
North Shore 11/17/2014 9.4 233 170 73% Behind
NYCH+H 9/1/2014 12.0 32,196 28,672 89% On schedule
SCH 2/1/2015 6.9 310 205 66% Behind
UKS 3/1/2015 6.0 630 481 76% Behind
UNC 2/23/15 4.2 2,024 288 14% Behind
UCSD 1/19/2015 7.3 4,000 416 10% Behind
UCSF 3/31/2015 5.0 499 41 8% Behind
UHCMC 2/19/2015 6.3 729 406 56% Behind
uiC 12/1/2014 9.0 3,000 1,034 35% Behind
UMich 9/15/2014 115 501 561° 112% On schedule
UNM 5/4/2015 3.9 1,258 107 9% Behind
Ventura 9/1/2014 12.0 800 725 91% On schedule
VillageCare 4/1/2015 5.0 981 1,056 108% On schedule
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Table 111.3 (continued)

Operational Assessment
months Year 1 Year 1 total of progress,
(through participant participants  Percent of year based on
Awardee Launch date August 2015) target served 1 target met these data
Wash U 1/8/2015 7.7 352¢ 341 97% On schedule
WI DHS 9/1/2014 12.0 445 403 90% On schedule
Yale 3/25/2015 5.2 1,600 42 3% Behind

Source:  Enroliment data from the implementation and monitoring contractor, fourth program quarter, through August 2015.

Note: Enroliment data are self-reported and have not been verified. The Year 1 participant target is based on summing the
direct and indirect participant target numbers for awardees that target both types of participants. Similarly, the Year 1
total participants served reflects both direct and indirect participants for awardees that target both types. This calculation
counts indirect participants and direct participants, not the number of unique participants, so a limitation of this approach
is the potential for over-counting participants because some are counted as both direct participants and indirect
participants. Chapter Il provides data on the types of participants targeted by each awardee.

2For AAMC, we report only direct participants in the numerator and denominator for the calculation of whether awardee met its first-
year target enrollment. We also report only the target for direct participants. The awardee is not reporting indirect program
participants.

bAccording to their quarterly reports, CHIIC and Montefiore could report only their direct participant targets. Given that the indirect
target numbers were not available, we are reporting only direct participants in the numerator and denominator for the calculation of
whether awardees met their first-year target enroliment so as not to distort their progress.

cAlthough UMich is technically on pace with its original enroliment goals, the large majority of participants are from one site—a site
that implemented the program two years before the awardee received its cooperative agreement.

dCCNC has reported to the implementation and monitoring contractor the number of attributed participants, not the number of direct
program participants served, defined as the total number of unique participants who have received services directly from a
pharmacy participating in the HCIA R2 initiative. We do not have an estimate of the number of direct participants served, and CCNC
does not have any indirect program participants. Evaluators on the site visit team reported that the awardee is behind schedule in
terms of meeting its first-year participant target.

¢For Wash U, we report only direct participants in the numerator and denominator for the calculation of whether awardee met its
first-year target enroliment so as not to distort its progress. We also report only the target for direct participants. The number of

direct participants served in the first year was informed by our site visit. The awardee noted that indirect participants are double
counted in the calculation of participants served and is working with the implementation and monitoring contractor to correct the
number of indirect participants served.

In the first year, awardees that have used active enrollment approaches and that have
been operating longer are more likely to be on or ahead of their enrollment target. To
understand the potential drivers of enrollment performance, we examined the variation in
progress across several program characteristics among awardees that are on or ahead of their
first-year enrollment target (Figures 111.1 and 111.2). These characteristics are (1) intervention
focus (individual versus provider), (2) enrollment approach (active versus passive), (3) type of
participants (direct versus indirect), (4) target population (Medicare, Medicaid, or other payers),
and (5) operational months. It is important to note that the small number of awardees in each of
these categories makes it difficult to draw conclusions about the relationship between program
characteristics and enrollment; in fact, given concerns about interpreting patterns based on small
numbers of awardees, we excluded categories that had three or fewer awardees. The findings
presented in this section are meant to highlight potentially fruitful areas for further study, not to
act as firm conclusions at the end of the first year.
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Figure 1ll.1. Percentage of awardees on or ahead of enrollment target by
intervention focus, enrollment approach, and operational months
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Source: Data file from the implementation and monitoring contractor, fourth program quarter, August 2015.

Note:

Categories with three or fewer awardees were excluded, given concerns about interpreting patterns based
on small numbers of awardees. The excluded categories are the intervention focus of provider-only and the
enrollment approach of active and passive. CCNC was also excluded, so no grouping sums to 39 total
awardees. Enroliment data are self-reported and have not been verified.

Although intervention focus—that is, whether interventions target individuals or

providers—appears to play a minor role, if any, in an awardee’s enrollment progress, the reverse
is true for enrollment approach and operational months. Specifically:

Awardees that actively enroll participants are more likely to be on or ahead of their
first-year enrollment targets than those who enroll participants passively. Based on the
fourth-quarter data, 9 of the 25 awardees that use active enrollment (36 percent) are on or
ahead of schedule, compared with only one of the 10 awardees that enroll participants only
passively (Figure 111.1). However, programs requiring active enrollment also tend to have
smaller enrollment targets on average.

Not surprisingly, the findings suggest that programs that have been operating longer
are more likely to have met their first-year enroliment targets than those that have
been operating for a shorter period. Of the 22 awardees that have been operating their
programs for 7 to 12 months, 9 of them (41 percent) are on or ahead of schedule, compared
with 3 of the 16 awardees (19 percent) whose programs have been operating for fewer than
seven months.

32




EVALUATION OF HCIA R2: FIRST ANNUAL REPORT MATHEMATICA POLICY RESEARCH

No clear patterns emerge when we examined participants by primary payer or by
whether they are receiving mostly directly or indirectly funded services. To assess the
association between awardees that have made the most enrollment progress and the target
population, we assigned awardees to the predominantly Medicare category if 60 percent or more
of their direct participants are covered by Medicare. We applied the same rule to the Medicaid
category. If direct participants did not reach the 60 percent threshold for either of these payer
groups, we assigned them to the “mixed” group. Twelve awardees did not report direct
participants or did not report a payer type for their participants, so we could not analyze the
association between their enrollment progress and payer type. For type of participant (direct
versus indirect), we assigned awardees to the direct participant category if 50 percent or more of
their participants receive mostly directly funded services (we also used this threshold to assign
awardees to the other categories shown in Figure 111.2). Figure 111.2 shows that awardees serving
predominately Medicaid participants and awardees serving both direct and indirect participants
are faring slightly better in meeting enrollment targets. Overall, there are few differences
between awardees along these dimensions, although it is worth noting that the small number of
awardees in some groups makes it difficult to draw conclusions from the findings.

Given the first-year enrollment results, it is not surprising that the most common
implementation challenge reported by awardees was identifying, recruiting, and/or
enrolling the target population; the findings further suggest that this type of challenge
might have been overcome through clearer communications between program staff and
referral partners and between individuals in the target population and program recruiters.
Thirty-four awardees encountered this challenge; most aspects of the challenge are unique to an
awardee’s program, although some common problems emerged. For example:

e Referral process. Five programs (Four Seasons, Mount Sinai, Johns Hopkins University,
North Shore, and the University of Kansas) had trouble with their planned referral processes.
For example, many of the patients referred met clinical referral guidelines but not other
requirements such as enrollment in a particular type of insurance (such as Medicare) or
residing in a certain, limited geographic area.

e Language and cultural barriers. Three awardees (the American College of Cardiology,
Children’s Home Society, and the University of California at San Francisco) experienced
recruiting and enrollment delays for two reasons: (1) materials related to these functions were
available in English only, and a large proportion of the target population needed materials in
another language, or (2) because the awardee did not have enough staff fluent in other
languages to meet the needs of the population. In addition, at the University of California at
San Diego, the largely Hispanic target population at some implementing sites may have
viewed health coaches as more of an intrusion than a helpful resource, and some health
coaches are not bilingual.
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Figure 111.2. Percentage of awardees on or ahead of enrollment target, by
target population and type of participant
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Source: Data file from the implementation and monitoring contractor, fourth program quarter, August 2015.

Note: Enrollment data are self-reported and have not been verified. Analysis of main target population
(predominantly Medicare, predominantly Medicaid, or mixed) excluded 12 awardees that did not report a
payer type. The predominately other category for the main target population, a category with fewer than
three awardees, was excluded, given concerns about interpreting patterns based on small numbers of
awardees; CCNC was also excluded, so no grouping sums to 39 total awardees.

e Other access barriers. The staff of all three awardees (Columbia University, the University
of Michigan, and the University of Illinois) found it difficult to enroll people because of
socioeconomic barriers; given the life circumstances of the target populations, program staff
perceived them as having other priorities. At the University of California at San Diego, the
low-income participants who make up target population sometimes had transportation
problems that prevented them from participating in follow-up visits. Washington University
could not offer services completely free of charge as it did in a predecessor program that the
awardee used as a model, so this constraint impeded enrollment. At Columbia University, a
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few families were reluctant to enroll because they mistakenly thought that the program
would cost them money even though it is free. The staff of two awardees (the American
College of Cardiology and CareChoice) realized that the consent process required for
enrollment was either burdensome or unclear, causing delays and confusion.

Most of these enrollment challenges are related to miscommunication, suggesting that better
communication at the outset might have improved enrollment. Good places to start include
clarifying with referral partners which people qualify for programs, being aware of the language
spoken by target populations and developing strategies to communicate with them, and
explaining whether participants must pay for any services. In consultation with their project
officers, some awardees have begun to make these types of changes to address enrollment
challenges.

Awardees responded to outreach, referral, and enrollment challenges in a variety of
ways but noted that for some challenges, there are no obvious offsetting strategies. The
awardees worked hard to identify ways to overcome enrollment challenges. For example, to
address delays in getting referral partners on board, the awardees engaged with their partners
more fully to both strengthen their relationships and more clearly delineate the workflows
necessary for a seamless enrollment process. Some awardees also helped their partners by
offering enhanced implementation training and technical assistance. In response to recruiting
challenges and the target population’s weak buy-in, awardees revised their eligibility criteria,
expanded or otherwise enhanced their implementing sites, adjusted their referral processes, and
revised enrollment procedures. For some challenges, however, the strategies are not as obvious.
For example, as noted in Table 111.2, securing IRB approval has been time-consuming for many
awardees, nine of which noted that it slowed enrollment. Because the IRB process is outside
their control, awardees had to delay programs until they had necessary approvals.

B. Facilitators of and barriers to implementing service delivery models

This section describes the factors that have facilitated or impeded the awardees’ ability to
effectively implement their service delivery models with their available staff during the first 12
to 16 months of the cooperative agreements (from September 2014 through December 2015,
depending on the timing of the site visit). CMS can use this information to monitor the awardees’
progress in addressing early implementation challenges and to identify opportunities for targeted
technical assistance.

For this analysis, we tailored the CFIR methodology to the HCIA R2 implementation
analysis and used it to synthesize the individual awardee narratives in Appendix B of this report,
organizing our findings into four domains that can influence implementation:

1. Underlying design features in the awardees’ programs. The codes in this domain reflect
features of the program or program components that may facilitate or impede successful
implementation. These features are often determined during the program design phase and
include such subdomains as the perceived relative advantage of the program, its adaptability,
and its simplicity (Section I11.B.1).
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2. Process-related factors. Codes in this domain reflect factors in the process through
which the program or program components are executed and that facilitate or impede
successful implementation. The most common subdomains in this area are staff
engagement, participant engagement, and stakeholder engagement (Section 111.B.2).

3. Inner setting. Codes in this domain reflect the characteristics of the implementing
organizations that may facilitate or impede the implementation of the program or a
program component. Examples include the level of support from, and the style of, an
organization’s leadership, the structure and characteristics of awardee and program
teams, and an organization’s capacity and infrastructure for supporting the use of health
IT (Section 111.B.3).

4. Environmental factors. Codes in this domain reflect the factors in the environment in
which the implementing organizations are located that may facilitate or impede the
implementation of the program or a program component. Examples of external factors
include the health care delivery system in which the program operates as well as
unanticipated participant needs and the potential resources for meeting them. External
factors are usually outside the immediate control of the awardee (Section 111.B.4)

The sections that follow provide a high-level overview of the facilitators and challenges
associated with the implementation of service delivery models, as reported by at least 4 of the 39
awardees for each of the four CFIR-related domains. These awardees experienced many different
combinations of facilitators and barriers, and in some instances, they reported both facilitators
and challenges within the same CFIR-related domain or subdomain. In other cases, the
facilitators and barriers reported by awardees cut across these domains. When information was
available, we also provide examples of the strategies awardees have developed to overcome
common implementation challenges. All information reflects the awardees’ early implementation
experience through December 2015 (depending on the timing of the site visit).

1. Design features that influenced the implementation of service delivery models

Three program design features have emerged as the most common influences on the early
implementation of the awardees’ service delivery models: (1) the relative advantage of the
program over the standard delivery of care, as perceived by program staff and other stakeholders;
(2) the adaptability of program components; and (3) the simplicity of the intervention. Table 111.4
summarizes these features, shows how they are important to effective implementation, and lists
the awardees that cited them as influences.
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Table I11.4. Design features that influenced the implementation of service
delivery models

Design Importance for effective Number of
feature Description implementation Awardees awardees
Staff's and Relative advantages Strengthens staff and stakeholder AAMC, Amerigroup, Facilitator: 24
stakeholders’ such as filling unmet buy-in to the program Avera, BMC, CCC,
perceived needs and CCNC, Clifford Beers,
relative incorporating new Columbia, DMC, FPHNY,
advantage processes that improve Four Seasons, Hopkins,
staff satisfaction and Mesa, Montefiore, North
the quality and cost of Shore, NM, SCH,
care UHCMC, UIC, UKS,
UMich, UNM, VillageCare,
Wash U
Avera, AAMC Barrier: 2
Adaptability Intervention’s ability to (1) Promotes integration of the ACCF, Altarum, Facilitator: 21
meet staff's and program into organizational and Amerigroup, Avera, BMC,
participants’ heeds implementing site characteristics CHS, Clifford Beers,
and processes, (2) facilitates Columbia, FPHNY,
alignment with staff and participant  Hopkins, Icahn, NACHRI,
preferences, and (3) enhances SCH, UCSF, UHCMC,
staff's ability to develop strategies UIC, UMich, U NC,
to overcome implementation Ventura, VillageCare, WI
challenges DHS
CCNC Barrier: 1
Simplicity Perceived ease of Promotes staff and participant Columbia, Montefiore, Facilitator: 6
implementation due to engagement UCSF, U KS, UMich,
time required, scope, VillageCare
process, clarity, or ACCF, BMC, CCNC, Barrier: 10
dlSrUptheness FPHNY, GWU, Mesa,
NACHRI, NM, UCSD,
UHCMC

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of program
narratives through the fourth program quarter, August 31, 2015

Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based
on information volunteered in discussions with awardee and program staff, and they were reported in each awardee’s
program narrative. The counts were not derived from “yes-no” responses to questions about specific actions or features.

a. Perceived relative advantage

The perceived relative advantage or need for the program over the standard delivery
of care was a critical driver of stakeholder and staff acceptance of the program, and it has
strengthened their motivation to implement services. The program managers and staff at 24
awardees perceive their programs as having an advantage over the standard delivery of care or
over what the organization was doing before the HCIA R2 program. Several awardees feel this
way because the program is filling the previously unmet needs of specific populations. Other
perceived advantages include improvements in the quality of care, an increase in provider
efficiency, and reductions in the cost of care. For example:

e At the University of Illinois, frontline and administrative staff were motivated to participate
because they see the program as providing unique and necessary services, including social
services, for their participants—poor and minority children and adolescents with chronic
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conditions. As one program leader noted, “Not a lot of folks know how to work with this
population, and the Medicaid department and the [managed care organizations] here are
recognizing they need to create partnerships with groups like [the University of Illinois] to
be able to work with this population.”

At Avera, some clinicians at long-term care facilities see a real need for the program’s tele-
health services in terms of improving the quality of care, reducing the time that patients
must wait for services, and eliminating the need to transport patients to their primary care
providers; these perceived advantages motivated them to participate in the intervention.
Other clinicians view the transitional care coordination component as a potential threat to
their relationships with patients because it puts the awardee team members, rather than the
primary care physician, in a central role managing resident care. This perceived threat was a
barrier to these clinicians’ participation.

Providers at two awardees, Johns Hopkins University and North Shore, reported that the
home visits conducted as part of the intervention are enabling better patient assessments and
giving them the information they need to provide higher quality care than was possible in
the absence of home visits.

At Four Seasons, referring clinicians are willing to participate because the program saves
them time by allowing them to hand off some duties, such as difficult conversations or
psychosocial issues, to program staff who are skilled at handling these issues. The program
also reduces the providers’ costs of care by operating weekly palliative care clinics in
existing specialty clinics.

Adaptability
The adaptability of program components has facilitated effective implementation by

enabling program managers and frontline staff not only to develop strategies for
overcoming implementation challenges but also to tailor the intervention to organizational,
staff, and participant needs. Twenty-one awardees leveraged the adaptability of their original
designs to make changes in staffing structures or care processes, or to develop other strategies
that support effective implementation while maintaining the intervention’s core elements. The
most common adaptations were made by program managers and frontline staff, who adjusted
program processes in response to circumstances in the implementation setting or to the needs and
preferences of participants. For example:

Input from community health workers led to a number of adaptations in Columbia
University’s program. Although the awardee envisioned community health workers meeting
with parents in their homes, the workers reported that some families were not comfortable
with this and that children in some families spend more time with a caregiver other than a
parent. As a result, the community health workers now meet with participants at any
location in which the families feel comfortable and include caregivers in addition to parents.

Intervention adaptability facilitated implementation for Amerigroup and the Clifford Beers
Guidance Clinic. For example, managers tailored processes to the participant’s preferences
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by giving program staff the flexibility to schedule meetings during weekends and nights, and
by offering them time off during the day to compensate.

e Based on emerging needs in the early implementation of its program, VillageCare shifted its
model from care management to self-care and revamped its staffing structure accordingly by
eliminating the role of care managers and replacing them with program liaisons and health
coaches.

Other ways in which awardee leaders and staff have leveraged the adaptability of their
interventions are woven throughout this report in the examples of strategies developed by
awardees to overcome implementation challenges.

c. Simplicity

The less complex the intervention—in terms of time, process, or content—the fewer
challenges during early implementation. An intervention can be characterized as simple if it is
easy to implement with little training or support. In contrast, an intervention may be perceived as
complex if it includes many components or care processes with many steps, requires a lot of time
to deliver, or is relatively difficult to understand or explain to others. Interventions can fall
anywhere on the complexity continuum.

Six awardees reported that the relative simplicity of their interventions facilitated
implementation, noting specifically that the intervention was easy to understand and explain to
patients. For example:

e  Staff at the University of Michigan described the “prehabilitation” program as easy to
understand. It offers participants tools for pre-operative cardiovascular and respiratory
exercises, as well as information on smoking cessation, nutrition education, and stress
reduction. One surgeon said that it takes just 90 seconds to describe the program to patients.
Staff at one practice reported that giving patients the pre-operative kit and explaining its
contents (a pedometer, a spirometer, and educational material) and the patient tracking tool
takes only six to seven minutes.

Challenges related to the complexity of an intervention, noted by 10 awardees, were more
common. The most typical challenge was the time required to administer assessment tools.
Program staff are concerned that this function has cut into the time available to provide direct
services. In addition, the complicated nature of educational and support materials in complex
interventions hindered the effective implementation of program services. We describe examples
of these challenges and the strategies some awardees used to mitigate them:

e The staff at Boston Medical Center’s program, which helps families that have children with
complex medical needs to coordinate social, educational, financial, developmental,
behavioral, and medical services, said that the initial multidisciplinary intake and assessment
required two one-hour appointments. These appointments, though a big commitment for
participants, still did not give providers enough time to acquire the information they need
from families. To overcome this challenge, the awardee started scheduling pre-intake
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telephone calls or home visits and has divided the staff between the two assessment visits
rather than deploying the full care team to both as originally designed. The nurse care
coordinator and physician now do a medical history and explain care planning during the
first appointment; the social worker and family navigator and, if necessary, the psychiatrist,
developmental behavioral physician, and nutritionist join for the second appointment.

e Nebraska Medicine, which provides remote patient monitoring for participants with diabetes
after hospital discharge, experienced logistical challenges related to packaging, delivering,
and installing monitoring equipment in participants’ homes. In response, the awardee is
exploring the option of having external vendors manage the installation.

e The Fund for Public Health in New York discovered that its health promotion materials
were too complex and inappropriately worded for the target population, leading the awardee
to contract with a literacy specialist to revise the materials.

2. Process-related factors that influenced the implementation of service delivery models

Three common process-related factors—clinical and non-clinical staff engagement,
participant engagement, and other stakeholder engagement—are important to the effective
implementation of service delivery models. Table I11.5 shows these factors and gives examples
of how each has facilitated or impeded program implementation. The process-related facilitators
and barriers that awardees encountered most often are discussed below, as are the strategies that
awardees used to overcome them.

a. Staff engagement

Awardees engaged staff in the implementation of program services by (1) tapping in to
their personal commitment to and their belief in the program’s benefits, (2) leveraging
program champions at the implementing sites, (3) building staff capacity, and (4)
integrating non-clinical staff into existing clinical practice. Thirty one awardees reported that
strong staff engagement has facilitated program implementation; they also described effective
processes for involving the appropriate individuals in service delivery or in the use of
intervention components. In addition, the awardees named four ways to achieve strong staff
engagement and buy-in, which are critical to the effective implementation of service delivery
models and to ensuring that participants receive program services as intended.

First, 17 awardees noted that implementation is facilitated when staff are personally
committed to providing high quality services to populations in need and when they believe in the
program’s value and potential benefit for participants. For instance:

e At Amerigroup, staff at all levels appear to be committed to the program’s success and were
motivated to participate because they believe strongly in the potential benefits of intensive
coaching services for youth who are about to transition out of foster care. They also believe
that the knowledge youth gain about what services they need and how to access them will
result in better health and social outcomes, and lower costs than if youth did not have the
coaching.
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Table I11.5. Process-related factors that influenced the implementation of service delivery models

Process
factor

Description

Examples of facilitators

Examples of barriers

Number of awardees

Staff Getting buy-in of staff Tapping into staff's commitment o Staff's competing priorities Facilitator: 31
engagement (aftcalr h(|jr|_ng) directly and bghefs that the program has « Unclear definitions of program services, AAMC, ACCF, Altarum, Amerigroup, Avera,
!”VOI ve Irt] [t)'rogram benefits care processes, or staff roles and BMC, CCC, CCNC, Clifford Beers,
implementation Leveraging program champions to responsibilities Columbia, DMC, FPHNY, Four Seasons,
motivate and support colleagues « Ingrained habits, beliefs, and care Hgftlr(wlnssﬁo'\fsss'\(héoHszﬂgs’\E)A%TgI’ NM,
Building capacity through high philosophies y S ' '
. o bt UHCMC, U KS, UMich, U NC, UNM,
gﬂ;gg’rttrammg’ supervision, and o Staff burnout and heavy volumes of work  Ventura, VillageCare, Wash U, Wl DHS
Integrating non-clinical staff into * Implementation delays Barrier: 26
care teams and clinical practice, ¢ Inadequate staff training ACCF, Altarum, Avera, CCC, CCNC,
and distributing responsibilities o Turnover in staff who implement the CHIIC, Clifford Beers, Columbia, Four
accordingly program Seasons, GWU, Mesa, Montefiore,
Burd dat di d NACHRI, NHCHC, NYCH+H, UCSD,
¢ bur ?.r‘some ata re‘ior ing an UHCMC, UIC, U KS, UMich, U NC,
reporting requirements Ventura, VillageCare, Wash U, WI DHS,
Yale
Participant Ensuring that Meeting participants’ needs and « Difficulty communicating the value of Facilitator: 17
engagement participants rgceive § accommodating their preferences program services Amerigroup, Avera, CCC, CHIIC, Clifford
Erogrfr?lm SeFV'CeZ a(r; Staff rapport with participants e Stigma related to sensitive health topics Beers, Icahn, Montefiore, NM, Columbia,
enefits as intende UCSD, UHCMC, U NC, UMich, Ventura,
VillageCare, Wash U, WI DHS
Barrier: 11
ACCF, Amerigroup, CHS, FPHNY, GWU,
Hopkins, Icahn, Mesa, Montefiore,
VillageCare, Yale
Stakeholder Attracting and involving Fostering relationships with ¢ Differences in care philosophies Facilitator: 18
engagement people and community and other partners to « Competing priorities Avera, Altarum, CHS, CCNC, Columbia,

organizations not
directly staffed on the
program, but important

for effective program
implementation

support implementation
Leveraging reputation of partners

Four Seasons, FPHNY, GWU, Icahn, Mesa,

NM, North Shore, SCH, U KS, UMich,
VillageCare, WI DHS, Yale

Barrier: 10

Altarum, Amerigroup, CHS, Clifford Beers,
Columbia, NACHRI, SCH, UCSF, UIC,
Ventura

Source: Discussions with awardee and program staff during site visits, September—December 2015, and review of program narratives through the fourth program quarter, August

31, 2015.
Note:

Awardees can be counted in more than one category. The counts are probable under-estimates because they are based on information volunteered in discussions with
awardee and program staff, and they were reported in individual awardee program narratives. The counts were not derived from “yes-no” responses to questions about
specific actions or features. The table includes only examples of facilitators and barriers reported by four or more awardees.
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Second, 15 awardees commented on the importance of having program champions at the

implementing sites who can spearhead broad staff engagement. For example:

Altarum program leaders require the implementing sites to identify an oral health champion
who can both encourage site staff to implement the intervention and lead the data collection
to monitor implementation. The awardee did not specify the level of staff that is most
appropriate for this role and has seen sites select office managers and physicians as
champions. Regardless of the level, the oral health champion plays a critical role in
implementing the intervention.

At the University of Michigan, staff at one practice noted that their surgeon champion
encouraged buy-in by actively promoting the program and regularly emailing the staff,
urging them to use the web-based tool to assess participants’ risk for poor surgical
outcomes. Practices without a champion are having a harder time with implementation.

Third, 14 awardees pointed to the importance of building capacity by providing training and

additional support to non-clinical and clinical staff as a way of engaging them in service
delivery. For example:

At the American College of Cardiology, program leaders and vendors provided on-site
training and implementation support to sites before the program was launched. The awardee
also designated quality managers at each site to help the staff to respond to implementation
challenges.

The Clifford Beers Guidance Clinic’s training program for care coordinators has facilitated
service delivery by giving all team members 100 hours of training on both its wraparound
model of care and common chronic conditions before they work with families. Care
coordinators said that the training was very valuable, and they expressed confidence in their
ability to work with families despite varying levels of previous experience.

Fourth, nine awardees noted the importance of integrating non-clinical staff into existing

clinical practice. This arrangement has supported the delivery of new care processes by helping
to educate clinical staff about the intervention, allocating responsibilities among care team
members, and enabling the provision of new services. For instance:

The University of New Mexico reported that including non-clinical staff in hospital teams
was a key facilitator of the implementation of tele-health consultations. The programs’ nurse
educators not only assess hospital capacity for treating neuro-emergent conditions locally (as
opposed to transferring cases to a tertiary center), but also give on-site training to hospital
staff on how to use the tele-health consultation technology. By walking clinical staff through
cases involving patients with a stroke or traumatic brain injury, nurse educators increase the
hospitals’ confidence in treating these types of patients locally via tele-health technology.
Perhaps the biggest resource for hospitals is the awardee’s nurse reviewer, who acts as the
first line of communication between hospitals, the IT developer, and the awardee. This full-
time staff person provides technical assistance to staff in rural hospitals, offers guidance on

42



EVALUATION OF HCIA R2: FIRST ANNUAL REPORT MATHEMATICA POLICY RESEARCH

when a tele-health consultation is appropriate, and receives feedback from hospital staff on
the tele-consult process, which he or she then conveys to the IT developer.

Awardees have faced a large, diverse set of challenges as they worked to engage staff
and implement their programs. Twenty six awardees pointed to insufficient or uneven staff
engagement as a barrier to program implementation, although the reasons for this vary from one
awardee to the next. For example, some awardees reported that other priorities or heavy
workloads competed with program activities for staff time. Other awardees found that the
ingrained work habits of providers may not be congruent with program processes and goals.
Other issues that have affected staff engagement include implementation delays, inadequate
training, lack of clarity on staff roles and program services, turnover, and burdensome data
recording and reporting requirements.

Of all the barriers to staff engagement, awardees most often cited competing demands for
the clinical and nonclinical staff’s time. Although the awardees have little control over these
demands, they still invested in a variety of strategies to put program priorities on par with the
staff’s other priorities—at least relatively speaking. For instance, the awardees devoted more
time to in-person and group meetings with clinical and non-clinical staff to explain the program.
They also posted fliers to remind providers about the program’s importance, provided tools to
support service delivery, and when possible, adjusted and clarified their service delivery
workflows. For example:

e Coaches at Catholic Health Initiatives found that competing priorities external to the
intervention interfered with their ability to provide care management; these priorities include
learning a new EMR system and taking on additional tasks to cover for staffing shortages.
Clinicians in small, rural clinics felt overextended before the program was implemented, and
they found themselves in the position of having to make trade-offs between their daily
responsibilities (such as treating patients) and their program responsibilities (such as
attending meetings for physician champions).

e Many PCPs participating in Montefiore Medical Center’s program said that although they
strongly support the program, their limited time and competing priorities have made it
difficult to engage with the behavioral health team. To mitigate this challenge, program
leaders work with behavioral health staff at each site to adapt the program model to better
meet physicians’ preferences and schedules.

Eight awardees reported that an inadequate understanding and awareness of program
services, care processes, and new staff roles hindered the staff’s engagement in, and their ability
to implement, service delivery models. To address this challenge, the awardees devised targeted
training, education, and communication strategies, and they developed clearer care protocols and
job descriptions. For instance:

e Leaders at the Mesa Fire and Medical Department noted that, because the staff at non-
implementing emergency medical service stations were not fully aware of the program, they
were less likely to request community care units after arriving on the scene and finding a
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patient with a non-emergent condition. In response, the awardee leaders began engaging
staff at these stations—via presentations, face-to-face discussions, and e-communications—
to help raise awareness and increase the use of the community care units.

The ingrained habits and care philosophies of providers, reported by seven awardees,

formed another common barrier to staff engagement in program activities. The awardees have
attempted to address this challenge through education and communication techniques. For
instance:

Several program leaders and staff at Columbia University said that the main, overarching
challenge to provider engagement is that the program represents a paradigm shift in how
dentists think about early childhood caries because it forces them to focus less on repairing
teeth and more on managing disease. One program leader said that the program is attempting
to shift the entire culture and practice of pediatric dentistry, and that change on this scale
takes time. To encourage change in these ingrained beliefs among dentists and community
health workers, the program team stressed the discomfort that children must endure during
dental repair (including nasal intubation, general anesthesia, and an 1V drip) and has
advanced the idea of managing disease as a way to prevent these experiences.

Additional barriers to staff engagement, reported by four to six awardees each, include

heavy workloads, implementation delays, staff turnover and inadequate training, and
burdensome data recording and reporting requirements. For example:

Case Medical Center originally limited the nurse care coordinators’ caseloads to 225 patient
each, but the awardee’s staff reported that service delivery faltered when the nurses served
more than 160 individuals with complex cancer. Program leaders call this phenomenon
“saturation,” and they have since reduced the nurse care coordinators’ caseloads and are
considering other options for making their workloads more manageable. Other options
include balancing their caseloads according to the acuity of their patients’ conditions and
adding another nurse care coordinator position to maintain the original target number of
patients.

At Yale University, some paramedics expressed frustration with the delay (due to low
enrollment) between their training sessions and the opportunity to use their new skills during
home visits. In response, the awardee offered “refresher” training and recently introduced
quarterly meetings for paramedics in order to increase their engagement in the program and
to give them an opportunity to talk with each other in person.

For CareChoice, the nursing home facilities that lost a transition coordinator in the first year
of the program found it challenging to maintain the program team’s buy-in and engagement
without the transition coordinator’s continuous support, training, and monitoring. The
awardee staff worked closely with administrators and other staff at these facilities to develop
interim plans to ensure that the more comprehensive transition planning for participants
through the use of a web-based support tool continues. Even in facilities that have had the
same transition coordinator since the program began, continuous efforts are necessary to
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ensure that new team members are adequately trained on the program and on their role in the
process.

e Hospital-based site leads at New York City Health and Hospitals indicated that the program
documentation procedures are burdensome because care management staff must enter data
about participants into both the EMR (for clinical information) and an awardee-developed
care management database (for tracking enrollment and interventions). The fact that the data
sometimes come from paper forms contributes to the burden. However, during Year 2 of the
program and based mainly on factors external to the program, the awardee will begin to
implement a new EMR and care management software, which is expected to reduce staff
burden, promote standardization, improve access to clinical data, and facilitate program
monitoring—all of which are expected to boost staff engagement.

b. Participant engagement

Awardees were successful in engaging program participants when they met
participants’ needs, accommodated their preferences, and built a rapport with them.
Engaged participants are more likely than other participants to receive program services and
benefits as intended. Seventeen awardees explained how they strengthened participant
engagement and how this, in turn, supported the implementation of their service delivery models.
For example:

e Mount Sinai noted that providing patients with care in their homes helped to meet their
needs and respond to their preferences, thus improving their engagement in services.
Awardee staff said that participants seem more engaged in home care because it is easier to
include other family members in discussions about a participant’s care goals when visits
take place in the home.

e At CareChoice, the transition coordinator and team members reported that participants like
having all the information about their care plan and medications in one place, including
input from the physical therapy team and other staff outside of the nursing unit, and that the
consolidated information reinforced participants’ engagement in comprehensive discharge
planning.

The awardees faced some common process-related challenges to engaging participants
in program services. It was sometimes difficult for staff to persuade participants of the
program’s value and to communicate openly about sensitive topics. Eleven awardees struggled
with these and other process-related challenges to engaging participants despite their best efforts
to encourage participant engagement.

The most common barrier to keeping participants engaged (cited by six awardees) was
difficulty persuading participants of the program’s value. For example:

e Mount Sinai reported that some participants do not understand why they must be visited so
often by health care providers, and that others are uncomfortable with multiple providers
entering their homes so frequently. To overcome these barriers, program staff began to
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provide potential participants with tentative schedules so that they and their families would
understand the intensity and the benefit of the acute care program before enrolling. In
addition, the program’s social worker continued to meet prospective participants in the
hospital so that they and their families would understand that she and other team members
would be regularly visiting them in their homes.

Staff at VillageCare reported that some people showed an interest in enrolling in the
program simply to qualify for the cell phone payment. Program liaisons and health coaches
have emphasized the value of the program and encouraged participants to become actively
engaged. The staff reported that they have had some success with this approach, but
VillageCare will not know how many participants are truly interested in the program for its
own sake until the cell phone payment expires after 12 months of participation, at which
point the awardee will be able to assess how many participants remain engaged in the
program and how many do not.

Four awardees found that to effectively engage participants and implement services, they

had to help participants overcome the social stigma related to sensitive health topics such as
mental health or alcohol and drug abuse. For instance:

Staff at the Children’s Home Society said that although many students need behavioral
health services, stigma prevents many of them from participating in the intervention. Patient
navigators and counselors are attempting to combat this stigma through education. Through
continued outreach by the staff, both formally and informally, the awardee reported that
students are seeking counseling with greater frequency than before.

Montefiore Medical Center’s staff said it was challenging to engage some participants
because of the stigma surrounding mental health treatment. The awardee has attempted to
overcome this barrier by promoting behavioral health care as a part of the participants’
overall health and well-being. Along these lines, Montefiore Medical Center has tried to
normalize behavioral health by introducing the program to participants via their primary
care physician.

Stakeholder engagement
Investing in and leveraging relationships with external stakeholders has supported the

implementation of service delivery models. Awardees have engaged a variety of stakeholders
for two main reasons: (1) to increase the community members’ awareness of program services
and thus the likelihood that they will refer eligible individuals to the programs and (2) to ensure
that a broad range of community services provided by stakeholders is available to program
participants. Nineteen awardees reported that they have effectively involved individuals who are
not direct staff but who are important to implementation success. For all awardees, stakeholder
engagement was most commonly facilitated by investing in new relationships and leveraging
their own reputations and prior relationships with partners. For example:
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According to the Wisconsin Department of Health Services, its long-term collaboration with
its current partners on previous initiatives has substantially facilitated the implementation of
its service delivery model.

Leaders at the Mesa Fire and Medical Department said that the fire department’s established
role and reputation as an effective emergency responder in the community facilitated
partnerships with, and buy-in from, local stakeholders.

Differences in the partners’ philosophies of care were a common barrier to stakeholder

engagement. Partners’ competing priorities also limited their engagement. Ten awardees
reported implementation challenges related to weak stakeholder engagement, and they have used
a variety strategies to respond to these challenges.

Five awardees cited differences in care philosophy as an impediment to stakeholder

engagement. For example:

Ventura County reported that some stakeholders initially resisted implementing the program
because they disagreed with the originally proposed staffing model, in which RNs rather
than respiratory therapists were to conduct pulmonary function tests. To overcome this
barrier, the awardee added respiratory therapists to its staffing plan.

The Children’s Home Society also experienced barriers to stakeholder engagement. The
awardee said that community partners sometimes had conflicting visions of what services
should look like because the intervention integrates a medical model focused on the whole
community into an education model focused on students only. To overcome these
philosophical differences, the awardee hired a person to liaise between clinical and
education staff, who was reported to be a key facilitator in boosting stakeholder engagement.

Stakeholders that are not directly involved in the service delivery model have little incentive

to participate, or have priorities that might not fully align with those of the awardees. Four
awardees said that competing priorities were a barrier to stakeholder engagement. For example:

The University of California at San Francisco experienced inconsistent engagement from
providers not affiliated with its medical centers. In response, the awardee restructured its
communication with these stakeholders to emphasize the intervention’s goal while being
clear on its intent to limit the burden on its partners.

The Clifford Beers Guidance Clinic was unable to co-locate program care coordinators at
the facilities of its physical health providers (such as school-based health centers), and it
received limited feedback from physical health providers on the development of integrated
behavioral and physical health care plans for participants. The awardee cited the competing
demands and limited resources of its physical health partners as contributing to this
challenge and is working on addressing this challenge in several ways. For example, the
awardee hired an on-site pediatrician to improve the program’s ability to address physical
health needs. The awardee also encouraged stakeholder engagement by providing a stipend
to a pediatrician at one location and funding for an on-site nurse at another to help with
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referrals and facilitate communication between physical health providers and care
coordinators.

3. Characteristics of the inner setting that influenced the implementation of service
delivery models

During their first year of implementation, the awardees encountered four common
characteristics related to their inner setting that influenced their ability to effectively implement
their service delivery models: team characteristics, prior experience, organization leadership, and
health IT. Awardee administrators took several steps to maximize the facilitators of and
minimize the barriers to effective implementation. Table 111.6 summarizes these characteristics,
provides examples of how each facilitated or impeded implementation, and lists the awardees
that cited them as influences.

a. Team characteristics

The ability of program teams to work together, as evidenced by strong communication
and collaboration, was the inner setting characteristic mentioned most often as a facilitator
of implementation effectiveness (cited by 27 awardees). Good teamwork supports effective
implementation by bringing collective expertise to bear on the delivery of program services and
on the development of solutions to unanticipated challenges. The awardees pointed to two team
characteristics in particular that facilitated program implementation.

First, 17 awardees believe that an integrated, resourceful, collaborative team in which staff
at all levels are committed to their joint success was a key influence on effective implementation
in the first program year. For example:

e In their weekly two-hour meetings, the care coordinators at Johns Hopkins University who
provide home-based dementia care rely on the expertise of the entire team to form strategies
for caring for participants and addressing their unmet needs.

e Staff at Boston Medical Center described how collaboration helped the team to be mindful of
one another’s expertise. This approach increased the contributions made by individual team
members and the resources they access on behalf of participants and their families.

Second, 15 awardees noted that strong communication and shared learning, often promoted
though regular meetings, was essential to implementation effectiveness. For example:

e The University of California at San Francisco cited the high level of communication between
care team members both within and between the implementing sites as key to achieving
project goals. The awardee holds weekly debriefing meetings with the teams in which
concerns and challenges can be identified and addressed. Input from all team members is
seen as essential and has resulted in program modifications when necessary.

48



6V

Table I11.6. Inner setting characteristics that influenced the implementation of service delivery models

Inner setting

characteristics Description

Examples of facilitators

Examples of barriers

Number of awardees

Team characteristics Communication and e Integrated, resourceful, e Unclear policies, roles, and protocols  Facilitator: 27
collaboration among team collaborative teams AAMC, Altarum, Amerigroup, BMC, CCC, CCNC, CHIIC,
members e Strong communication and CHS, Clifford Beers, Columbia, DMC, FPHNY, Hopkins,
shared learning Icahn, Montefiore, NACHRI, North Shore, NYCH+H,
SCH, UHCMC, U KS, UCSF, U NC, Wash U, WI DHS,
Ventura, Yale
Barrier: 4
Columbia, NM, NYCH+H, UIC
Prior experience The extent to which the ¢ Leveraging expertise and Facilitator: 26

intervention builds on the
implementation of a similar
program or pilot, or on
concurrent programs with
compatible objectives

tools from prior
experiences with similar
projects

AAMC, ACCF, Altarum, Avera, CCC, CCNC, CHIIC,
CHS, Columbia, FPHNY, Four Seasons, GWU, Hopkins,
Icahn, Mesa, Montefiore, NACHRI, North Shore, SCH,
UHCMC, UMich, UNM, NYCH+H, Wash U, WI DHS, Yale

Barrier: 2
Clifford Beers, UMich

Organization The extent to which an .

Publicly invested leaders e

Variation in leadership engagement

Facilitator: 21

leadership organizatio_n’s I_eaders who who motivate staff and across implementing sites AAMC, ACCF, Amerigroup, CCNC, CHIIC, CHS,
were not directing the provide resources Columbia, DMC, Four Seasons, FPHNY, Montefiore,
program affected NACHRI, NHCHC, NM, North Shore, SCH, UHCMC,
implementation through UlC, VillageCare, Wash U, WI DHS
support and leadership Barrier: 5
style '
Y ACCF, AAMC, Avera, CCC, U NC
Health IT The extent to which e Using health IT that o Difficulty integrating health IT into Facilitator: 14
!nternal technological _ supports service delivery providers’ EMRs AAMC, Avera, BMC, CCC, CHIIC, Clifford Beers,
infrastructure or capacity and streamlines work « Implementing sites use EMRSs with FPHNY, Hopkins, Montefiore, NM, SCH, UIC, UMich,
and external technological , ysing health IT to improve different functionalities Ventura
_trenlds influenced program c?]mmunication and _‘leata « Difficulties with internet connectivity ~ Barrier: 25
implementation sharing among providers i
P g gp and bandwidth o ACCF, Altarum, Avera, BMC, CCC, CCNC, CHIIC,
* Labor-, time-, and cost-intensive Columbia, Four Seasons, GWU, Icahn, Mesa,
modifications and upgrades Montefiore, NACHRI, North Shore, NYCH+H, SCH, U
KS, UMich, UIC, U NC, Village Care, Wash U, WI DHS,
Yale
Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of program narratives through the fourth program quarter, August

Note:

31, 2015.

Awardees can be counted in more than one category. The counts are probable under-estimates because they are based on information volunteered in discussions with
awardee and program staff, and they were reported in each awardee’s program narrative. The counts were not derived from “yes-no” responses to questions about specific
actions or features. This table includes only examples of facilitators and barriers reported by four or more awardees.
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The Association of American Medical Colleges supports strong communication and shared
learning within and between teams by hosting a learning collaborative that includes a
program website and a regular newsletter for highlighting and sharing best practices and
implementation approaches.

Unclear program policies, staff roles, and care protocols diminished the ability of

teams to work together cohesively and deliver high quality services. Four awardees cited this
factor as a barrier to implementation. For example:

Leaders at New York City Health and Hospitals reported that an initial lack of
standardization in the care protocols led to some variation in program implementation by
site, and some team members were unsure of the specifics of their roles. Program leaders
therefore developed multiple strategies to standardize the protocols, including creating
scripts for some staff and developing program-wide work groups.

Similarly, at the University of Illinois, staff struggled to define and understand their roles,
and they found it difficult to prioritize their workloads. Both issues diluted the effectiveness
of the care coordination teams. For example, care coordinators did not have consistent
guidance on how to balance the need to conduct initial assessments with newly enrolled
participants with the need to follow up with existing participants whose assessments were
completed. The awardee recently hired a director of care coordination to more clearly define
and standardize roles and care processes within and across the five care coordination teams.

Prior experience

Awardees promoted implementation success by building on prior projects and

leveraging the experience and tools of their partner practices and organizations. Twenty-six
awardees said that their experience with similar interventions and the tools they developed for
those projects made it easier to implement their HCIA R2 interventions. For instance:

Some of the care coordinators and peer navigators at the Fund for Public Health in New
York described their responsibilities as being similar to those associated with their roles on a
previous project. This experience facilitated implementation because the staff required little
new information or training, and could start working as soon as service delivery began.

North Shore’s early implementation experience was facilitated by its ability to use resources
developed under a previous pilot project. The resources include educational materials,
checklists, and a tracking database that features measurement tools, alert reports, scorecards,
and dashboards.

At the University of Michigan, the experience of participating hospitals and practices with
similar programs designed to support early recovery after surgery has both supported and
impeded implementation. According to the awardee, the advantage of working with
hospitals and surgeons who have implemented similar programs is that they understand the
value of changing the processes of surgical care to improve quality and outcomes. The
challenge, however, is that because these hospitals and surgeons have already redesigned
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many of their own processes and tools, they are not always receptive to the awardee’s
processes and tools. For example, one hospital already had a pre-operative kit for patients
that is similar to the awardee’s kit. Although the staff at this hospital were eager to use the
awardee’s automated call/text technology and web-based patient tracker, they declined to
use many other components of the kit and continued to use their own tools.

c. Organization leadership

Strong support from organization leaders who are publically invested in the programs
promoted effective implementation by motivating staff and securing necessary resources.
Twenty-one awardees cited support and a commitment from their organizations’ leaders (as
distinct from provider champions at the implementing sites) as critical to their early
implementation success. For instance:

e The Detroit Medical Center reported that strong executive leadership across the four
participating hospitals has been critical to implementation success. Many of these leaders
serve on the awardee’s advisory board, and they have provided ongoing support and internal
resources, such as clinic space, to facilitate program implementation. In addition, hospital
ED chiefs championed the program by emphasizing the importance of primary care in
preventing excessive use of the ED, which paved the way for program acceptance and
participation among ED physicians.

e Similarly, engaged, passionate, accessible leaders at the Case Medical Center motivated the
clinical staff to engage with the program. This dedication and support from leaders has
facilitated the implementation of the program.

Variation in leadership support across the participating sites has resulted in uneven
implementation. Five awardees experienced this leadership-related barrier to effective
implementation. For example:

e Senior leaders at two of the sites we visited at the American College of Cardiology are
publically invested in the program, which motivated the staff to get involved and ensured
that the resources needed to support implementation were made available. The same level of
motivation and support was not forthcoming from leaders at the third site we visited, so
implementation at this site was not as effective. Program staff at this site, which is part of an
accountable care organization, said that senior leaders were more focused on reducing costs
in other parts of the organization than on supporting the implementation of the service
delivery model and the use of EMR-based decision-support tools.

e The Association of American Medical Colleges also experienced variation in leadership
across the three sites we visited, mostly because of turnover at the senior leadership level at
one site. Program staff at this site said that turnover made it difficult to obtain institutional
support and that a lack of senior-level commitment continues to be a problem. To address
this challenge, the awardee worked closely with this site to support program staff and to
leverage knowledge from other sites while continuing to build a commitment from senior
leadership.
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d. HealthIT

Health IT has supported the implementation of service delivery models by streamlining
the staff’s work and improving communication and data sharing among providers and
across data systems. Fourteen awardees explained how health IT has supported the
implementation of their service delivery models in these ways. For example:

e Johns Hopkins University cited its health IT care management system as a key component
of implementation success. The data system contains a repository of informational and
service-related resources that care coordinators can access and contribute to. This feature
supports resource sharing among care coordinators as well as the linkage of participants to
appropriate services. The data system also stores participant-specific information that
enables care coordinators to track participants’ needs, progress, and outcomes.

e Seattle Children’s Hospital linked participating providers” EMRs with Washington State’s
health information exchange. Program staff can set up alerts so that they automatically
receive a message in their EMR when any participant’s health information is updated. This
use of health IT helps the care team track participants’ appointments and care across EDs,
hospitals, and specialty providers in the exchange.

Many awardees experienced difficulties with health IT integration and functionality,
making it necessary for them to develop workarounds or modifications and upgrades to
existing technology. Across factors, the use and implementation of health IT was cited most
often as a challenge to implementing service delivery models (reported by 25 awardees). Two
types of challenges were the most common.

First, 13 awardees said they had difficulty integrating health IT into participating providers’
EMRs. This slowed implementation because awardees had to work around the problem by, for
example, developing and using paper data collection tools, entering data into multiple systems,
and extracting data manually. For instance:

e CareChoice reported that its web-based decision-support and education tool has some
interoperability issues with other data systems and does not link with any of the facilities’
EMR systems. Staff have therefore had to re-enter participation information and medication
lists into numerous tools, a burdensome task reported by many staff. Some facilities
attempted to address this challenge by allocating the re-entry tasks across departments,
including medical records staff. Although the awardee originally attempted to develop an
interface with its facilities” EMR systems, there were too many systems with different
requirements for this to be feasible given the program budget. Although the need to re-enter
data is challenging, program staff were otherwise positive about the web-based decision
support and education tool and its functions.

e Boston Medical Center also reported that a lack of integration between tools forced staff to
enter data and make changes in both the awardee’s health IT tool (an electronic care plan)
and in its existing EMR, a time-consuming process.
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Second, 10 awardees reported that variation in EMR functionality across sites and providers
impeded implementation in that different sites/providers were more or less able to use their
EMRs to support service delivery or monitor progress. In response, awardees developed
workarounds or invested in other IT modifications or upgrades. For example:

e New York City Health and Hospitals noted that because of variation in EMR functionality
and use across providers, the data that are captured might not be viewable by all staff
involved in a participant’s care, limiting their ability to effectively deliver services and co-
manage care. As mentioned, the awardee anticipates that the new EMR to be implemented
in Year 2 will increase access to clinical data and address this challenge.

e Program leaders at the hospitals that are partnering with the Wisconsin Department of
Health Services continue to struggle with adapting their EMRs such that they facilitate
decision support and data collection. Some program staff said that not being able to
systematically collect non-clinical, program-specific data in the EMR, such as phone calls to
families, interfered with their ability to collect data in an automated fashion. In addition,
modifying the EMR system to systematically collect data elements specific to the project has
also been challenging because the system is intended to serve clinical purposes. In the
meantime, the program staff do their own data collection and management outside of the
EMR system.

e At the University of Kansas, the providers’ EMRSs do not support care management
activities or allow the documentation that is needed to monitor program performance. To
overcome these challenges, the awardee created Excel spreadsheets and templates in order to
collect data that supports the delivery and monitoring of care management services. The
awardee is also creating a platform that will feed claims data and manually extracted EMR
data into these spreadsheets.

A number of awardees reported modifying and upgrading their health IT tools and systems.
Five awardees reported that the labor, time, and cost implications of these modifications and
upgrades slowed implementation.

4. Environmental factors that influenced the implementation of service delivery models

The two most common environmental factors that influenced the awardees’ ability to
effectively implement their service delivery models are the needs and resources of the target
population and the health care system in which the intervention operates. Table 111.7 describes
these factors, provides examples of how each factor either facilitated or impeded
implementation, and lists the awardees that cited them as influences. Although the awardees’
ability to influence these factors in the short run is limited, they have made every effort to work
within the system to respond to their participants’ needs, as described below.

a. Participants’ needs and resources

Implementation effectiveness was impeded by the unexpected complexity of the
medical, social, cultural, and economic needs of many of the target populations. Awardees
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and their staff remained responsive to these unanticipated needs by being flexible, redefining
their roles, and linking participants to community resources. In general, the awardees created
their programs to help people with complex or significant health care and social service needs.
Nonetheless, 24 awardees encountered challenges in delivering care to participants with
unanticipated needs. These needs are related to financial insecurity, lack of transportation,
unstable housing, education issues, food insecurity, technological barriers, and safety concerns.
The challenges include participants’ reliance on staff to solve their other medical, social, and
economic problems; difficulty conducting follow-up activities and keeping participants engaged;
and burnout as the staff work relentlessly to serve participants. For example:

e Seattle Children’s Hospital reported that the main challenge to implementing care
coordination and case management has been the diverse and unanticipated complexity of
participants’ needs. The awardee recognizes that participants’ needs are not always medical
and that they can be related to language, transportation, or other social determinants of
health. But because every family is different, the care team must assemble resources that are
unique to each participant and caregiver, including referrals, interpreters, and community
supports. To address this challenge, Seattle Children’s Hospital hired care team members
who are not only experienced with care coordination, but who also demonstrate the ability to
be flexible in approaching their role. In addition, the care team updated the patient
assessment tool to better capture the needs of a child and his or her family; the team is also
creating a resource manual to link families with organizations and community supports that
reflect their needs and geographic locations.

e Columbia University and Altarum, two awardees that are delivering oral health
interventions, described how the unanticipated complexity of participants’ other medical and
social issues often means that oral health does not take priority. Staff found that they had to
help families address other pressing needs before they could focus on oral health concerns.

b. Health care system

Factors in the external health care system, which are outside of the awardees’ control,
can positively or negatively affect the implementation of a service delivery model.
Influential factors include government policies and other regulations, recommendations for
evidence-based care guidelines, and shifts in health care payment systems and incentives.

For four awardees, factors in the health care system, such as favorable service delivery
guidelines or payment policies, have supported the implementation of their service delivery
models. For instance:

e Avera reported that readmission penalties and other value-based payment policies for
hospitals facilitated the adoption of its model. Because hospitals face penalties and payment
reductions under Medicare’s Hospital Readmissions Reduction Program if readmission rates
are above the standard, hospitals have encouraged the long-term facilities to which they refer
discharged patients to participate in the awardee’s program and to help them reduce their
readmission rates.
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Table I11.7. Environmental factors that influenced the implementation of service delivery models

Environmental
factors

Participants’ needs
and resources

Description

Examples of facilitators

The extent to which the
needs and preferences
of the target population
affect implementation

Examples of barriers

Unanticipated medical, social,
cultural, and economic factors in
participants’ lives

Number of awardees

Facilitator: 0

Barrier: 24

ACCF, Altarum, Amerigroup, BMC, CHIIC, CHS,
Clifford Beers, Columbia, DMC, FPHNY, GWU,
Montefiore, NACHRI, NHCHC, NM, NYCH+H, SCH,
UMich, UHCMC, UIC, UCSD, VillageCare, Wash U, WI
DHS

Health care system

The extent to which the
external health care
system and payment
models from private and
public payers affect
implementation

Favorable service delivery or
payment policies

Unfavorable reimbursement and
payment policies

Facilitator:4
Altarum, Avera, NACHRI, NM

Barrier: 11

Altarum, CHS, DMC, FPHNY, NACHRI, NM, North
Shore, UIC, U KS, Wash U, WI DHS,

Source:
31, 2015.

Note:

Discussions with awardee and program staff during site visits, September—December 2015, and review of program narratives through the fourth program quarter, August

Awardees can be counted in more than one category. The counts are probable under-estimates because they are based on information volunteered in discussions with

awardee and program staff, and they were reported in each awardee’s program narrative. The counts were not derived from “yes-no” responses to questions about specific
actions or features. This table includes only those examples of facilitators and barriers reported by four or more awardees.
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Twelve awardees reported factors unique to their external environment as impeding

implementation, including the state health care system and other unfavorable reimbursement and
payment policies. Examples of how this diverse set of external factors affects implementation
include the following:

Washington University’s ability to expand service delivery to women newly covered for
contraceptive services under the Affordable Care Act was negatively influenced by
Missouri’s choice not to expand Medicaid eligibility. In addition, one Medicaid MCO and
many commercial plans excluded the university medical center from their provider networks
because they considered the provider to be too expensive. Because of these external factors,
the awardee has had to look for alternative ways to limit or cover participants’ out-of-pocket
costs for services. Partial solutions come from the state’s Medicaid family planning waiver
and Title X program, which help defray the costs of contraceptive services for uninsured
women and those who do not meet Medicaid’s income eligibility threshold.

For North Shore, the FFS payment incentives run counter to effective nephrology practice
promoted by the project. According to one of staff member at North Shore, the financial
incentives are “backwards”—meaning that nephrologists make less money if a patient gets
transplanted even though that is the best treatment. Despite the prevailing financial
incentives, most clinicians have been receptive to participating in the awardee’s program.

Three awardees cited both positive and negative influences on implementation from the

external health care system. For instance:

Altarum reported that recent changes to the American Academy of Pediatrics periodicity
schedule, which added the application of fluoride varnish at regular intervals from 6 months
and 6 years of age, facilitated service delivery as it validated the importance of early and
regular dental care. The awardee also noted, however, that Michigan Medicaid’s policy to
allow certified physicians and nurse practitioners to bill for the application of fluoride
varnish and oral health risk screening is both a facilitator of and a barrier to implementation.
Although the possibility of reimbursement might encourage the application of fluoride
varnish and oral health risk screening, the low Medicaid reimbursement rate for these
services and the fact that many providers have reported denials of claims for reimbursement
from Medicaid MCOs might limit provider participation. As a short-term workaround,
Altarum developed training to encourage providers to submit claims for reimbursement
through the Michigan Medicaid FFS system rather than through MCOs.

C. Self-monitoring of implementation performance and making program

improvements
As discussed in the previous section, awardees made a variety of program and

implementation changes as they encountered implementation challenges and identified
opportunities to better serve participants and achieve program goals. In order to inform their
program change decisions, awardees considered information from a variety of sources
(Table 111.8). This section summarizes how the insights gleaned from frontline staff, self-

56



EVALUATION OF HCIA R2: FIRST ANNUAL REPORT MATHEMATICA POLICY RESEARCH

monitoring data, external stakeholders, and program participants provided valuable input into the
processes for making program improvements.

Frontline staff provided ongoing feedback to awardee program leaders to inform
continual improvement in program implementation and design modifications. Although
program decision making was largely centralized, program leaders from 37 awardees solicited
feedback from implementation site staff, either formally through regular (weekly, monthly, or
quarterly) meetings and site visits or informally through ad hoc, on-site, or telephone
conversations. Staff meetings gave program leaders the opportunity to talk with frontline staff
about implementation progress and problems and, in some cases, witness firsthand the
implementation issues, such as the integration of interventions into clinical workflows.

e The University of Kansas’s program management team met one-on-one with participating
providers to listen to their concerns and solicit input in developing acute care protocols. This
interaction with frontline staff facilitated provider participation, adoption of standard
protocols, and implementation of the program model.

Table 111.8. Sources for monitoring performance and making decisions about
program change

Number of
Source Awardee decision-making activities awardees
Frontline staff ¢ Regular meetings with program leaders to discuss implementation progress, solutions to 37

problems, and suggested improvements

o Site visits to understand implementation concerns and improve integration of
interventions into clinical workflows

Self-monitoring data ~ ® Analysis of program metrics to monitor progress and identify areas for improvement 30
collection and o Data sharing with staff to support collaborative problem solving

reporting

External e Steering committees that include representatives of providers, payers, and community 16
stakeholders organizations to advise program implementation

e Partnerships with community organizations and community advisory boards to identify
implementation challenges and guide program improvements

o Commercial payer engagement to help monitor implementation progress

Program participants ~ ® Patient satisfaction surveys to assess the effectiveness of service delivery 14

¢ Informal participant feedback collected through interactions with frontline staff to identify
participant concerns and suggest improvements

Sources: Discussions with awardee and program staff during site visits from September to December 2015, and a review of fourth
quarter program narratives through August 31, 2015.

Note: Counts are probable underestimates because they are based on information volunteered in discussions with awardee
and program staff and reported in individual awardee program narratives, rather than yes-no responses to questions
about specific actions or features.

These meetings also allowed frontline staff to suggest program improvements and receive
guidance and support from program leaders to overcome challenges encountered in delivering
program services and meeting program goals. Several awardees reported plans to solicit frontline
staff feedback more systematically through surveys and interviews and to analyze these data to
inform ongoing improvement. Staff feedback led to various program-related changes, including
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revised recruitment strategies to increase enrollment, enhanced program training, and modified
staffing and position responsibilities.

e VillageCare program leaders identified low usage of virtual support groups and peer
mentoring features of its mobile platform for HIV management by program participants as a
problem. Working closely with program staff, program leaders identified technical barriers
and possible participant concerns about lack of confidentiality related to the use of these
services. In response, the awardee decided to drop these features from the platform and
instead add a more cost-effective live chat feature, which participants could use
anonymously.

Awardees used self-monitoring data to guide decisions about process improvements for
effective implementation and program changes in order to better meet participants’ needs.
During the first year of program implementation, awardees collected a range of data—including,
service delivery, utilization, and quality metrics—to monitor implementation progress.®
Although a few awardees have not yet accumulated enough data to analyze trends, 30 awardees
reported using program metrics to assess the extent to which the programs were operating as
designed and to identify areas for improvement.

Several awardees shared data with program staff through dashboards, reports, and team
meetings to support group problem solving. Data-driven quality improvements have included (1)
targeting staff education, training, and outreach to ensure compliance with intervention design;
(2) standardizing care pathways; (3) identifying participant recruitment and enrollment
challenges and monitoring effectiveness of strategies to overcome them; and (4) adjusting
staffing, resource allocation, and program operations such as caseloads, hours of operation, and
follow-up intervals to efficiently meet participant needs.

e The Association of American Medical Colleges developed a dashboard containing program
service delivery data, which allowed staff at each implementation site to compare
performance with other sites and to identify areas for quality improvement.

e After examining enrollment data, the University of North Carolina discovered a larger-than-
anticipated percentage of Medicaid participants enrolled in the program, which prompted
program leaders to expand exercise physiology classes to practices in a wider variety of
locations in order to improve access for more people, including low-income rural populations
that may face transportation challenges.

External stakeholders—including advisory boards, community organizations, other
providers, and payers—have influenced awardee program implementation in varied ways.
Sixteen awardees reported that input from external stakeholders has affected the implementation
of their programs. Steering committees—including representatives from provider organizations,
commercial payers, community organizations, and program partners—serve an advisory role to

® The analysis of awardees’ use of self-monitoring data for program improvement was based on interviews with
awardees during our site visits. It does not include an assessment of awardees’ self-monitoring metrics reports.
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awardees. They review implementation progress, provide operational guidance, help increase
program awareness, and offer strategies to improve outcomes. Community advisory boards and
feedback from community organizations have helped some awardees identify implementation
challenges, such as local needs affecting specific target populations, and have guided program
improvements. Several awardees engaged commercial payers to help monitor the progress of
program implementation and to build support for the payment model, while some awardees
developed relationships with other providers that have guided program changes.

e Amerigroup expanded its program eligibility criteria to include more youths after receiving
feedback from stakeholders about whom would benefit most from participating in the
program. The stakeholders include staff from a group home, an independent living program,
and at the Georgia Department of Family and Child Services.

Although most programs are in the early stages of implementation, some awardees
have already used feedback from participants to assess implementation effectiveness and
make program modifications to better meet the needs of target populations. Fourteen
awardees reported efforts to assess participant perspectives to guide ongoing program
improvements; many others reported plans to collect and analyze participant feedback in the
second year of program implementation. Some awardees used participant satisfaction surveys to
evaluate the effectiveness of frontline staff in delivering services—such as tele-health
consultations, health coaching, and assessments—and to identify training needs for frontline
staff. Several awardees reported using informal participant feedback provided to frontline staff to
make service delivery improvements.

e Case Medical Center revised its assessment tools to address participant complaints that the
assessments were too long, redundant, and awkwardly worded. The awardee also reduced
the frequency of follow-up calls for stable patients who expressed dissatisfaction with the
intrusion of monthly calls.

e The Children’s Home Society adjusted appointment times to increase access to program
services, based on participant feedback to frontline staff.

In addition, CMMI and the implementation and monitoring contractor have provided
feedback that has prompted awardees to make operational improvements, particularly in
enhancing their recruitment and enrollment strategies. Sixteen awardees described ways in
which feedback and technical assistance from CMMI and the implementation and monitoring
contractor had affected their programs. After consultation with CMMI and its implementing and
monitoring contractor, several awardees revised their recruitment and enrollment strategies to
increase participation. Changes included (1) making outreach materials more user-friendly, (2)
updating enrollment processes to confirm program eligibility, (3) expanding eligibility criteria,
and (4) revising performance measures after meeting initial targets.

Feedback from CMM I also prompted some awardees to revise their program design,
including expansion to other providers and development of additional program components.
However, a few awardees reported challenges related to CMMI requirements and feedback. For
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one awardee, denial of a request to expand enrollment beyond the original target population
meant that younger youth could not be enrolled in the program. Another awardee reported that
implementation was initially delayed by several months while it worked with CMMI and the
implementation and monitoring contractor to revise the operational plan. Frontline staff remained
idle during several iterations of the plan before it was approved by CMS. Nevertheless, awardee
staff reported that they have a positive relationship with both CMMI and the contractor.

D. Progress to date implementing payment reform models

Long-term sustainability of the awardees’ program innovations will require that ongoing
operational costs be supported through adequate and appropriate payment systems. This section
builds on the descriptions of the payment reform models designs (see Chapter Il) and addresses
(1) what progress has been made toward operationalizing payment reform models and (2) what
facilitators and challenges awardees have experienced and how they addressed those challenges.
The findings below are based on qualitative synthesis of the individual awardee program
narratives provided as Appendix B of this report.

1. Progress in developing payment reform models

Although most awardees have a general concept of the payment model they hope to use,
many are still developing their payment models and have yet to see them implemented. By the
end of their three-year cooperative agreements, awardees are required to have designed a
payment model, although they do not have to implement it during this time. Nevertheless,
sustainability would likely depend on whether the model has been implemented. Many awardees
plan to finalize their payment model in the last year of the award, when they should have enough
data on service costs to calibrate their rates. In addition, some awardees wanted to wait to
approach payers with their proposed payment plan until they could demonstrate that their
program improves care and lowers costs.

Some progress is evident for two-thirds of the programs. Although 11 of the 39 awardees
remain in the “thinking stage” of implementing their payment models, more than 70 percent of
them (28 awardees) have been able to move ahead (Table 111.9). Programs that focus only on
Medicaid and other low-income populations were more likely to be making progress than others
(100 percent versus 61 percent), as were those focused on youth rather than older populations
(100 percent versus 65 percent).’ A total of 24 awardees have begun working with potential
payers to obtain data from them or to discuss potential payment model designs; others have
begun data analysis tasks related to payment model formation, often by working with
consultants. These tasks include (1) developing a baseline understanding of costs and utilization,
(2) establishing routines for tracking cost and utilization of program participants, and (3)
beginning to use historical data to simulate various payment model options. Ten awardees
needed to develop a billing infrastructure or some way to measure program costs first, and they
have taken that step. To date, only one awardee (the University of Michigan) has implemented a

" These characteristics overlap, though not completely—that is, many of the same awardees have both
characteristics.
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payment model that might continue after the end of the HCIA R2 funding. In this case, a major
payer agreed to pay an incentive to surgical teams meeting conditions for achieving patient
recruitment goals in an initiative that aims to reduce surgical complications and shorten recovery
time.

Table I111.9. Steps taken toward implementing payment models

Number
of
Awardee awardees
No significant steps taken to date Avera, CHIIC, Four Seasons, NHCHC, North Shore, 11
UCSD, UCSF, U NC, UNM, Ventura, Yale
Some steps taken 28
Began working with one or more payers ACCF, Altarum, BMC, CCC, CCNC, CHS, Clifford 24

Beers, Columbia, FPHNY, GWU, Hopkins, Icahn, Mesa,
Montefiore, NACHRI, NM, NYCH+H, SCH, UHCMC,
UIC, U KS, UMich, Ventura, Wash U

Began analyzing data AAMC, ACCF, Amerigroup, Avera, CCNC, DMC, 12
FPHNY, Hopkins, NACHRI, NM, SCH, VillageCare

Developed billing infrastructure or plans for ACCF, BMC, CCNC, Clifford Beers, Columbia, Hopkins, 10

measuring costs Icahn, Mesa, VillageCare, WI DHS

Payment model implemented UMich 1

Sources: Discussions with awardee and program staff during site visits from September to December 2015, and review of
awardees’ self-reported fourth quarter program narratives through August 31, 2015.

Note: Awardees can be counted in more than one group. Counts are probable underestimates because they are based on
information volunteered in discussions with awardee and program staff and reported in individual awardee program
narratives, rather than yes-no responses to questions about specific actions or features.

Several awardees that are dependent upon Medicaid revenue found that they needed to
make changes to their proposed payment models. These awardees have shifted from the
payment models proposed in their applications to ones that better align with or leverage changes
in Medicaid policy. The following are examples:

e The University of Illinois originally proposed a capitated payment model to fund
coordinated health care services for children with medical complexity. To better align with
the state Medicaid agency’s approach to care coordination, the awardee shifted its focus to
developing a suite of products that could be marketed to Medicaid managed care
organizations.

e Columbia University switched to a FFS payment model for community health workers after
CMS changed its Medicaid payment policy to allow for direct payment to community health
workers via a delegation model. However, the awardee must wait to see if the state of New
York uses the new flexibility to allow this.

Thinking ahead to maximize the appeal of its final payment model to payers, one
awardee was specifically working to reduce the cost of its innovation. VillageCare was
actively refining its innovation with specific thought to ensuring the most cost-effective product
at the end of the HCIA R2 period. Specifically, VillageCare was working with a Medicaid
Special Needs Plan and technical vendors to identify and refine the most effective features of its
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mobile platform and application. The mobile technology was designed to improve adherence to
HIV treatment, with as little additional cost as possible. For example, VillageCare is testing the
replacement of more expensive text-based medication reminders with notifications via free
mobile applications. Most other awardees remain primarily concerned with effective
implementation of their programs, rather than with refinements to minimize the cost of services.

2. Facilitators and challenges in planning and operationalizing payment models

At this early stage of payment model development, awardees were reporting many more
challenges than facilitators to progress, with only a few providing examples of how initial
difficulties had been overcome. Two themes emerged:

1. Private payer or Medicaid managed care organization interest and involvement is
generally recognized by the awardees as an important factor in model development and
ultimate success. The early involvement of payers (that is, those most relevant to the target
population) was often reported as helpful to the programs, while issues around the payers
sharing data or operating in a competitive or fragmented market were sometimes a hindrance.
Because payer interest is critical for long-term sustainability, issues or program
characteristics that supported or interfered with payer interest were either facilitators or
challenges, respectively.

2. Existing policies, payment levels, and payment routines may pose challenges to change.
However, there are also several examples of policy changes that have facilitated development
of new payment models. Payment policies, levels, and processes are not under the control of
the awardees, so the awardees must develop—and are working on developing—ways to
surmount these challenges.

a. Facilitators for developing payment models

Despite the very early stage of payment model development, some awardees recognized one
or more aspects of their staffing, payer engagement, savings potential, or external policy changes
that were facilitating progress toward payment model development (Table 111.10).

The most common facilitators noted by awardees to date have been (1) staffing the projects
to include consultants or staff with appropriate data analysis experience and (2) partnering with
payer organizations. Because of the early stage of payment model development, it is too soon to
have examples of facilitators that will lead to successful implementation. However, the
experience of one awardee—the American College of Cardiology, which had a head start relative
to many other grantees due to its work prior to HCIA R2—illustrates the benefits of having both
the necessary staffing resources and working with payers. The awardee had proposed a bundled
payment but found that large insurers’ IT systems could not process the bundled payment.
Consequently, the awardee contracted with a vendor to operationalize the proposed payment
model and translate it into codes that the insurers could process.
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Table 111.10. Facilitators for development of payment models

Number of

Facilitator Awardees awardees
Using consultants or staff with the right experience in  ACCF, Altarum, Amerigroup, Avera, BMC, CCNC, 21
analyzing relevant data Columbia, Four Seasons, GWU, Hopkins, Icahn,

NACHRI, NHCHC, NM, SCH, UHCMC, U KS, U

NC, Ventura, WI DHS, Yale
Partnering with payer organizations ACCF, CCNC, DMC, FPHNY, Mesa, NACHRI, 12

NHCHC, NM, NYCH+H, SCH, UMich, Ventura
Choosing interventions with a high potential for cost CCNC, Mesa, NM, North Shore, NYCH+H, 8
savings or broad applicability, which makes them UHCMC, UMich, Ventura
more attractive to payers
Leveraging changes in national or local payment Avera, Columbia, Mesa, NYCH+H 4

policies

Sources: Discussions with awardee and program staff during site visits from September to December 2015, and review of program
narratives through the fourth program quarter (August 31, 2015).

Notes: Awardees may be counted in more than one row. Counts are probable underestimates because they are based on
information volunteered in discussions with awardee and program staff and reported in individual awardee program
narratives, rather than yes-no responses to questions about specific actions or features.

It is also too soon to assess the impact of the other two types of facilitators cited by
awardees—(1) choosing interventions with high potential for cost savings or broad applicability
and (2) leveraging external policy changes. High cost savings or broad applicability projects
include cancer care, “prehabilitation” prior to surgery, remote patient monitoring for diabetes,
and a special protocol for low-acuity 911 callers. Examples of external policy changes include a
new CMS policy that allows the direct payment by Medicaid to community health workers under
a delegated model of management and a local ordinance that allows the EMS to bill for the
program’s services.

b. Challenges to and strategies for implementing payment reform models

Awardees faced a wide variety of challenges to implementing payment reform models. The
most common challenges are listed in Table 111.11, and they are discussed below. In addition,
many awardees faced unique or anticipated challenges as their payment model development
work progressed. These ranged widely from pharmacists having difficulty planning how to fit
new tasks and payments into existing workflows that were based on traditional payments to
difficulty building a payment model for a model of care that is still evolving to worry about the
implications of not being able to cover costs for a piece of the program valued by consumers
(support for cell phone contracts) after the award period.
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Table I11.11. Challenges to development of payment models common to
several awardees

Number of

Challenge How the challenge impedes progress Awardees awardees
Difficulties or delays in obtaining Delays progress in calculating payment rates  Altarum, BMC, CHIIC, CHS, 13
data and setting thresholds and targets, where Clifford Beers, FPHNY, Four

applicable Seasons, Mesa, NACHRI,

NM, SCH, U KS, U NC

State or federal payment policies Makes it more difficult to find potential ways to Avera, BMC, CHIIC, CHS, 9
limit opportunities for covering sustain the innovation GWU, Mesa, NACHRI, Wash
costs U, Yale
Local market factors Requires awardees to overcome unique local CHS, NACHRI, UCSD, U KS 4

challenges in addition to more typical ones
Number or types of enrollees not Undermines interest by payers needed for Amerigroup, Clifford Beers, 4
as favorable to savings as sustainability Hopkins, NHCHC
expected

Sources: Discussions with awardee and program staff during site visits from September to December 2015, and review of program
narratives through the fourth program quarter (August 31, 2015).

Notes: Awardees may be counted in more than one row. Counts are probable underestimates because they are based on
information volunteered in discussions with awardee and program staff and reported in individual awardee program
narratives, rather than yes-no responses to questions about specific actions or features.

Difficulties and delays in obtaining data were by far the most common challenges.
These difficulties and delays occurred regardless of whether the data were from Medicaid,
Medicare, or private payers. Three awardees reported delays in obtaining Medicaid data from
payer partners. One awardee that was having difficulty obtaining Medicaid data from the state
instead requested the data through the CMS Research and Data Analysis Center, whereas two
others continue to wait for Medicaid data. Two more awardees have tried to obtain Medicare
claims data; one request was approved, but the awardee is still waiting for the data, and the other
request was denied, so the awardee is considering alternative sources. A total of 12 awardees
have been able to begin at least some preliminary data analysis, as noted in Table 111.11 above,
including 4 of the 13 awardees that reported delays or difficulties.

State or federal regulatory and payment policies limit opportunities for covering costs
in the long-term in diverse ways. For example, state regulations on paramedics’ scope of
practice are restrictive, calling into question whether any payment model will work if one
program’s paramedic-based services cannot be legally sustained (Yale University). Incentives in
place for CAHs participating in the Medicare Shared Savings Program are at least partly offset
by Medicare cost-based payment policy to these hospitals. For example, CAHs could not share in
any benefit from the reduced costs associated with meeting the program’s goal of reduced ED
utilization because they by definition are reimbursed based on cost (Catholic Health Initiatives).
CMS does not currently reimburse for one program’s telemedicine or community health worker
services (George Washington University). If one site (among several for a given awardee) lowers
costs, it may lose disproportionate share hospital funding (Boston Medical Center). One awardee
noted that the decision by the state not to expand Medicaid has constrained its ability to measure
the cost of care in order to develop a capitated payment model (Children’s Home Society).
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In addition, several awardees explained that public-sector payment levels are currently too
low to adequately support the proposed service packages for their programs. For example, one
awardee (the Mesa Fire and Medical Department) reported that the Medicare transitional billing
code results in payments that are too low to cover the projected costs of care-transition services
for high-acuity patients with congestive heart failure. For another awardee (Washington
University), the low level of Medicaid payment for contraceptive services means that the new
Contraceptive Choice Center must attract privately insured patients in order to be viable over the
long term. Finally, low payments for nursing home facilities pose a challenge to their willingness
to pay for access to the tele-health visits offered by another awardee (Avera).

Local market factors have complicated progress for several awardees.

e The competitive culture of the marketplace makes it difficult for the University of California
at San Diego to facilitate alignment of payers’ approaches to better prevent heart attacks and
strokes, as planned.

e The very fragmented insurance market in the area served by the Children’s Home Society has
contributed to the lack of payer involvement to date. The large number of uninsured children
in the area also poses a challenge to future viability (due to the large presence of
undocumented immigrants and the state’s unwillingness to expand Medicaid).

e In some sites participating with the National Association of Children’s Hospitals, managed
care organizations are unwilling to explore alternative payment models for hospitals and
other providers that are participating in the initiative for children with medical complexity.

e The rural hospitals in the University of Kansas’s program are reportedly in financial distress,
and there have been recent hospital closures in some areas. This means that the awardee must
carefully test the model to ensure that it demonstrates that providers can thrive, rather than
end up closing more facilities. Local competition, mistrust of outsiders attempting to change
the health care delivery system, limited health care resources in some communities, and the
fact that providers wishing to adopt one of the reform options may have to give up certain
services (close inpatient beds) all make development of a payment model challenging.

A few awardees appear to be at risk of failing to develop a viable payment model, due
to low enrollment numbers or unexpected characteristics of enrollees. Four awardees that
have encountered a different mix of enrollee characteristics than anticipated or that have found
that fewer people than anticipated met the eligibility criteria, are seeing their business case for
producing cost savings undermined, regardless of the model planned. Additional awardees
experienced lower-than-expected enrollment, but this had not (or not yet) affected their initial
work on developing a payment model.
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IV. SUMMARY OF EVALUABILITY ASSESSMENT RESULTS

Mathematica has conducted a detailed assessment of the evaluability of each of the 39 HCIA
R2 awardees—that is, the extent to which we believe we can produce meaningful estimates of
program effects on Medicare and Medicaid spending, hospital admissions, unplanned
readmissions, ED visits, and other important outcomes specific to each awardee. Section IV.A
provides an overview of the difference-in-differences model, which is the optimal impact
evaluation design given that most awardees did not conduct randomized controlled trials. Section
IV.B summarizes the findings from evaluability assessments completed by Mathematica. We
present the number of awardees that met each criterion considered when proposing the impact
evaluation design, which helped determine which of three evaluability tiers the awardees were
assigned to. We then summarize the proposed design, payers, and core outcomes by evaluability
tier. Sections IV.C and 1VV.D focus on the 26 awardees in the highest evaluability tier (that is,
Tier 1). After characterizing our level of confidence in the ability to construct a credible
comparison group for each of the Tier 1 awardees, we present the key challenges facing several
of them and the proposed strategies to address those challenges.

Before presenting the results of our evaluability assessment, it is important to emphasize two
points. First, we conducted this assessment fairly early in the lifecycle of the awardees’
programs. With more implementation experience, our assessment of the evaluability of each
program could change. Second, the evaluability tiers are based solely on being able to generate
the most rigorous quantitative impact estimates. We anticipate conducting some type of outcome
evaluation based on a pre-post or descriptive analysis using altnerative sources of data for
awardees that remain in the lower (less evaluable) tiers.

A. Overview of optimal impact evaluation design

When possible, we recommend using a difference-in-differences model. The difference-in-
differences model rests on the assumption that the difference in outcomes between a pre-
intervention and post-intervention period for a well-selected comparison group will resemble the
differences in outcomes between a pre-intervention and post-intervention period that would have
been observed for the treatment group had the intervention not occurred. The difference in
differences for outcomes between the two groups can thus be ascribed to the intervention. To
achieve this, the optimal design matches treatment and potential comparison units on observable
factors that influenced selection into treatment and may influence study outcomes. Typically,
matching is done at the same level at which the treatment was assigned; for example, we expect
to find comparison practices when an intervention is at the practice level. Although treatment
and matched comparison units should be well-balanced after matching, we will use regression
adjustment to control for observable characteristics of the study sample to ensure that the
estimates are as robust as possible.

The analysis based on difference in differences will follow the beneficiaries from the time of
enrollment or participation in an awardee’s program—or from the time they are attributed to a
provider in the awardee’s program—until the end of the award period (even if they withdraw
from the program or no longer receive care from the provider). Thus, we are implementing an
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intent-to-treat evaluation approach. Similarly, we will follow matched beneficiaries in the
comparison group from the time of pseudo enrollment—or, from the time they are attributed to a
comparison provider—until the end of the evaluation period.® In cases where we use panel data,
we will also follow treatment and comparison participants in the pre-period.

We will use claims data to construct outcome measures for each beneficiary in both the
treatment and comparison groups during the period before the intervention and during the
intervention period. For awardees whose intervention covers only a limited period of time, such
as 30 days after a hospital discharge, we will also examine effects on outcomes over this more
limited period.

B. Summary of program evaluability

In this section, we summarize the evaluability of the awardees by using information from
evaluability assessments completed by Mathematica from October to December 2015. First, we
summarize the criteria required to assess program impacts, then we summarize the design,
payers, and core outcomes in impact analyses by evaluability tier.

1. Summary of the criteria used to assess program impacts

We applied eight criteria to all HCIA R2 awardees as part of our assessment of whether each
of the programs could be evaluated (see Table IV.1 and Appendix A, Table A.11). For each
criterion, we consider the criterion to be met if Table V.1 classifies the awardee as “yes” or
“yes, qualified.”

Barriers to implementation. For 26 awardees, enrollment is progressing as expected or is
slower than anticipated, but we do not believe enrollment is likely to be so low as to pose a
substantial risk to the impact analysis. For 12 awardees, enrollment has been much slower than
expected and may pose a substantial risk to the impact analysis. CMS provides three stages of
attention regarding enrollment and implementation: (1) support from the implementation
contractor (least serious), (2) programmatic assistance letter, and (3) corrective action plan (most
serious). In at least a few cases, an awardee has progressed from receiving support from the
implementation contractor to receiving a programmatic assistance letter. We will continue to stay
abreast of developments regarding enrollment at those sites, especially because enrollment may
affect whether we have sufficient statistical power to assess core outcomes. For one awardee
(Mount Sinai), the risk of enrollment issues is less certain. Because the awardee began recruiting
for a new arm of the intervention in October 2015, we will continue to gather information about
enrollment as the implementation continues.

Expectation of improving outcomes. All awardees expect to reduce expenditures and
improve other outcomes within three years. However, in two cases, some participants may not be
followed long enough for possible impacts to be observed. For the University of California at

8 In some cases, pseudo enrollment dates are assigned to members of the comparison group to correspond to
program enrollment dates for members of the treatment group.
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San Diego, implementation and data delays will affect how long participants are followed. For
the National Health Care for the Homeless, the observable impact may be affected by
participants who leave respite care without completing the full intervention.

Identification of the treatment group in the post-period. We expect to be able to identify
the treatment group in the post-period for more than three-quarters of the awardees (that is, 31
awardees). We should be able to identify the treatment group from lists of enrollees supplied by
the awardee or by attributing patients to practices or other entities defined by the awardee. Our
ability to identify the post-period treatment group for the other 8 awardees is potentially limited.
For two of these awardees—the American College of Cardiology and the University of
Michigan—we are expanding beyond enrollment criteria to select the treatment group. These
awardees identify enrollees by using clinical data that are not available for potential comparison
groups. Furthermore, for the American College of Cardiology, we cannot identify whether or the
extent to which the intervention impacts a key outcome (initial ordering of imaging tests) if the
post-period treatment group includes only enrollees. For both awardees, we will use a claims-
based definition that enables us to identify sample members uniformly in the treatment and
comparison groups for the pre-period and post-period. For three other awardees (Four Seasons,
the University of Kansas and the University of California at San Diego), program entry is based
heavily on clinical data that we cannot obtain for comparison groups. As a result, we have to
determine whether we can model treatment group membership rather than simply creating a
post-period treatment group that consists of all enrollees. For Amerigroup, obtaining data in the
post-period after a patient leaves foster care requires linking Medicaid 1Ds through a crosswalk.
For the Mesa Fire and Medical Department, we will not have post-period data for uninsured
patients, which is the largest target population. The only awardee for which we are certain that
we cannot identify the treatment group in the post-period is the Children’s Home Society. We do
not expect Medicaid managed care data to be available within the time frame of the impact
analysis. Further, Alpha-MAX is not an appropriate data source because of lags and other
shortcomings that affect its utility for analyses involving Medicaid managed care enrollees.
There are also too few Medicare participants to conduct an impact analysis.

Identification of the treatment group in the pre-period. We anticipate no major issues
identifying the treatment group in the pre-period for 29 of the awardees. In cases where we will
use panel data, the treatment group will be the same in the pre-period and post-period. For those
awardees for which we will use an attribution algorithm or claims-based eligibility criteria, we
will use the same approach to identify beneficiaries for the pre-period treatment group as we do
to identify beneficiaries for the post-period treatment group. For the other 10 awardees, several
factors affect whether we can identify the treatment group in one or both years of the pre-period.
In most cases, these are the same factors that affect identification in the post-period, such as
expanding beyond enrollment criteria to select the treatment group or needing to establish
claims-based eligibility criteria. In two cases (the Seattle Children’s Hospital and Community
Care of North Carolina), we face barriers to identifying the treatment group in the pre-period but
not the post-period, because the target population includes Medicaid beneficiaries. Since the
North Carolina Medicaid data vendor changed in July 2013, we will limit the pre-period for
Community Care of North Carolina to 18 months to ensure that study variables are constructed
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consistently throughout the study period. For the Seattle Children’s Hospital, the length of time
for which we can identify the treatment group in the pre-period depends on whether we use
Medicaid MCO data from Molina Healthcare or Alpha-MAX data (or T-MSIS when available).
If we use data from Molina Healthcare, we will have no more than one year of pre-period data. If
we use Alpha-MAX or T-MSIS data, the length of the pre-period for any member of the
treatment group will depend on when the individual enrolled in Pediatric Partners in Care.

Availability of outcomes for the treatment group. We can use administrative data to
measure core outcomes and some other key outcomes for the treatment group for nearly all
awardees. The four core outcomes are (1) total Medicare and Medicaid expenditures, (2) rate of
all-cause hospitalizations, (3) rate of ED visits that do not lead to a hospitalization, and (4) rate
of 30-day unplanned hospital readmissions. For programs with expected low enrollment, we may
instead use the likelihood of ED visits and hospitalizations rather than their rates. An exception
to this is Washington University, for which we will use cost estimates from the literature. As
noted above, we will not have outcomes for the Children’s Home Society because we are unable
to obtain administrative data due to data lags and shortcomings for analyses involving Medicaid
managed care enrollees. Two general caveats apply to some awardees for which we will use
Medicaid data for the impact analysis. First, because Medicaid eligibility criteria can lead to
intermittent episodes of disenrollment in some states, there may be periods during which
outcomes cannot be captured in administrative data. Second, for impact analyses for which we
will use Medicaid encounter data to measure expenditures, we will use proxy cost measures.

Identification of a credible comparison group. In most cases, we are able to define a
comparison group in the pre-period and post-period, and data are available from the same source
as for the treatment group. Therefore, the primary barriers to identifying a credible comparison
group are replicating eligibility criteria and identifying a comparison group that is subject to the
same local influences as the treatment group. We provide a brief summary here and further
details in Section 1V.C.

For 17 awardees, we expect no substantial limitations when replicating eligibility criteria.
For 18 awardees, our ability to replicate eligibility criteria is somewhat limited—typically,
because selection of the treatment group is partially based on criteria not available in claims data.
In two cases (the Children’s Home Society and Washington University), we do not expect to be
able to identify a comparison group using administrative data. We also need to conduct
additional work to determine whether we can replicate criteria for 2 other awardees (Four
Seasons and Columbia University). In most cases, we are able to identify a comparison group in
the same area (15 awardees) or another area of the same state (17 awardees). For 2 awardees
(Avera and the University of Michigan), the comparison group may come from another state,
although we are not yet certain about this. For University of Illinois, we are also not yet certain
about whether the comparison group will come from the same area or from another area of the
state. For 3 other awardees (the Association of American Medical Colleges, Four Seasons, and
Amerigroup), we expect to select a comparison group from another state. For example, for Four
Seasons, we cannot identify the potential comparison beneficiaries in the awardee’s service area
who were considered for referral to the program. We also do not expect to be able to identify
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another area in the state with similar characteristics on measures such as health care use at the
end of life.

Availability of outcomes for the comparison group. We expect to have outcomes
available for the comparison group in all cases in which we can obtain outcomes for the
treatment group in administrative data. For many awardees, this depends upon timely availability
of Medicaid data (examples include Boston Medical Center and Wisconsin Department of Health
Services). Several awardees have relevant outcome measures that cannot be captured for the
comparison group because they are measured in survey or electronic health record data. For
example, Mount Sinai identified beneficiary satisfaction and indicators of complications of care,
such as use of Foley catheters, as key outcomes of its program.

Statistical power to detect effects for core outcomes. For about two-thirds of the
awardees, we expect to have sufficient statistical power for at least one core outcome—that is, an
80 percent probability of detecting an effect at least as large as that projected by the awardee.®
For four of these awardees, we qualify this assessment. For two of them (Amerigroup and the
University of California at San Francisco), we expect to have sufficient statistical power to detect
either likelihood of hospitalization or ED visit, but not the number of hospitalizations or ED
visits. For the National Health Care for the Homeless, whether we will have sufficient power
depends on whether we can identify a comparison group and pool across Medicare and
Medicaid. For the American College of Cardiology, we expect to have sufficient power to detect
an effect on expenditures under a high-risk assumption but may not be able to detect an effect on
expenditures under an average-risk assumption. Further, the American College of Cardiology
assumes that study practices fully implement the program and that comparison group practices
do not employ any of the program tools. Both assumptions are open to question.

Our power calculations depend on two key factors: (1) the awardees’ projected enrollment
and (2) their assumptions about effect size. If an awardee does not achieve the targeted
enrollment, we will have less than 80 percent power to detect impacts of the magnitude expected
by the awardee. Furthermore, if an awardee assumes that the effect will be large, the likelihood
of detecting somewhat smaller but still meaningful effects may be substantially lower than 80
percent. Our enrollment estimates are based on the awardees’ original projections and, when
available, more current data. We also used the awardees’ assumed effect sizes, but we did not
systematically examine whether each effect size was plausible. In at least a few cases, the effect
sizes proposed by an awardee appear to be much larger than what is likely to be achievable.
Therefore, we also estimated the power to detect effects of 20 percent of the mean and 10 percent
of the mean for each of the four core outcome measures in order to provide a more standardized
assessment. However, the likelihood of achieving effects of these magnitudes is likely to vary
widely across awardees, given the differences in both their target populations and their
interventions.

% We assumed a two-sided test with p <0.10.
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At this stage of program implementation, we do not expect to have sufficient statistical
power for any core measures for four awardees: (1) Boston Medical Center, (2) Columbia
University, (3) the Children’s Home Society, and (4) Washington University. Furthermore, we
are uncertain about whether we will have sufficient statistical power for a core measure for six
awardees: (1) Mount Sinali, (2) the University of Michigan, (3) the University of North Carolina,
(4) the University of Kansas, (5) Johns Hopkins University, and (6) the University of California
at San Diego. For at least four of those six awardees, we expect to have enough statistical power
for at least one awardee-specified measure. For example, for Johns Hopkins University, we
expect the sample size to be sufficiently large to allow us to detect a statistically significant
difference in the likelihood of nursing home entry.

Although many of the awardees are implementing programs at the practice or site level, our
minimum detectable effects (MDES) do not explicitly account for clustering because the number
of clusters is relatively small for the great majority of awardees, yielding extremely large MDEs.
We will account for the non-independence of observations within a given practice by estimating
program effects for each practice or site and then constructing a weighted average of the impacts
for each practice. While appropriately estimating the variance of estimated program impacts for
the participating practices, this approach does not allow us to draw any inferences about the
statistical significance level or confidence interval around the impact estimates were the program
to be implemented in other practices.

Table IV.1. Summary of the criteria required to assess program impacts

Number of awardees

o Yes,
Criterion Yes qualified No Uncertain

No major barriers to implementation 26 1
Program expected to improve one or more outcomes within three years 36 3 0 0
Can identify the treatment group in post-period (all three years) 31 6 1 1
Can identify the treatment group in pre-period for:

One year 31 4 2 2

Two years 29 5 3 2
Outcomes available for the treatment group 37 1 1 0
Can identify a credible comparison group:

Can replicate eligibility criteria 17 18 2 2

Subject to the same local influences 15 17 4 3

Can be defined in pre- and post-periods 37 1 1 0

Data available from the same source as the treatment group 31 2 2 4
Outcomes available for the comparison group 36 2 1 0
Statistical power to detect effects sufficient for at least one core outcome 25 4 4 6

Source: Evaluability assessments completed by Mathematica from October to December 2015.

Note: Information for individual awardees may differ from the evaluability assessment. In those cases, we may
have obtained additional information after completing the evaluability assessment or judged a criterion
differently after considering that criterion for all awardees. Our assessments rely on assumptions or
estimates, and in some cases, those assessments are optimistic. For example, we may assume that an
awardee will meet its enrollment projection or that Medicaid data will be available for the evaluation.
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2. Summary of the design, payers, and core outcomes in impact analyses by evaluability
tier

Evaluability Tier 1. Tier 1 indicates that we expect the following: (1) sufficient statistical
power to detect effects the size the awardee anticipated for at least one core measure, (2) an
available comparison group, (3) available administrative data, and (4) a difference-in-differences
design. We assigned 26 awardees to evaluability Tier 1 (Table 1V.2). Assigning an awardee to
Tier 1 is necessary but not sufficient for conducting a rigorous impact analysis. In Section 1V.C,
we characterize our level of confidence in our ability to obtain data and to construct a credible
comparison group for each of the Tier 1 awardees. Our assignment of an awardee to Tier 1 is
based on several assumptions. In some cases, low enrollment, limited data availability, or
challenges in identifying a credible comparison group may prevent us from estimating a
difference-in-differences design.

Our recommended impact designs for the Tier 1 awardees have the following
characteristics:

e For 18 of the Tier 1 awardees, we expect to use panel data for the analysis—that is, we will
follow the same patients in the pre-period and post-period.

e For 7 other Tier 1 awardees, we anticipate using separate cross sections in the pre-period
and post-period. This is most often appropriate when the intervention and propensity score
matching occur at the practice or facility level. For example, for the Association of
American Medical Colleges, selection into the program occurred at the academic medical
center (AMC) level—that is, the AMCs applied to and were selected to participate in the
program by the association. The eConsult and eReferral templates, the heart of the program,
are embedded in the EMR systems at all primary care practices and community-based
clinics affiliated with the AMC. All beneficiaries receiving services from PCPs at the AMC
primary care practices have the potential to be affected by the program. For this awardee, we
will match at the AMC level and use cross-sectional data, rather than panel data.

e For one Tier 1 awardee (the University of California at San Francisco), we will not use a
difference-in-differences model or propensity score matching because the awardee is
conducting a randomized clinical trial.
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Table IV.2. Design, payers, and core outcomes in impact analyses, by
evaluability tier and number of sites

Number of
Design, payers, and core outcomes sites
Evaluability tier 12 26

AAMC, ACCF, Altarum, Avera, Clifford Beers, CCC, CCNC, CHIIC, DMC, FPHNY, GWU, Mesa, Montefiore,
NACHRI, NM, NYCH+H, North Shore, SCH, UCSF, UHCMC, UMich, UNM, Village Care, Ventura, WI DHS, Yale

Proposed design Difference-in-differences, panel data 18
Difference-in-differences, cross-section 7
Multivariate regression 1
Payers in the impact Medicare FFS (including dually eligible beneficiaries) 21
analysis Medicaid® 17
Other (CHIP, private, uninsured, Medicare Advantage)®© 4
Qutcomes on which the Expenditures 26
awardee expects its Hospital admissions 19
program to have an impact  ED visits 22
Hospital readmissions within 30 days 13
Evaluability tier 2¢ 0
Evaluability tier 3¢ 6
BMC, CHS, Hopkins, U KS, U NC, Wash U
Proposed design Difference-in-differences 3
No impact analysis recommended currently; we will monitor data 2
availability and enrollment
Comparison of survey responses over time 1
Payers included in impact Medicare FFS, including dually eligible beneficiaries 3
analysis’ Medicaid® 2
Other (CHIP, private, uninsured, Medicare Advantage)®© 1
Outcomes on which the Expenditures 6
awardee expects its Hospital admissions 1
program to have an impact  ED visits 2
Hospital readmissions within 30 days 0
Evaluability tier TBD 7
Amerigroup, Columbia, Four Seasons, Icahn, NHCHC, UCSD, UIC
Key factors that will Whether we can identify a credible comparison group 7
determine whether we can  Enrollment and statistical power for core outcomes 5
conduct a rigorous impact  Timely data availability 3
analysis
Payers included in impact Medicare FFS (including dually eligible beneficiaries) 4
analysis Medicaid® 5
Other (CHIP, private, uninsured, Medicare Advantage)®© 0
QOutcomes on which the Expenditures 7
awardee expects its Hospital admissions 5
program to have an impact  ED visits 4
Hospital readmissions within 30 days 3
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Table IV.2 (continued)
Source: Evaluability assessments completed by Mathematica from October to December 2015.

Note: The impact analysis for an awardee may include more than one payer. Our assignments of awardees to
evaluability tiers are based on several key assumptions and are subject to change as we learn more about
each program. In some cases, low enroliment, limited data availability, or challenges in identifying a
credible comparison group may cause us to change the tier assignment or prevent us from estimating the
proposed design.

aSample size expected to be adequate for at least one core measure; comparison group available; claims data in
hand or expected; difference-in-differences design. Includes one awardee for which we recommend multivariate
regression analysis because the awardee is conducting a randomized controlled trial. In many cases, we are
uncertain but cautiously optimistic that we can select a credible comparison group, that enrollment will be sufficient
and that we will have data in time to conduct an impact analysis. Further discussion on these concerns is presented
in Section IV.C.

bIncludes awardees for which we believe it is certain or likely that Medicaid beneficiaries will be included. Excludes
awardees for which we are unsure about whether we can obtain Medicaid data in a timely fashion or whether the
sample size will be large enough to warrant analyzing Medicaid beneficiaries.

¢Includes awardees for which we believe it is certain or likely that other participants will be included. Excludes
awardees for which we are unsure whether we can obtain data in a timely fashion or whether the sample size will be
large enough to warrant analyzing a particular group of patients.

dTier 2 awardees are those for which we cannot identify a credible comparison group. However, we would expect to
obtain administrative data and would expect that the sample size would be adequate for at least one core measure.

eTier 3 awardees are those for which we do not expect to obtain administrative data or we anticipate that the sample
size will not be adequate for at least one core measure.

fExcludes two awardees in Tier 3 for which we currently do not recommend an impact analysis (Boston Medical
Center and Children’s Home Society of Florida).

CHIP = Children’s Health Insurance Program; ED = emergency department; FFS = fee-for-service; TBD = to be
determined.

e Foreach Tier 1 awardee, we will include in the impact analysis all patient subgroups for
which we expect to obtain data in a timely fashion and enrollment to be sufficient. We will
include Medicare FFS beneficiaries in the impact analysis for 21 of the 26 Tier 1 awardees.
We expect at least 17 of the impact analyses will include Medicaid beneficiaries. At least 4
of the impact analyses will include other patients, such as Medicare Advantage or CHIP.

e All of the Tier 1 awardees expect their program to reduce expenditures. About three-quarters
expect their program to reduce hospital admissions (19 awardees) and ED visits (22
awardees). Half (13 awardees) expect their program to reduce hospital readmissions within
30 days of discharge.

Evaluability Tier 2. Tier 2 awardees are those for which we have concerns about our ability
to identify a credible comparison group. However, we would still expect to obtain administrative
data for these awardees and would expect that the sample size would be adequate for at least one
core measure. We did not assign any awardees to evaluability Tier 2.

Evaluability Tier 3. Tier 3 awardees are those for which we have concerns about our ability
to obtain administrative data or we anticipate that the sample size may not be adequate for at
least one core measure. We assigned six awardees to evaluability Tier 3. For two of them
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(Boston Medical Center and the Children’s Home Society), our concerns about data availability
and enrollment are so severe that we recommend not pursuing a difference-in-differences
analysis at this point of the evaluation and continuing to monitor data availability and

enrollment. For Washington University, we recommend comparing awardee-collected survey
responses over time with publicly available survey data. For the remaining three awardees in
Tier 3 (the University of North Carolina, the University of Kansas, and Johns Hopkins
University), we will have administrative data and can identify a credible comparison group.
However, we do not know whether enrollment will be sufficient to provide power for at least one
core outcome. For example, if we assume a reduction in original enrollment projections for the
University of North Carolina based on first-year experience, we would expect to be able to detect
impacts on awardee-specific outcomes, such as rates of surgery for lower back pain, but not on
expenditures or other core outcomes. We plan to conduct impact analyses for all three such
enrollees despite the questionable ability to detect effects on outcomes. Although the likelihood
of detecting significant effects may appear low at this point, it could turn out that true effect sizes
are greater than forecasted by the awardees. Similarly, the true variances of outcome measures
may be smaller or the number of enrollees may be greater than the values used here to calculate
MDEs. There is little reason, therefore, not to proceed with an impact evaluation for these
awardees.

We have yet to make a recommendation about the impact analysis for seven awardees.
For all of these awardees—(1) Four Seasons, (2) Mount Sinai, (3) Amerigroup, (4) the
University of Illinois, (5) Columbia University, (6) National Health Care for the Homeless, and
(7) the University of California at San Diego—we have not yet determined whether we can
identify a credible comparison group. In most of these cases, the awardee relies heavily on
clinical data to determine program eligibility, and we do not know whether we can use
administrative data to establish a credible approach to identify the comparison group. For some
of these awardees, we also face challenges regarding enrollment or data availability.

e Enrollment into the Four Seasons program is based on a clinical assessment that is guided by
a screening tool. The tool identifies significant risk factors such as physical limitations,
serious illnesses, social determinants, and whether the provider would be surprised if the
patient died in the next year. It is not possible to replicate this clinical assessment with
claims and enrollment data. Therefore, we cannot ensure that a comparison group selected
by using claims and enrollment data will be a proper counterfactual for the treatment group.
In our view, the best approach will be to match treatment and comparison group members
on the basis of patterns of utilization and expenditures in the period prior to death,
emphasizing to the extent possible those measures included in the awardee’s tool for referral
to the program. This approach requires that we defer the selection of a comparison group
until a substantial share of the treatment group has died. Restricting the treatment and
potential comparison groups to beneficiaries who died within a certain period of time may
help us identify people whose primary condition was end-stage when they entered our
sample.

e The Mount Sinai program has two arms: (1) acute care and (2) rehabilitation. The acute care
arm cannot be evaluated because of eligibility criteria that rely heavily on clinical
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assessments and low enrollment. It may be possible to evaluate instead the rehabilitation
arm of the intervention, which began to enroll participants in mid-October 2015. We
continue to gather information about enrollment and eligibility criteria so that we can assess
the evaluability of the rehabilitation arm.

e The expanded eligibility criteria that Amerigroup is using may not allow us to identify a
credible comparison group. We are likely to have to use foster care adolescents from one or
two other states to have a sufficiently large comparison group, which raises concerns about
differences in Medicaid and other policies across states that may affect outcomes. In
addition, we have concerns about enrollment. There are only 1,175 foster care youths who
are 17 to 20 years of age in Georgia, and only 694 of them are in the program’s catchment
counties. We will likely not have 80 percent power to detect 20 percent effects for
continuous outcome measures. Furthermore, we will have 80 percent power to detect a 20
percent effect on binary outcomes only if Amerigroup is able to recruit about half of the
eligible population (of 694 youths).

e We continue to explore whether we will be able to identify a credible comparison group for
the University of Illinois. One strategy for identifying a comparison group relies on using
enrolled patients who never received services, but we are concerned that this strategy may
be subject to selection bias. A second strategy relies on using beneficiaries who live outside
the treatment county (but within Illinois); however, it is unclear how difficult it would be to
obtain data for this group and whether that comparison group would have face validity. We
may also face challenges obtaining data for some enrollees. For example, about a quarter of
the targeted enrollees are currently under Ul Health Plus (about 1,600 enrollees), a Medicaid
managed care plan. Because Ul Health Plus is being absorbed by Blue Cross and Blue
Shield of Illinois, having access to data after November 2015 for these enrollees will depend
upon a contract between the University of Illinois and Blue Cross and Blue Shield.
University of Illinois is in the process of formalizing their relationship with Blue Cross and
Blue Shield.

e The design of and enrollment procedures for MySmileBuddy will present serious challenges
to conducting a rigorous impact analysis for Columbia University. We face challenges in
using claims data to identify children who are at risk for early childhood caries in order to
create a comparison group. To address this issue, we will explore the data and assess
whether we can limit the treatment group sample to those who receive any dental treatment
so that we can identify a similar comparison group. This will limit statistical power but will
help ensure a credible comparison group. In addition, the slow enrollment during the first
few months raises serious concerns that the final sample size may leave the analysis
substantially underpowered, especially for continuous measures.

e For the National Health Care for the Homeless, we will need to determine if the homeless V
diagnosis codes on medical claims are a good method for identifying the treatment group so
that the codes may be applied to the comparison group. To the degree that homeless V
diagnosis codes on medical claims are not a good indicator of homelessness among the
treatment group, we will likely not be able to identify a credible comparison group. Other
major concerns about evaluability for this awardee are (1) timely availability of Medicaid
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data, (2) continuous Medicaid eligibility of participants, and (3) participant retention in
respite care for a duration that is long enough for the intervention to affect outcomes.

e The major concerns about evaluability for University of California at San Diego include (1)
the uncertainty about how well we will be able to predict high-risk patients through claims
data, (2) the timely availability of claims and encounter data, (3) the relatively small
expected sample sizes, and (4) the small expected impacts that result from interventions of
this nature within the three-year time frame of the award. We recommend deferring a final
decision on whether this program can be evaluated until claims data become available for
the treatment group. At that time, we can assess the three key parameters before making a
final decision: (1) the percentage of Medicare treatment group members who are enrolled in
Part D, (2) the success of the awardee in rapidly enrolling patients, and (3) whether our
initial attempts to model treatment group membership are successful.

C. Challenges in identifying a credible comparison group

In this section, we provide an overview of the challenges of achieving comparison groups
that are equivalent to the treatment group (prior to the intervention). We draw on the plans for
comparison groups in the evaluability assessments for the individual HCIA R2 awardees. We
focus principally on the 26 Tier 1 awardees, as identified in Table IV.3 and in Table A.11, for
which we believe that for at least one core measure we (1) will have a sufficient sample size
large enough to reliably detect impacts of the size the awardee anticipates, (2) can construct a
comparison group, (3) can obtain claims data for both the treatment and comparison groups, and
(4) can use a difference-in-differences design. We describe our current assessment of the
prospects for developing credible comparison groups for the 26 Tier 1 awardees, the challenges
for developing credible comparison groups, and the range of strategies we may use to address
these challenges. We illustrate the challenges with some examples that represent the diversity of
issues in data and design that we face and the types of solutions we will pursue.

In the discussion below, we do not include awardees for which we have found that the data
or the sample might not support a comparison group design or those for which we are unable to
determine evaluability at this time. In most cases, this is because we expect to have insufficient
power to assess impacts on the four core measures or because we have major concerns about our
ability to identify a credible comparison group or about data availability or enrollment. There are
13 such awardees in this group, 7 in the “to be determined” (TBD) category, and 6 in Tier 3. The
awardees in the TBD group are Amerigroup, Columbia University, Four Seasons, Mount Sinai,
National Health Care for the Homeless, University of California at San Diego, and University of
Illinois. There are also six awardees in Tier 3 for which data and/or sample will be inadequate.
These include: Boston Medical Center, Children’s Home Society, Johns Hopkins University,
University of Kansas Hospital Authority, University of North Carolina, and Washington
University (see Appendix A, Table A.11).

1. ldentifying challenges to comparison group construction

Focusing only on awardees in Tier 1, we classified 26 awardees into two categories, based
on the prospects for identifying a credible comparison group (see Table 1V.3).
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Table IV.3. Classification of awardees on prospects for identifying credibly
equivalent comparison groups

Category 1: Category 2:

Reasonably confident Uncertain prospects
(15 awardees) (11 awardees)

AAMC, Clifford Beers, CCC, CHIIC, CCNC, DMC, ACCEF, Altarum, Avera, Mesa, Montefiore, NACHRI,
FPHNY, GWU, North Shore, NYCH+H, UHCMC, UCSF, NM, SCH, UMich, UNM, WI DHS
VillageCare, Ventura, Yale

Note: Our assignments of awardees to evaluability tiers are based on several key assumptions and are subject to
change as we learn more about each program. In some cases, low enrollment, limited data availability, or
challenges in identifying a credible comparison group may cause us to change the tier assignment or
prevent us from estimating the proposed design.

Category 1 (reasonably confident). For Category 1 awardees, we are reasonably certain
that we can identify a credible comparison group. These awardees tend to share one or more of
the following features, which help to establish a credible comparison group:

e Patients or providers that are the focus of the intervention have diagnoses, provider
specialties, or other characteristics that are relatively common, suggesting that similar
comparison entities are likely to be readily available.

e Markets or states where the intervention does not touch a large proportion of the eligible
patients or providers, making it possible to draw comparisons from within the same markets
as the treatment group—meaning that the comparison and treatment groups will both be
exposed to the same market-level factors that can affect trends in outcomes over time

o Eligibility criteria based on factors that can be captured in medical claims—meaning that we
should be able to readily identify and obtain comparable administrative data for comparison
beneficiaries who meet the program’s eligibility criteria

Even in Category 1, however, the comparison groups are not ready-made. Some examples
include:

¢ North Shore is implementing a care coordination intervention for chronic kidney disease
patients in order to improve quality and lower costs in health care during the transition to
end-stage renal disease. The inclusion criteria for the patients in the treatment group can be
replicated in a comparison group drawn from the same geographical area by using Medicare
and Medicaid claims data. Furthermore, although the proportion of people with chronic
kidney disease is relatively small, the market area served is heavily populated, so there
should be enough Medicare or Medicaid beneficiaries available in the area to draw a
comparison sample. Thus, we are reasonably certain that the comparison group will be
credible.

e CareChoice is implementing a transition-to-home program for Medicare beneficiaries who
have been discharged from nursing homes. The comparison group will include
nonparticipating CareChoice nursing facilities that are operating under the same
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administrative structure as treatment group facilities. This should provide reasonable
estimates of intervention impacts, but the comparison group may be affected by other
programs in Minnesota that focus on hospital admissions and that may provide similar
services.

For other awardees, such as those that target Medicaid beneficiaries, we have primarily
chosen comparison groups that are within the same state as the awardee in order to ensure that
the comparison group (1) is subject to the same Medicaid program rules and (2) has the same
data source as the treatment group. However, because the within-state geographic areas to
choose from are limited, sometimes the comparison group must be drawn from an area that, for
example, is not as urban as the treatment group. Also, unlike randomized designs, in which
treatment and control groups are drawn at the same time from the same stream, it may be
difficult to replicate the point of intake with a comparison group in some of these cases. For
example, patients who choose to enroll in a program may be more motivated or have unobserved
reasons for believing they might benefit from the program. Therefore, a comparison group of
patients with similar characteristics on claims files may differ in terms of unobserved needs or
motivations that contribute to improvement through compliance or self-care.

Category 2 (uncertain prospects). For Category 2 awardees, we may be able to establish a
credible comparison group, but this ability may depend upon currently unknown factors. In some
cases, it will depend upon decisions that have not been finalized by awardees. In some cases, it
will depend upon the characteristics of the individuals who are actually served by the awardees.
And in some cases, we will not know how well practices can be matched until we actually
attempt the matching with real data. In other words, for Category 2 awardees, we may not be
able to resolve the questions of whether a credibly equivalent comparison group can be achieved
until we try. Based on the completed evaluability assessments, we have fewer serious concerns
for awardees identified as Category 2 than we do for awardees identified in the TBD tier. For
example, we may not have the same data available for a comparison group that are to be used to
identify eligible patients for the treatment group, but we may be able to identify a reasonable
proxy in administrative data. This category includes awardees with one or more of the following
characteristics, which could make finding a credible comparison group difficult:

e Statewide elements in the intervention that may preclude within-state comparison groups,
depending upon the scope and degree of influences on other providers and patients
e Specialized providers or organizations with characteristics that may be difficult to match

e Serious lags in data availability for the treatment or potential comparison groups, making
construction of matching variables difficult within the evaluation time frame

e System-level local interventions that may preclude an unaffected, within-market comparison
group

e Patient targeting or enrollment based on clinical or other eligibility criteria not available on
claims, for which comparable information may not be available for a comparison group
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The types of issues we will encounter among Category 2 awardees are represented by these

examples:

Seattle Children’s Hospital is implementing the Pediatric Partners in Care (PPIC) program, a
care management and coordination intervention for children with complex health conditions
who are enrolled in both Medicaid and the Supplemental Security Income program. Other
treatment group criteria include having a Predictive Risk Intelligence System (PRISM) score
greater than 1. Children with a PRISM score less than 1 are also eligible (1) after any
hospitalization, (2) after making two or more visits to the ED within a 90-day period, or (3)
if they are assigned to a primary care practice that either cares for at least one complex
patient or has 30 percent of its patients meet the eligibility criteria for PPIC. PRISM is a
predictor of health care utilization unique to Washington State that uses a combination of
claims data with linked Washington State social service data, which will not be available for
children in the comparison group. We describe our planned approaches to dealing with this
awardee’s challenges (and others with similar issues) in Section D.2 below.

The National Association of Children’s Hospitals is implementing the Coordinating All
Resources Effectively (CARE) program for children with medical complexity at 10
children’s hospital sites in seven states and the District of Columbia. The intervention group
includes children who meet criteria for high risk according to the 3M Clinical Risk
Grouping software, a claims-based software tool for risk measurement and prediction. This
information may not be available for the comparison group. Moreover, it is likely that we
will have a different data source for Medicaid data for the comparison group for as many as
9 of the 10 hospitals (because they span multiple Medicaid agencies) and there may be
challenges in terms of lags in data availability. We describe our planned approaches to
dealing with this awardee’s challenges in section D.4 below.

The Wisconsin Department of Health Services is implementing a program to expand
services for children with medical complexity, and it is partnering with two acute care
children’s hospitals. We plan to draw a matched comparison group from areas within the
state where children tend to not use the two intervention hospital sites. However, these
potential comparison children will likely live in areas that are more rural than the areas in
which the treatment group beneficiaries reside. Also, the target population is primarily
Medicaid and timely data availability is not assured.

Issues that will require further exploration
Although we are reasonably confident that we can identify credible comparison groups for

the awardees in Category 1, we will face challenges. Thus, some degree of caution is warranted.
Our approach to dealing with these challenges will typically include matching on characteristics
of markets, organizations or practices, and patients served. The specific methods and models
used in matching and weights given to these factors will vary across awardees—each awardee
situation is different, so each requires a tailored approach. For Category 1, we expect that
conventional methods of matching (such as propensity scores) and using systematic objective
criteria to assess the quality of matches will produce solid results with treatment and comparison
groups that are credibly equivalent.
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For Category 2 awardees, we will need to do further exploration as we develop an approach
for each awardee. Difficulties that can impede constructing credible comparison groups in this
category of awardees include the following:

e High degree of awardee selectivity in recruiting (or self-selection of) organizations,
providers, or delivery systems that are involved in the demonstration, which cannot be
readily replicated in claims or other data available for potential comparison groups

e Criteria for patient selection are based on factors not well represented in claims data

e Targeting small groups of patients with specific diagnoses and characteristics not commonly
or readily found among patients of other providers

e Targeting patients based on clinical characteristics or stage of disease not represented on
claims

e Statewide outreach or program elements that would affect comparison groups that are near
to areas where the intervention is taking place

e Low participation rate among eligible patients

Ideally, comparison groups should be similar to what would be produced by random
assignment so that the only pre-intervention differences are due to random variations in the
normal distribution of patients. This would minimize bias in our estimates of intervention effects
to a known degree of statistical precision. As a practical matter, with quasi-experimental designs
we seek to establish that treatment and comparison groups are not significantly different on key
observable predictors. With difference-in-differences comparisons, it is not a problem if the
comparison group differs somewhat from the treatment group in unobserved factors determining
outcomes, provided that those factors do not differentially affect the change in outcomes.

However, it may not always be clear that these assumptions can be met with any feasible
comparison group. If this is the case, we would need to assess for each awardee whether it is
likely that there remain any significant systematic differences between treatment and comparison
groups that would affect the change in outcome measures and, furthermore, whether those
differences are likely to be large or meaningfully different in magnitude relative to the expected
levels of important outcomes. First, we would seek to understand whether the involved providers
and their patients were typical of those in their area. If they are different, then we would need to
know whether we can find similar providers in other areas for comparison and whether those
providers and patients can be identified in comparable ways, such as from observable practice
characteristics and claims data. This would require a careful assessment of each awardee
situation by looking at the nature of the process for selection of the treatment groups and how
differences, even unobserved differences, could affect key outcomes. In each case, we will
consider both the likelihood and potential magnitude in any bias, as well as possible solutions.
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D. Strategies to address challenges in identifying credible comparison
groups

In this section, we discuss the types of strategies we will employ to establish effective
equivalence of the treatment and comparison groups. We indicate our approach and provide
some examples to illustrate how we will tailor the approach for defining a comparison group to
the requirements of the situation for each HCIA R2 awardee.

1. Defining the treatment group more broadly

In some cases in which awardee eligibility or selection criteria are highly judgmental or
involve elements not available in administrative data, it may not be possible to closely match the
selection process and criteria used by the sites with data (such as claims) that are comparably
available for the comparison group. In addition, with some awardees there is no formal
enrollment, so the intervention effects must be measured for all of those potentially eligible for
the program. In such cases, the best solution may be to define a treatment group somewhat more
broadly than the group that receives the intervention services in the test sites. We would accept
results for somewhat broader groups in order to ensure comparable and unbiased estimates of the
impacts. We would then compare treatment and comparison groups that were similarly defined.
This estimate will understate the effects for those who actually receive services, however. To
account for this, we will divide the estimated difference among eligibles by the participation rate
for the treatment group.

One consideration with this approach is the need to select the eligible population so as to
maximize the participation rate among the treatment group eligibles. The sample size required to
yield a particular minimum detectible difference for effects on those actually treated is equal to
the sample size required when all treatment group members are participants divided by the
square of the participation rate. For example, if only 50 percent of the expanded treatment group
actually participated and the effects are concentrated only in that 50 percent, it would be
necessary to detect an effect half the size in order to achieve the same precision. This requires a
sample that is four times larger than is needed when all eligibles participate. This consideration
may not be important with 80 percent participation. However, it presents a challenge if only 20
percent of eligibles participate. Thus, we may eliminate patients or providers from the
evaluation-defined treatment group with characteristics that very few actual program participants
have (even though this would mean the loss of a small number of participants) in order to reduce
the size of the “eligible” treatment group and increase the participation rate among this group.
Doing this effectively requires good judgment and much knowledge about the target population
and the intervention, but it is an essential part of this evaluation for many awardees. Conclusions
about program effects would apply to the resulting evaluation treatment group as redefined.
These estimated effects may differ from the effects that would have been observed if it were
possible to exactly replicate the group receiving the intervention.
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The following are examples:

e The American College of Cardiology expects to enroll participants using a screening tool for
cardiac risk. Similar data will not be available for potential comparison groups. Moreover, it
IS expected that the requirement to use the screening tool to determine appropriateness will
deter use of tests for those not expected to meet the appropriateness criteria. So, one
intended outcome of the intervention is to avoid unnecessary testing. Thus, an important
impact may be to reduce use of tests needed to establish eligibility for enrollment in the
program. Therefore, for this awardee, we will identify treatment and comparison group
patients in the same way, by using claims data. Specifically, we will select individuals who
have (1) been diagnosed with chest pain, (2) received noninvasive cardiac imaging, or (3)
visited a cardiologist—excluding those (more serious cases) that received cardiac
catheterization without a noninvasive test. Until we examine the data, we will not know how
much the evaluation-designated treatment group has to be increased beyond those actually
enrolled in the program. Nor will we know until we look at the outcomes the extent to which
the intervention may have deterred use of early testing prior to an enrollment decision.

e The University of Michigan is using a clinical assessment tool to determine a patient’s level
of risk for surgical complications. Only patients scheduled for one of 13 major abdominal
surgeries who are identified as high risk based on the results of their clinical assessment are
enrolled in the intervention. Comparable assessment data and risk scores will not be
available for the comparison group. In this case, we will include a “super enrollment”
sample of all individuals whose claims contain any of the 13 targeted Current Procedural
Terminology (CPT) codes, without consideration of risk score, to ensure a comparable mix
of risk among treatment and comparison groups. We can further refine the analysis sample
by estimating a participation equation among this larger pool of potential eligibles and use
the estimated model to calculate predicted probabilities of participation for all potential
treatment and potential comparison group members. Differences in outcomes between the
two groups of eligibles can then be estimated for patients within each decile of this predicted
probability (0 to 0.10, 0.10 to 0.20, and so on); a weighted average can be constructed to
estimate overall effects. Instead of using the screening tool, one of the implementing sites is
enrolling all patients with a scheduled eligible surgery. For this site, we will be able to
estimate program impacts for the larger, equivalently defined groups based on procedure
codes available in claims data.

e For Nebraska Medicine, we also plan to define the treatment group more broadly than the
group that actually receives services (care management, telemedicine, and family
engagement). This is because (1) we cannot capture many of the inclusion and exclusion
criteria (for example, the ability to read English, use a glucometer, and operate the remote
patient monitoring (RPM) equipment) by using administrative data, and (2) we have no way
of ascertaining which people in the comparison group would have refused treatment had it
been offered to them. The treatment group will therefore be defined as Medicare
beneficiaries residing in Douglas or Sarpy counties in Nebraska who were discharged from
an inpatient stay at Nebraska Medicine with a primary or secondary diagnosis of type 2
diabetes. The comparison group will be selected with propensity score matching (on
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characteristics and prior use patterns) from patients with a target diagnosis of type 2 diabetes
who are discharged from the six other general medical surgical hospitals in Omaha,
Nebraska.

2. Obtaining additional data or constructing proxy measures for the comparison group

In some cases, we have approached the challenges presented by the inability to replicate
treatment group criteria by obtaining data in addition to the claims data we are routinely
obtaining for comparison groups. The following are examples:

e Case Medical Center is enrolling late-stage cancer patients into its intervention to improve
clinical outcomes and decrease costs. Because cancer stage is not easily or accurately
identifiable with claims data, we have obtained cancer staging information for all patients
diagnosed with cancer from Ohio’s cancer registry, which we will match with claims data in
order to construct a comparison group of late-stage cancer patients.

e Seattle Children’s Hospital has a treatment group that is identified using criteria from the
PRISM tool to identify high-risk children. PRISM scores will not be available for
comparison group children. Therefore, in evaluating this awardee, will use one of two
possible strategies to identify higher-risk children to include in the comparison group. The
first strategy will be to develop proxy PRISM scores by using available claims data. If the
original PRISM scores and the proxy PRISM scores are strongly positively correlated, we
will automatically include in our comparison group children with proxy PRISM scores
greater than 1. Otherwise, the second strategy will involve applying the Pediatric Medical
Complexity Algorithm categories to select comparison group members in order to
approximate enrollment into PPIC. This will approximate most of the PRISM criteria, but
not all.

3. Selecting comparison organizations

The HCIA R2 awardees comprise a diverse set of organizations, many with distinct or even
unique characteristics. Replicating the institutional environment for comparison groups,
therefore, presents some challenges. Our objective is to ensure that the comparison group is
representatively equivalent to the treatment group in both the types of patients and the
organizational settings in which the interventions operate. In some cases, we can accomplish this
by selecting comparison group sites within the same health care system or same geographic
locations (city or state). In other cases, it will be necessary to seek comparison groups in nearby
markets or states with similar characteristics for both the delivery system and participating
organizations.

Our strategy will be to select comparison groups so as to minimize risks of bias to impact
estimates, such as Medicare costs, readmissions, or other awardee-specific outcome measures
relevant to the intervention. This approach may create trade-offs between sources of risk, such as
the following:
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e Risk of the intervention affecting (contaminating) non-treatment-group patients in the local
market (e.g., from effects on care delivery patterns)—meaning, a high market share of
treatment providers may preclude a within-market comparison group or may saturate
services to a finite local target population

e Risk of distinct market characteristics—meaning that comparison groups in other markets
may face distinct trends or rates of cost change due to local payer policies or adoption of
cost-saving, or more costly, technology by major providers in the market

e Risk of state-specific financing or programs—meaning that selecting comparisons from
states other than the treatment state means that the comparison group will not be subject to
the same statewide forces affecting trends in outcomes, which may be particularly important
for awardees targeting lower-income people served by Medicaid or other state and local
programs.

e Risk of distinctly changing practice styles—meaning that treatment and comparison
practices, even without the intervention, may be changing patterns of care at different rates
in ways that may or may be related to practice size, specialty mix, age of practitioners,
maturity of data systems, and use of supporting personnel

In general, we prefer use of within-system and within-state comparison sites when feasible,
but in many cases the remaining candidates for comparison groups may not be similar in all
important characteristics. This is particularly true if the intervention is affecting a large share of
patients or providers within the system or state. In such cases, we will look for comparison
providers with matching characteristics in adjacent locations with similar health system
environments and with comparable baseline trends in outcomes. The following are examples:

e For Montefiore Medical Center, we can use nonparticipating sites within the Montefiore
system for all or part of the comparison group. These sites appear to provide comparable
within-system practices that would be uncontaminated by the intervention. All of
Montefiore’s sites provide comprehensive medical care services in a wide range of medical
specialties and all sites serve many age groups. However, we will need to engage in
discussions with the awardee on the characteristics and organizational relationships of each
site. Furthermore, we will need to match on site and patient characteristics before finalizing
selection of comparison sites. Typical of nonrandomized designs, results could be biased to
the extent that these characteristics do not capture unmeasured differences. Such biases could
arise from Montefiore Medical Center’s participating sites being selected, or self-selecting,
because they are more advanced and ready to change than are nonparticipating sites, or they
have already started some aspect of the intervention. However, using Montefiore Medical
Center’s sites improves the comparison group because practices within the awardee’s system
are more likely to be similar to each other (in terms of health IT use and practice patterns)
than to other potential comparison practices. Moreover, using the Montefiore Medical Center
practices allows us to control for patient characteristics and clinical information available in
the EMR system; such information would not be available if we used practices not owned by
Montefiore Medical Center.
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The American College of Cardiology has involved organizations with dominant market
shares representing most cardiology practices in Wisconsin, but treatment group practices
represents a much smaller share of the market in Florida. This enables a within-state
comparison group in Florida. However, in Wisconsin, we will need to find comparison
practices in comparable areas in surrounding states (including, downstate Illinois [outside
Chicago and suburbs], lowa, Michigan, and Minnesota).

Obtaining necessary data in a timely manner
One of the potential barriers to establishing an equivalent comparison group, particularly for

interventions serving Medicaid beneficiaries, is the lack of timely outcome data for matching
baseline characteristics at the patient level. For such awardees, lags in Medicaid data availability
for outcome measures vary by state and may be considerable. In other words, the data pertaining
to comparison groups from the same time period as the intervention may not be available during
the evaluation period. The following are examples:

The National Association of Children’s Hospitals is implementing the CARE program for
Medicaid-enrolled children in seven different states and the District of Columbia. Children
will only be enrolled in the treatment group if their insurance provider (Medicaid agency or
Medicaid managed care plan) agreed to cooperate with the CARE program by

providing claims or encounter data for the treatment group. The same is not true for the
comparison group. Therefore, we have proposed three options for obtaining the necessary
Medicaid data for both the treatment and the comparison group in a timely manner:

- Use Medicaid data from the awardee, if possible.

- Use Medicaid data from CMS (including, T-MSIS, MAX, and Alpha-MAX).
This is a good option in California, Florida, Missouri, Ohio, and Texas. But this
is not a good option for hospitals in Pennsylvania and Washington, D.C., due to
the long data lag in Washington and to the high use of managed care in both
jurisdictions (neither submits managed care encounter data to CMS, so their data
will not be available in T-MSIS, MAX, or Alpha-MAX).

- Use comparison group data from another state. For hospitals in Pennsylvania and
DC, we will consider whether we can match treatment group children to
comparison group children in another state for which we have data, such as
Colorado. If there are major challenges to receiving Medicaid data for a
comparison group in certain sites, we may use data from the awardee’s
proprietary Pediatric Health Information System data set, which includes patient-
level demographics, procedures, diagnoses, and clinical details from more than
40 children’s hospitals that are members of the National Association of
Children’s Hospitals. Hospitals pull the data from both their medical records and
billing systems, so the data set includes EMR data.
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e George Washington University’s'® intervention includes participants in Washington, DC. To
facilitate timely acquisition of data, we will be seeking data for treatment and comparison
groups directly from the District’s Department of Health Care Finance, which should include
all FFS claims and managed care encounter data. The awardee is facilitating access to data in
Washington, DC. Delays in access could diminish our ability to establish comparable
treatment and comparison groups and to measuring key outcomes data.

5. Overall prospects for establishing equivalent comparison groups

For each of the HCIA R2 awardee interventions we will select a comparison group tailored
to the particular situation of the intervention, markets, providers, and patients involved. We are
reasonably confident that effectively equivalent comparison groups can be found to support
meaningful impact estimates for at least 15 of the 26 awardees (the Category 1 awardees, as
identified in Section IV.C.1)—and probably more—with adequate sample size and claims data
available for at least one core outcome measure sufficient to support a difference-in-differences
analysis.

Among the other 11 awardees (the Category 2 awardees), particularly where propensity
score matching of patients may not be possible with claims data, results will depend upon what
we discover as we learn more about the providers and practices involved, resolve questions of
timely access to Medicaid data, begin to look at data on characteristics and patterns of care for
the enrolled patients, and consider the trade-offs involved in selecting comparison providers. In
many cases, we expect to arrive at satisfactory solutions. In some cases, that will entail some
reduction in statistical power to detect effects. In other cases, data access issues could make it
impossible to construct the key outcomes required. Finally, in some instances, there may remain
uncertainty related to whether results are due in part to distinct and unavoidable differences in
how treatment and comparison groups are selected.

We have not yet been able to determine evaluability for 7 awardees because we have not yet
determined whether we can identify a credible comparison group. For some of these awardees,
we also face challenges regarding enrollment or data availability. Finally, there are 6 awardees in
Tier 3 that are problematic for one or more of the following reasons: we do not know whether
enrollment will be sufficient to provide power to measure impacts on at least one core outcome;
we do not expect to be able to obtain needed data; or we are unable to establish a credible
comparison group.

Overall, we are reasonably confident that by giving attention to the types of evaluation
issues illustrated in the examples above, we can establish a comparable comparison group
needed to support a difference-in-differences analysis for the majority of the HCIA R2 awardee
programs. When we cannot identify a credible comparison group and a difference-in-differences

10 George Washington University is in Category 1 for its HIV-positive group to be evaluated
with a difference-in-differences matched external comparison group design and Category 2 for
its at-risk group evaluated with an internal comparison group (see Section 1V.C).
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analysis is not possible, we will attempt to evaluate program outcomes using alternative
approaches, such as pre-post or descriptive analyses, based on awardee-collected claims data,
EMR data, or program data. We are awaiting and continuing to pursue the additional information
we need to determine the best approach to evaluate program outcomes for awardees that fall into
this group.
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V. CONCLUSIONS AND IMPLICATIONS

A. Implementation evaluation

This section summarizes the main conclusions from the implementation evaluation
pertaining to both service delivery and payment models and highlights several implications for
the future evaluation.

1. Implementation of service delivery models

When implementing a new and innovative program, it is not unusual for organizations to
experience challenges that lead to design adaptations. All 39 HCIA R2 awardees needed to
adjust their program designs during the first year to better support program goals. This included
modifying recruitment, referral, or enrollment processes; making adjustments to service delivery
protocols; altering staffing structures; and implementing IT changes, among other types of
modifications. These adjustments acknowledged and responded to unexpected barriers that had
hindered implementation—most often, in ways that slowed enrollment.

It is too early to tell whether the strategies awardees adopted will prove effective at helping
them overcome implementation challenges. But there is some evidence to suggest that new
communication tactics—such as to improve clarity about the programs among staff; or between
staff, partners, and subcontractors; or between staff and target participants—were needed. This
strategy may help awardees offset and perhaps overcome first-year delays. We found no striking
or obvious patterns when comparing the characteristics of awardees that experienced delays and
those that did not. Future research will help identify whether certain awardee characteristics are
associated with more or less success and why that is so.

These programs are still too new to gauge overall implementation success. However, we
have been able to review implementation progress by using metrics for operational months and
enrollment. As of the end of August 2015, only six programs had met or exceeded their targeted
enrollment levels for Year 1. As might be expected, programs that have been operational for
longer are more likely to have met or exceeded their enroliment target. We also found that
awardees actively enrolling participants are more likely to have met or exceeded first-year
enrollment targets than awardees that passively enroll participants. The reason behind this is less
obvious. We speculate that awardees with active enrollment may be more focused on recruitment
because the success of their programs depends upon enrolling individual patients into the
program. However, programs requiring active enrollment also tend to have smaller enrollment
targets on average.

Anecdotal reports from some awardees suggest that the strategies they are using to
overcome implementation challenges are improving enrollment, but more time and more data are
needed to understand the overall effect. Some awardees are likely to find that strategies to
increase enrollment are only marginally effective given the nature of their challenge. In addition,
awardees may encounter new and different enrollment challenges in the future as the programs
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continue to evolve and mature. For example, although Boston Medical Center currently exceeds
its first-year enroliment goals and Ventura County Health Care is on schedule, staff at both
programs noted that they might be enrolling participants who are the easiest to identify—making
enrollment in the later years of the award more difficult. We will continue to track this and other
enrollment challenges and strategies during the second and third years of the awards.

Several factors have already emerged as important determinants of early implementation
effectiveness. The most commonly mentioned facilitators of implementation in Year 1 were the
following:

e Strong staff engagement, most notably (1) having buy-in and belief across staff levels that
the project provides benefits to patients and (2) having strong program champions who
motivate and support staff

e Being able to build on prior experience and past or concurrent projects to leverage staff
knowledge and existing tools

e  Well-functioning teams with strong communication among staff members, who benefit from
multidisciplinary expertise and shared learning

The most commonly mentioned barriers to implementation in Year 1 were the
following:

e Insufficient or variable staff buy-in and participation, most notably due to (1) multiple
competing priorities and demands on their time and (2) a need for clearer protocols and
definitions of care processes as well as of staff roles and responsibilities

e Issues with health IT, mostly the fact that awardees had difficulty integrating the project
health IT components into providers’ and partners’ existing IT systems'!

e Handling unanticipated complexity of participant’s needs and life characteristics and the
complexity of participant’s competing social needs and other needs and circumstances

2. Planning and implementation of payment models

Awardees are also still in the early stages of developing their payment models. Even at this
early stage, it is apparent that awardees face many challenges—some common ones and some
unique to the particular awardee—in completing their award period with a viable payment
model. Many of the payment reform challenges relate to the complexity of the proposed model.
Issues with provider acceptance of complex payment models could prove particularly salient

™ This was exacerbated by the fact that implementation partners and provider organizations working with an
awardee often used multiple and different EMRs that had widely varying levels of functionality. Awardees faced
challenges either in developing interfaces that worked for all sites (due to cost) or in providing individualized help to
overcome site-specific problems.
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when the focus of the innovation is on an important yet narrowly focused segment of most
providers’ patient panels.

As awardees overcome delays in obtaining data and enter the technical phase of payment
model development, CMS should continue its current efforts to facilitate an exchange of
information and ideas among the awardee technical staff or consultants who are developing
similar payment models (for example, through a listserv). A few awardees have already been
grappling with technical issues that others might benefit from anticipating, such as payers’
inability to process bundled payment codes and dealing with outliers when setting shared savings
targets.

We will continue to gather information on the barriers and facilitators that awardees face in
implementing their payment models, including securing commitments from providers, payers,
state agencies, and other stakeholders. These factors are likely to change over time as the health
system responds to potential changes in national or state health policies relevant for a given
awardee. Other factors might also include changes in health programs and policies within CMS’s
control and influence, such as value-based purchasing; bundled payments; payments to critical
access hospitals; other hospitals and services exempted from the prospective payment system;
disproportionate share payments; and restrictions on payments for paramedics, community health
workers, and tele-health services.

Ultimately, the underlying costs and benefits of the innovations will be key in enlisting the
help of payers and policymakers in overcoming existing barriers to sustaining the intervention.
Therefore, for many awardees, critical next steps for their program generally and for their
payment model development especially include (1) achieving broad-based participation goals
and (2) identifying any opportunities to trim innovation costs without sacrificing essential
features. To the extent that the characteristics of actual enroliment for a few awardees suggest
that net cost savings will be impossible to achieve, CMS might choose to minimize investments
in payment model-related activities for these awardees.

3. Implications for evaluation

These early implementation evaluation findings suggest several key topics to be explored
during the second year of our evaluation:

e The lack of success in recruitment and enrollment among many awardees continues to be the
main threat to deriving meaningful estimates of program impacts on patient outcomes. We
will continue to monitor recruitment and enrollment closely and reassess our ability to detect
differences with potentially smaller study populations.

e Changes in how awardees define their target populations and intervention protocols will
determine how we define both treatment and comparison groups for the evaluation. We will
gather more information about these operational changes and assess how they affect (1) our
ability to identify the treatment and comparison groups and (2) the strategies we use to
identify them. For example, to the extent that redefined target populations are less costly or
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complex than the original target population, the broader eligibility criteria might reduce the
potential impact of the program on service utilization and costs.

e Few of the characteristics we examined (other than active enrollment and longer operational
months) correlated directly with achieving enrollment targets. During the second year of the
cooperative agreements, we will explore more thoroughly the relationship of awardee,
program, and target population characteristics (including targeted enrollment size and
complexity, number of implementing sites, recruitment and enrollment processes, and the
relationship of these sites to the awardee organization) to achieving enrollment targets.

e Several common facilitators and barriers to implementation effectiveness have begun to
emerge during the first year of the evaluation. We will adapt our data collection protocols to
continue exploring the factors that promote or inhibit the successful implementation of these
service delivery and payment models during the second year of program operations.

e We will continue to monitor awardee progress in developing and implementing the proposed
payment models. Our goals will be to assess (1) whether awardees (where applicable) have
the data they need to flesh out these models fully and clearly, (2) whether the models appear
to be acceptable to payers and providers, and (3) whether the models lead to the intended
changes in provider behavior.

B. Impact evaluation

The ability to effectively evaluate new service delivery models with quasi-experimental
designs hinges on (1) having sufficient power to detect effects on key outcomes, (2) selecting
appropriate measurement and evaluation methods, (3) having the ability to obtain needed data,
and (4) establishing an equivalent comparison group. The 39 HCIA R2 awardees are pursuing a
wide range of target populations and interventions, which are being implemented in a diverse
array of settings. Valid comparisons require establishing credible comparison groups to represent
what would have happened to the treatment groups in the absence of the intervention. For
provider-centered interventions, we will seek providers in comparable health care delivery
systems (in terms of resources and organizational structure) that are suitable for applying the
model with similar patients (in terms of demographics, medical conditions, and stage of disease
or need for intervention services). For community- or patient-level interventions, we will seek a
comparable group of patients to serve as the comparison sample.

Although all awardees will have an implementation evaluation and some type of further
analysis, the extent to which we will be able to conduct a rigourous difference-in-differences
analysis of program impacts on patient outcomes will be based on the following eight factors:

e Barriers to implementation

e Expectation of improving outcomes by a moderate amount
e Ability to identify the treatment group in the post-period

e Ability to identify the treatment group in the pre-period
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e Auvailability of outcome measures for the treatment group
e Ability to identify a credible comparison group
e Auvailability of outcome measures for the comparison group

e  Statistical power to detect effects on core outcomes

Based solely on being able to generate rigorous quantitative impact estimates, we grouped
the awardees into three evaluability tiers. We conducted this assessment fairly early in the
lifecycle of the awardees’ programs. With more implementation experience, our assessment of
the evaluability of each program could change.

We identified 26 awardees as evaluability Tier 1, which means that we expect they will meet
these eight criteria. For these awardees, we expect to have sufficient statistical power to detect
effects the size that the awardee anticipated for at least one core measure (based on a comparison
group that we can identify and using a difference-in-differences design applied to administrative
data).'> Among these awardees, we have reasonable confidence that a rigorous difference-in-
differences analysis can be supported for 15 awardees (referred to as Tier 1, Category 1; see
Table V.1). For the remaining 11 awardees, we are not yet confident about the ability to identify
a credible comparison group or obtain timely access to needed data (referred to as Tier 1,
Category 2). Tier 2 awardees are those for which we have concerns about our ability to identify a
credible comparison group, but for which we would still expect to obtain administrative data and
a sample large enough to detect meaningful pre-post differences on at least one core measure.
We do not have any awardees in this tier. We assigned six awardees to Tier 3. This tier indicates
that—at the time of conducting our assessment—uwe are not yet confident that we will be able to
obtain either administrative data or an adequate sample size for at least one core measure.
Finally, there remain 7 other awardees for which we have not yet determined whether we can
identify a credible comparison group (referred to as Tier TBD). For some of the awardees in Tier
TBD, we also face potential problems regarding adequate enrollment or data availability.

Each of these sets of awardees presents a different set of evaluation issues. For the Tier 1,
Category 1 group, we can proceed with a straightforward difference-in-differences evaluation
based on administrative claims data (with the exception of the University of California at San
Francisco, for which we will use a randomized design). However, we will need to select the
comparison groups carefully, balancing concerns for the prior equivalence of treatment and
comparison groups (and the face validity of the comparison group) against concerns about
possible contamination of the comparison group as a result of the awardee’s actions.

For the Tier 1, Category 2 group, we will continue to refine our strategies for estimating
program impacts by addressing the distinct challenges presented by each awardee to identifying

12 The four core measures are (1) total Medicare and Medicaid expenditures, (2) rate of all-cause hospitalizations,
(3) rate of ED visits that do not lead to a hospitalization, and (4) rate of 30-day unplanned hospital readmissions. For
programs with expected low enrollment (such as the University of California at San Francisco and Amerigroup), we
may instead use the likelihood of ED visits and hospitalizations.

95



EVALUATION OF HCIA R2: FIRST ANNUAL REPORT MATHEMATICA POLICY RESEARCH

a credible comparison group. This may entail, for example, using external comparison groups
when comparison groups must come from other markets or states in order to avoid contaminating
influences. In cases in which there are elements in the provider selection or patient eligibility and
recruitment processes that cannot be replicated, the strategy may entail defining the treatment
group more broadly than the actual participants to enable identification of a comparable
comparison group. In some cases, the analysis will require limiting the scope of the evaluation
sample to the subset of program enrollees (for example, those in Medicare FFS) for whom
administrative data are available. We will seek to better understand and replicate or represent the
processes for provider or practice recruitment and for selection criteria and patient enrollment.
As data become available, it will be necessary to ascertain how well we can match patients and
providers on observable characteristics, including prior utilization experience.

Table V.1. HCIA R2 awardees by evaluability tier

Number of
Evaluability tier Definition awardees Awardees
Tier 1 Reasonable confidence in ability to 15 AAMC, CCC, CCNC, CHIIC, Clifford Beers, DMC,
Category 1 conduct rigorous difference-in-differences FPHNY, GWU, North Shore, NYCH+H, UCSF, UHCMC,
analysis Ventura, VillageCare, Yale
Tier 1 Meets most criteria for Tier 1, but some 11 ACCEF, Altarum, Avera, Mesa, Montefiore, NACHRI, NM,
Category 2 concern about ability to identify a credible SCH, UMich, UNM, WI DHS
comparison group or get timely access to
needed data
Tier 2 Unable to construct comparison group 0 None
Tier 3 Inadequate sample size to detect 6 BMC, CHS, Hopkins, U NC, U KS, Wash U
meaningful differences or no
administrative data
Tier TBD Too little information currently available to 7 Amerigroup, Columbia, Four Seasons, Icahn, NHCHC,
assess evaluability fully UCSD, UIC

Source:  Evaluability assessments submitted to CMS by Mathematica from October to December 2015.

Note: Tier 1 means that we expect to have (1) sufficient statistical power to detect effects the size that the awardee anticipated
for at least one core measure, (2) an available comparison group, and (3) available administrative data to support a
difference-in-differences design. Tier 2 is for awardees for which we cannot identify a credible comparison group but for
which we would still expect to obtain administrative data and a sample size that would be adequate to detect impacts of
the size expected by the awardees for at least one core measure. Tier 3 means that we do not expect to obtain
administrative data or we anticipate that the sample size will be inadequate for all of the core measures. Our
assignments of awardees to evaluability tiers are based on several key assumptions and are subject to change as we
learn more about each program. In some cases, low enrollment, limited data availability, or challenges in identifying a
credible comparison group may cause us to change the tier assignment or prevent us from estimating the proposed
design.

TBD = to be determined.

For the six Tier 3 awardees, the strategy depends upon the reason why the awardee is
classified as Tier 3. In three cases, we will proceed with a difference-in-differences analysis
because the only issue is that we may not have sufficient power for at least one core outcome.
Although the likelihood of detecting significant effects may appear low at this point, it could turn
out that true effect sizes are greater than awardees forecasted or that enrollment is higher than we
expect. For the other awardees for which we may not have timely access to Medicaid claims
data, it may be necessary to conduct a descriptive evaluation that entails neither the use of
administrative data nor a comparison group. In these situations, we will consider additional
options, such as using awardee-collected program data, EMR data, or survey data.
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For the seven awardees in the TBD category, we have identified barriers that may be
overcome during the evaluation period. For example, we may determine that we have sufficient
statistical power and can identify a credible comparison group for the rehab arm of the Mount
Sinai program. In some cases, it will be necessary to get a comparison group from different
market areas, to define the treatment and comparison groups somewhat differently than the
awardees defined enrollment or participation, or to conduct a pre-post analysis without a
comparison group. In other cases, we may not be able to overcome one or more barriers. We are
pursuing the additional information needed to determine the best approach to the evaluation of
these seven awardees.

As mentioned, however, it is important to emphasize that we made our assignments of
awardees to evaluability tiers relatively early in the implementation process based on several key
assumptions about future progress. We will continue to reassess the evaluability of each
program, including program enrollment and the availability of administrative data for awardees
in Tier 3 and the TBD group. As a result, we are likely to reassign awardees to other tiers as we
learn more about each program and as awardees gain more implementation experience, and will
conduct the most rigorous impact evaluation for each awardee as possible given the limitations
we face.
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VI. NEXT STEPS

A. Implementation evaluation

During the first year of the evaluation, our work focused on describing awardees’ early
implementation experiences. During the second year, we will build on our understanding of
awardees’ operations and experiences to examine in greater detail the specific operational
strategies that awardees are using as well as the effectiveness of those strategies. Such strategies
may include the following:

e To boost provider recruitment and patient enrollment and move programs closer to their
enrollment goals and evaluability

e To identify participants who are most likely to benefit from intervention services and to
engage them in self-management of their health care

e To train and engage teams of providers in new ways of delivering and managing care for
high-risk patients or patients with special needs

e To improve the communication and coordination among the many providers involved in the
treatment of high-risk or special needs patients

e To implement the individual components of service delivery models, including (if applicable)
the use of health IT to improve care

e To develop and implement payment models that awardees intend to use to help cover the cost
of intervention services after the end of the award

e To self-monitor program performance and make real-time quality improvements in program
design and operations

In addition to providing detailed information on each awardee’s operational activities
through the second year of the HCIA R2 award, we will continue to examine the changes that
awardees have made to their original service delivery and payment models, the reasons for those
changes, and the anticipated effect on program outcomes. Building on previous work, we will
also continue to identify the internal and external factors that have facilitated or impeded the
successful implementation of these operational strategies and approaches. Finally, we will
examine in greater detail than before how these operational strategies—as well as their
facilitators and challenges—differ across intervention models, program settings, and target
populations. These implementation assessments, along with program impact estimates, will help
us to identify the models with the greatest potential to be sustained or scaled up.

Similar to the first year of the evaluation, we will continue to monitor awardees’ quarterly
self-reports, which are submitted to the implementation and monitoring contractor. We also will
conduct semi-structured interviews with awardee leaders, frontline staff, and key stakeholders,
such as advisory committee members or organizational partners. For most awardees, we will
conduct these interviews through virtual site visits via audio conferences or webinars. However,
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we will conduct in-person site visits with awardees that we could not visit in person during the
first year of the evaluation contract. These include New York City Health and Hospitals and Mt.
Sinai. These interviews will be timed to coincide generally with the end of the second year of the
awards. We will include the results of our analyses in the next annual reports.

B. Impact evaluation

In the next annual report, we will present baseline characteristics for all awardees that have
at least 50 intervention group beneficiaries with Medicare FFS eligibility. We will need to have a
memorandum of understanding, business associate agreement, and a finder file from the awardee
to conduct this analysis.) In addition, we will present baseline characteristics for awardees with
at least 50 Medicaid FFS enrollees in the intervention group—as long as we have access to
claims and eligibility data for the Medicaid FFS payer types. For example, we fully expect to be
able to provide baseline characteristics for Medicaid FFS and managed care beneficiaries
participating in the seven New York state—based HCIA R2 programs because we have a signed
data use agreement with the state.

During the upcoming year, we also expect to draw comparison groups for awardees that
have begun providing program services to at least 300 beneficiaries (by payer type) and for
whom we have claims and eligibility data. For these awardees, we will present comparison group
baseline characteristics and statistical control process charts for the intervention and comparison
groups for the four CMMI core measures: (1) total Medicare and Medicaid expenditures, (2) rate
of all-cause hospitalizations, (3) rate of ED visits that do not lead to a hospitalization, and (4)
rate of 30-day unplanned hospital readmissions. We will also present other key outcomes as
applicable for each awardee’s goals and objectives. In the next annual report, we will report
frequentist and Bayesian regression-adjusted impact estimates for those awardees for whom
either the total sample size (that is, intervention and comparison groups combined) or a subgroup
sample size will be sufficient to detect effect sizes that are 20 percent of the mean value or
larger. We will report findings from robustness tests conducted to confirm the findings.

Using information from interviews with key awardee informants and from awardee-
provided finder files on the number and mix of enrollees, as well as the intervention groups’
baseline statistics, we will re-estimate MDEs and reassess the evaluability of programs for which
we currently are not certain that we can conduct a rigorous difference-in-differences impact
analysis. We will update the evaluability assessments for all awardees over the upcoming year to
reflect new information and new assessments of evaluability. If an awardee’s low rate of
recruitment or other factors prevent a rigorous difference-in-differences impact analysis, we will
propose an alternative evaluation or estimation approach. We will also critically examine data
that the awardees are collecting and using in their self-monitoring activities (as well as other
sources of awardee data such as EMR data) for use in our evaluation and update the evaluability
assessments with information on the usability of that data source and our approach to using it.

A key goal of the evaluation is to understand which awardee interventions show promise as
models that can be sustained beyond the initial funding period and expanded to other populations
(that is, scaled up) within the current funding period and beyond. To gauge the potential for such
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expansion, we will assess information gathered through various parts of the project on the topics
of scalability and sustainability.

We will also initiate our meta-analysis of the qualitative information in Year 2. We will
systematically code intervention components, context, implementation characteristics, and
outcomes in order to compare the performance of different approaches for specific
subpopulations and in specific conditions and settings, and to identify the features within each
group and setting that are key to achieving program goals.

C. Surveys

In the second project year, our survey activities will primarily center on clinician and staff
surveys. First, we will finalize our pre-testing of and field the staff survey. The staff survey will
focus on the experiences of the non-clinician workforce that is implementing the intervention or
providing care or services to enrolled or participating patients. Examples of staff to be surveyed
include registered nurses, care coordinators, health coaches, social workers, paramedics,
pharmacists, dental hygienists, IT staff, and practice administrators.

The staff survey will enable us to collect information from a larger group of intervention
staff than can be interviewed during site visits. We will use the data collected through the staff
survey to do the following:

e Understand roles and responsibilities within the programs
e Learn about the effects of the intervention on staff’s daily work
e  Assess staff perceptions of program implementation

e  Assess staff perceptions of program effects

We will collect contact information from each of the awardees for the staff whom we will
survey in spring 2016. We will field the staff survey for 16 weeks, beginning in July 2016. For
awardees with too few staff to participate in the survey (fewer than 25 potential respondents), we
will work with the implementation team to ensure that key survey domains are included in the
summer 2016 semi-structured interviews. Preliminary results from the staff survey will be
included in the next annual report.

Second, during the coming year, we will develop and pre-test the clinician survey, as well as
gather clinician contact information from each of the awardees. The clinician survey will include
physicians and psychiatrists, dentists, nurse-practitioners, and physician assistants. It will be
fielded in March 2017. The goal of the clinician survey is to understand the experiences of
clinicians and their perceptions of the effect of the intervention on their patients or participants.
The survey will focus on the following domains:

e Implementation process

e [Effect of the intervention on how care is delivered
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e  Selection issues (for example, how clinicians decide which patients to refer to the program,
if applicable)

e Perceptions of the effect of the program on patients
e Clinician and practice characteristics
Finally, we will develop and pre-test the patient survey to assess patient experiences with the

intervention and their perceptions of its effect on their care in the fourth quarter of 2016. It is too
early to provide additional detail on the patient survey. It will be fielded in May 2017.
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Table A.1. Characteristics of HCIA R2 programs: type of program and implementing organization

Intervention
Type of program focus Type of implementing organizatio

Provider-
based
Community-
based
Home-based
Individual
Primary care
Specialty
care clinic
Long-term
care clinic
Community-
based org.
Dental clinic
School-based
Emergency
Services
Behavioral
health clinic
Pharmacy
Short-term

Awardee
AAMC
ACCF
Altarum
Amerigroup X X
Avera

BMC

Clifford Beers
CCC

CCNC X
CHIIC

CHS
Columbia
DMC

FPHNY

Four Seasons
GwWU
Hopkins
Icahn

Mesa X
Montefiore X X
NACHRI X

NHCHC X

NM
North Shore X
NYCH+H
SCH
UKS
UNC
UCSD
UCSF X
UHCMC

x

3Py Hospital

X
X

38394 Provider

x
x

x
X

XiXiXiX

XEXIXIXIX X

XiXiXiXiX

X
X
X

XX iXiXiX

x

XXX iXiX
X
x

x
XX iXiXiX
x

X
x

DX XXX XXX XX XXX XX XXX XXX XXX XXX X
X

X




Table A.1 (continued)

Intervention

Type of program focus i ting organizatio
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uic X X X X X X X
UMich X X X X
UNM X X X
Ventura X X X X X X X
VillageCare? X X
Wash U X X X
WI DHS X X X X
Yale X X X
Total 28 14 13 9 37 12 17 19 12 4 4 2 2 2 1 1 1

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’ self-reported fourth-quarter program narratives,
through August 31, 2015.

Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based on information volunteered in discussions with
awardee and program staff, and they were reported in each awardee’s program narrative. The counts were not derived from “yes-no” responses to questions about specific
actions or features.

>
N

aVillageCare has a virtual program, so there are no implementing sites, and services are delivered through an integrated mobile platform and mobile application.
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Table A.2. Characteristics of HCIA R2 awardees: market characteristics and prior experience

Regional
within state
Statewide
program
Content
experience
Uncertain®

Awardee
AAMC
ACCF
Altarum X

Amerigroup X

Avera X
BMC X

Clifford Beers X

CCC X

CCNC X

CHIIC X X X
CHS
Columbia
DMC
FPHNY
Four Seasons X
GWU
Hopkins X
Icahn
Mesa
Montefiore
NACHRI X
NHCHC X
NM

North Shore
NYCH+H
SCH

UKS X X X
UNC X

UCSD X

UCSF X
UHCMC X

uic X

UMich X

UNM X X X

by Pilot test

4P d Multistate

3D E 9P Suburban

Xixixixix Ml
x

x
X
x

XAiXIXIX XXX XX MU

XIXIXiX

x

XiXiX

XX XX XXX XXX EX XXX XX
X
x

XIXIX X
x
X

XiXiXiX

XEXIXIX XX

x
X
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Table A.2 (continued)

Market region

Market area Prior experience
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Ventura X X X X
VillageCare X X X
Wash U X X X
WI DHS X X X X X
Yale X X X
Total 19 8 4 8 36 21 14 14 16 9 3

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’ self-reported fourth-quarter program narratives,

through August 31, 2015.

Note: For market area and prior experience, awardees can be counted in more than one category. The counts are probable under-estimates because they are based on
information volunteered in discussions with awardee and program staff, and they were reported in each awardee’s program narrative. The counts were not derived from
“yes-no” responses to questions about specific actions or features.

anformation on prior experience was volunteered in discussions with awardee and program staff or was derived from review of program documents and was available for the majority
of awardees. The uncertain category refers to awardees for which the level of prior experience was not reported in discussions or provided in program documents.
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Table A.3. Characteristics of HCIA R2 programs: location and number of

implementing sites

Number of implementing

Awardee States with implementing sites sites
AAMC CA, IA, NH, VA, WI 5
ACCF FL, WI 9
Altarum@ Mi 15
Amerigroup GA 2
Avera IA, MN, NE, SD 30
BMC MA 2
Clifford Beers® CT 1
CCC MN 10
CCNC NC 225
CHIIC IA, NE 73
CHS FL 1
Columbia NY 5
DMC MI 3
FPHNY NY 13
Four Seasons NC, SC 4
GWU DC 8
Hopkins MD 2
Icahn NY 1
Mesa AZ 4
Montefiore NY 7
NACHRI CA, CO, DC, FL, MO, OH, PA, TX 10
NHCHC AZ, CT, MN, OR, WA 5
NM NE 5
North Shore NY 13
NYCH+H NY 6
SCH WA 1
UKS KS 14
UNC NC 23
UCSD CA 9
UCSF CA, IA, NE 2
UHCMC OH 6
uiC IL 40
UMich Ml 40
UNM NM 3
Ventura CA 43
VillageCare® NY 0
Wash U MO 1
WI DHS Wi 2
Yale CT 1

Source: Discussions with awardee and program staff during site visits, September—December 2015, and review of
awardees’ self-reported fourth-quarter program narratives, through August 31, 2015.

Note: The counts are probable under-estimates because they are based on information volunteered in
discussions with awardee and program staff, and they were reported in each awardee’s program narrative.
The counts were not derived from “yes-no” responses to questions about specific actions or features.
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Table A.3 (continued)

aBecause Altarum is in the process of recruiting and training primary care practices to carry out the primary
component of its program, the number of implementing site is still to be determined. As of the end of Year 1, 15 sites
were implementing the primary component.

b Clifford Beers is partnering with a local hospital and a community health center for referrals to its Wraparound New
Haven program, but program services are delivered in the community or at individual homes so the hospital and
community health center are not considered implementing sites

¢VillageCare has a virtual program, so there are no implementing sites, and services are delivered through an
integrated mobile platform and mobile application.

dUCSF’s program is implemented telephonically, and participants usually speak to the care team navigators from
their homes. This arrangement accounts for the fact that the program has two implementation sites across three
states.
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Table A.4. Characteristics of HCIA R2 programs: target population by payer, age, and condition
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Awardee
AAMC
ACCF

Altarum

Amerigroup

Avera

BMC

Clifford Beers

CCC

CCNC

CHIIC
CHS

Columbia
DMC

A9

FPHNY

Four Seasons

GwU

Hopkins
Icahn

Mesa

Montefiore
NACHRI

NHCHC
NM

North Shore
NYCH+H
SCH

U KS
UNC

UCsD
UCSF

UHCMC
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Table A.4 (continued)

Target conditions
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uiC X X X X X X X X X
UMich X X X X
UNM X X X X
Ventura X X X X X
VillageCare X X X X X
Wash U X X X X X X
WI DHS X X X X
Yale X X X
Total 34 26 1 10 8 7 31 15 26 14 9 10 5 4 4 3 3 11 8
Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’ self-reported fourth-quarter program narratives,
through August 31, 2015.
Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based on information volunteered in discussions with

awardee and program staff, and they were reported in each awardee’s program narrative. The counts were not derived from “yes-no” responses to questions about specific

actions or features.

aThe designation of “none” under target conditions refers to programs that target types of care (such as behavioral health or oral health) or that target population health as opposed to
targeting certain chronic or acute conditions.
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Table A.5. Characteristics of HCIA R2 service delivery models

Practice Direct care Tele- Pharmacy
Care management/ care coordination Counseling and health education transformation Health IT provision medicine intervention

Patient and family
Shared decision making
Education and training
Facilitated consultation
Evidence-based/ clinical
practice guidelines
Quality improvement/
process redesign

engagement
Patient navigation

-
c
[}
=
9]
=)
©
c
©
£
o
bt
©

O

Outpatient care
coordination
Transitional care
coordination
Integrated care
Medical home
Home care

>
>
<
(¢}
x

ACCF X
Altarum X X
Amerigroup X X X

Avera X X X
BMC X X

ccc X X X

CCNC X X

CHIC X X
CHS X X

Clifford Beers X X X X X

Columbia X X

DMC X X

FPHNY X X X
Four Seasons X X

GWU
Hopkins
Icahn X X X
Mesa X X X X

Montefiore X X X
NACHRI
NHCHC
NM

North Shore
NYCH+H
SCH

U KS

UNC
UCSD
UCSF X X X X X

XiXiX

XiXiX
x
x

XX

XiXiX
XiXiX

XX XX XXX XX
x
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Table A.5 (continued)

Practice Direct care Tele- Pharmacy
Care management/ care coordination Counseling and health education transformation Health IT provision medicine intervention
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UHCMC X X X X
uIC X X X X
UMich X X X
UNM X
Ventura X X
VillageCare X X
Wash U X X X
WI DHS X X X X X
Yale X
Total 18 10 8 6 4 3 18 4 4 7 2 3 6 19 6 7 3
Source:  Discussions with awardee and program staff during site visits, September—December 2015; review of awardees’ self-reported fourth-quarter program narratives, through
August 31, 2015.
Note: All awardees’ program components fall into at least one category. Many service delivery models include several components that fall into many categories.
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Table A.6. Characteristics of HCIA R2 payment models

Per capita
care

Shared Fee-for- management Bundled Value-based
Awardee savings service payment payment purchasing

AAMC X X

ACCF X X
Altarum

Amerigroup X
Avera X

BMC X

CCC X X
CCNC X X

CHIIC X

CHS X X
Clifford Beers X X
Columbia X

DMC X X X
FPHNY X X

Four Seasons X X X

GWU X

Hopkins
Icahn
Mesa
Montefiore
NACHRI
NHCHC X

NM X X
North Shore X
NYCH+H X
SCH X
UKS

UNC

UCSD

UCSF

UHCMC X
uiC

UMich X
UNM X

Ventura X X

VillageCare X

Wash U X

WI DHS X X

Yale X

Total 16 14 13 12 15 8

XiXiX

XIXIXiIXiIX
x
x

x

XIXIXIXEX
X
XIXIXIXIX

XXX

Source:  Discussions with awardee and program staff during site visits, September—December 2015; review of awardees’ self-
reported fourth-quarter program narratives, through August 31, 2015.

Note: Many awardees use several reimbursement strategies in their payment models; awardees that use more than one
reimbursement strategy are counted in several models.

2The “other” payment model category includes unique models, such as payment based on implementation or capitated payment for
clinical services, that do not fit into one of the above categories.
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Table A.7. Design features that influenced the implementation of service
delivery models

Key design features

Adaptability Perceived relative advantage Simplicity

Awardee Facilitator Barrier Facilitator Barrier Facilitator Barrier
AAMC X X

ACCF
Altarum
Amerigroup
Avera
BMC

CCC
CCNC X
CHIIC

CHS

Clifford Beers
Columbia
DMC

FPHNY X
Four Seasons

GWU X
Hopkins X X

Icahn X
Mesa

Montefiore

NACHRI X X
NHCHC

NM X X
North Shore X

NYCH+H

SCH X
UKS
UNC
UCSD X
UCSF
UHCMC
UiC

UMich
UNM
Ventura
VillageCare
Wash U

WI DHS X
Yale

Total 21 1 24 2 6 10

XXX XX

XX XXX
X

XiXiX

XIXIXiXiX

XiX
X

XiX

x

XIXiXiX

XX XX
X

XiX

XixX

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’
self-reported fourth-quarter program narratives, through August 31, 2015.

Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based
on information volunteered in discussions with awardee and program staff, and they were reported in each awardee’s
program narrative. The counts were not derived from “yes-no” responses to questions about specific actions or features.
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Table A.8. Process factors that influenced the implementation of service
delivery models

Key process factors

Staff engagement Participant engagement Stakeholder engagement

Awardee Facilitator Barrier Facilitator Barrier Facilitator Barrier

AAMC
ACCF
Altarum
Amerigroup
Avera
BMC

CCC
CCNC
CHIIC
CHS X X
Clifford Beers
Columbia
DMC

FPHNY

Four Seasons
GWU
Hopkins
Icahn X
Mesa
Montefiore
NACHRI
NHCHC
NM

North Shore
NYCH+H
SCH X X
U KS
UNC
UCSD
UCSF X
UHCMC
uiC

UMich
UNM
Ventura
VillageCare
Wash U

WI DHS
Yale

XX XXX XXX
X
X
X

x
X
XXX

x

XIXIXIXIX

XiX

X

XX XXX
X

XiXiX

XIXIXiX

XiXiX
X

XiXiX
XXX
X

XiXiX
x
x

X

XXX XX XXX

XIXiIXiX
X
X

X
X X

Total 31 26 17 11 18 10

XIXIXIX X

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’
self-reported fourth-quarter program narratives, through August 31, 2015.

Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based
on information volunteered in discussions with awardee and program staff, and they were reported in each awardee’s
program narrative. The counts were not derived from “yes-no” responses to questions about specific actions or features.
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Table A.9. Inner setting characteristics that influenced the implementation of
service delivery models

Inner setting characteristics

Team Organization
characteristics leadership Prior experience Health IT

Awardee Facilitator Barrier Facilitator Barrier | Facilitator Barrier Facilitator Barrier

AAMC X X X X X
ACCF X X X
Altarum
Amerigroup
Avera X
BMC

CCC

CCNC

CHIIC

CHS

Clifford Beers
Columbia
DMC

FPHNY

Four Seasons
GWU
Hopkins
Icahn

Mesa
Montefiore
NACHRI
NHCHC

NM X
North Shore
NYCH+H
SCH

U KS

UNC
UCSD
UCSF
UHCMC
uiC X X X
UMich
UNM
Ventura
VillageCare
Wash U

WI DHS
Yale

Total 27 4 21 5 26 2 14 25

x
xiX

XiX

x

XXX XX

XiXiX
XiXiXiX

x
x

XX PXEXIXIX XXX

XiXiXiX

XiX

XiX

XiX
XXX XXX XX
XiXiXiX

XIXiXiXiX

X
XiXiX

XIXiIXiXiX
x
X
XiXiXiXiX

XiX

XiX

XiX

x
x

X
X
X

XiXiX
XiXiX
XiXiXiX

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’
self-reported fourth-quarter program narratives, through August 31, 2015.

Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based
on information volunteered in discussions with awardee and program staff, and they were reported in each awardee’s
program narrative. The counts were not derived from “yes-no” responses to questions about specific actions or features.
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Table A.10. Environmental factors that influenced the implementation of
service delivery models

Key environmental factors

Participant characteristics Health care system

Awardee Facilitator Barrier Facilitator Barrier

AAMC
ACCF
Altarum
Amerigroup
Avera X
BMC X

CCC

CCNC

CHIIC

CHS

Clifford Beers
Columbia
DMC

FPHNY

Four Seasons
GWU
Hopkins
Icahn

Mesa
Montefiore
NACHRI
NHCHC

NM

North Shore X
NYCH+H
SCH

U KS X
UNC

UCSD X

UCSF
UHCMC
uiC

UMich
UNM
Ventura
VillageCare
Wash U

WI DHS
Yale

XiXiX
x
x

XIXiIXiXiXiX

x

XiXiXiX

XiX

XiXiX
x

XiXiX
x

Total 0 24 4 11

Source:  Discussions with awardee and program staff during site visits, September—December 2015, and review of awardees’
self-reported fourth-quarter program narratives, through August 31, 2015.

Note: Awardees can be counted in more than one category. The counts are probable under-estimates because they are based
on information volunteered in discussions with awardee and program staff, and they were reported in each awardee’s
program narrative. The counts were not derived from “yes-no” responses to questions about specific actions or features.
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Table A.11. Evaluability criteria required to assess program impacts, by awardee

Criterion AAMC ACCF Altarum Amerigroup Avera BMC CCC CCNC CHIIC CHS Clifford Beers Columbia DMC
No major Yes Yes, qualified Yes Yes, qualified Yes Yes Yes Yes Yes Yes Yes Yes, Yes
barriers to qualified
implementation
Program Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
expected to
improve one or
more outcomes
within three
years
Can identify Yes Yes, qualified; Yes Yes, qualified; Yes Yes Yes Yes Yes No; unable Yes Yes Yes
treatment will expand for individuals to identify
group in the beyond who transition timely
post-period (all enrollment out of foster source of
3 years) criteria to care, this Medicaid
select wider requires linking data, and
group Medicaid there are
identifications too few
through a Medicare
crosswalk participants
Can identify 1year Yes Yes, qualified; Yes Yes Yes Yes Yes Yes Yes No Yes Yes Yes
treatment will expand
group in the beyond
pre-period enrollment
criteria to
select wider
group
2 years Yes Yes, qualified; Yes Yes Yes Yes Yes No; pre-period Yes No Yes Yes Yes
will expand limited to 18
beyond months due to
enroliment data
criteria to availability
select wider
group
Outcomes Yes Yes Yes Yes Yes Yes Yes Yes Yes No Yes Yes Yes
available for
treatment
group
Can identify Replicate Yes Yes, qualified; Yes Yes Yes Yes, Yes Yes, qualified; Yes No Yes Uncertain; Yes, qualified;
credible eligibility will expand qualified; Medicare need to selection
control criteria beyond selection patients will establish  partially based
group enrollment partially be restricted claims- on criteria not
criteria to based on to those with based available in
select wider criteria not Part D eligibility claims data
group available criteria
in claims
data
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Table A.11 (continued)

ACCF Altarum Amerigroup CHIIC CHS Clifford Beers Columbia
Subject to No; Yes, qualified Yes, No; comparison  Uncertain; Yes Yes Yes Yes No Yes, qualified; Yes, Yes, qualified;
same local comparison (Florida sites); qualified; geographic comparison comparison qualified; comparison
influences geographic no (Wisconsin comparison area likely in geographic area in another comparison geographic area
area likely in sites) areain another state area may be in county in the areain other may be in
another state another another state state parts of New another region
region of the York City of the state
state
Defined in Yes Yes Yes Yes Yes Yes Yes Yes Yes No Yes Yes Yes
pre- and post-
Data from Yes Yes Yes Yes Yes No Yes Yes Yes No Yes Yes Yes
same source
as treatment
group
Outcomes Yes Yes Yes Yes Yes Yes Yes Yes Yes No Yes Yes Yes
available for
control group
Statistical Yes Core Yes Yes, qualified; Yes No Yes Yes Yes No Yes Core Yes
power to detect outcome: yes, likely sufficient outcome:
effects qualified; for binary no;
sufficient for at awardee- measure only, awardee-
least one core specified not continuous specified
outcome outcome: Yes outcome:
Yes
Proposed DD, cross- DD, cross- DD, panel TBD, possibly DD, cross- Monitor DD, panel DD, panel DD, cross- Monitor DD, panel TBD, DD, panel
design section section DD with panel section enrollment section Medicaid possibly DD
and data data with panel
availability availability
Unit of Academic Practices Providers Patients Skilled nursing Patients  Skilled nursing Pharmacies Critical access N/A Patients Patients Patients
observation for medical facilities and facilities hospitals
propensity centers nursing
score matching facilities
Evaluability tier 1 1 1 assuming TBD depending 1 3 1 1 1 3 1 assuming we TBD 1
we obtain  on enrollment obtain Medicaid depending
Medicaid and data data in timely on
data in timely  availability fashion establishing
fashion claims-
based
eligibility
criteria
If evaluability Reasonably Uncertain Uncertain Not tier 1 Uncertain Nottier1  Reasonably  Reasonably Reasonably Not tier 1 Reasonably Not tier 1 Reasonably
tier 1, are we confident confident confident confident confident confident

reasonably
confident in the
analysis, or are
there major
uncertainties?
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Table A.11 (continued)

ACCF Altarum

Amerigroup

Clifford Beers

Columbia

Payers Medicare FFS Yes Yes No No Yes No Yes Yes Yes Yes No No Yes
included in (includes
impact duals in
analysis Medicaid FFS

or managed

care)

Medicaid No No Yes Yes Yes Yes No Yes Yes Yes Yes Yes Yes

Other No No Yes, CHIP No No Yes, CHIP No Yes, CHIP No No No No Yes, CHIP
Awardee Expenditures Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
expects
program to Admissions Yes No No Yes Yes No Yes No Yes Yes Yes No No
have impact on ED visits Yes No Yes No Yes No Yes Yes Yes Yes Yes No Yes
core outcome Readmissions No No No No Yes No Yes No No No No No No
Key awardee- Imaging use Use of cardiac ~ Annual Acquisition of Follow-up visit Hospital Hospitalization, Medication  Preventable N/A Measures Dental  Hospitalizations
specific and imaging and dental visit; contraceptives; after length of ED visits, and adherence; admissions, related to visits; dental and ED visits
outcomes expenditures; percutaneous rate of number of  hospitalization stay, total readmissions  prescription vaccinations, diabetes, procedure for ACSCs;

primary and coronary restorative different spending  within 90 days drug cancer cholesterol, rates; follow-up visit
specialty care intervention procedures; providers seen; by service of SNF expenditures;  screening, medication use, Medicaid after discharge
visits and application of likelihood of type such discharge primary care diabetes care, and physician dental
expenditures dental primary care as and specialty and diabetes visits spending
sealance; visit inpatient care visits ~ complications
referral
completion
rate
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Table A.11 (continued)

Criterion Four Seasons Hopkins Icahn Montefiore  NACHRI NHCHC North Shore NYCH+H
No major Yes Yes Yes Yes, No; began Yes Yes Yes Yes, Yes, Yes Yes Yes
barriers to qualified enrollment qualified qualified
implementation October 2015
Program Yes Yes Yes Yes Uncertain Yes Yes Yes Yes, Yes Yes Yes Yes
expected to qualified;
improve one or some
more outcomes participants
within three may not
years complete full
intervention
Can identify Yes Uncertain; Yes Yes Yes Yes, Yes Yes Yes Yes Yes Yes Yes
treatment group need to qualified; we
in the post- establish will not have
period (all 3 claims-based data for the
years) eligibility largest
criteria population
(uninsured)
Can identify 1year Yes Uncertain; Yes Yes Yes Yes, Yes Yes Yes Yes Yes Yes Uncertain;
treatment need to qualified; depends on
group in the establish need to source of
pre-period claims-based gather Medicaid
eligibility detailed data
criteria information
about
eligibility
criteria
2 years Yes Uncertain; Yes Yes Yes Yes, Yes Yes Yes Yes Yes Yes Uncertain;
need to qualified; depends on
establish need to source of
claims-based gather Medicaid
eligibility detailed data
criteria information
about
eligibility
criteria
Outcomes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
available for
treatment group
Can identify Replicate Yes Uncertain; HIV-positive Yes, Yes, qualified; Yes, Yes Yes Yes, Yes, Yes, qualified; Yes Yes,
credible eligibility need to group: Yes  qualified; selection qualified; qualified; qualified; selection qualified;
control criteria establish At-risk require partially based need to depends on will expand partially based selection
group claims-based group: diagnosis  on criteria not gather use of V beyond on criteria not partially
eligibility uncertain  of dementia  available in detailed diagnosis  enrollment  available in based on
criteria in claims claims data information codes criteria to claims data criteria not
about select wider available in
eligibility group claims data
criteria
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Table A.11 (continued)

Criterion

FPHNY Four Seasons GWU

Hopkins

Mesa

Montefiore

NACHRI

NHCHC

North Shore

NYCH+H

Subject to same Yes No; comparison Yes Yes Yes Yes, Yes Yes Yes, Yes Yes Yes Yes,
local influences geographic qualified; qualified; qualified;
area likely in comparison comparison comparison
another state geographic geographic area in
area may be area may be another
in another in another county in the
region of the region of the state
state state
Defined in pre- Yes Yes Yes Yes Yes Yes Yes Yes Yes, Yes Yes Yes Yes
and post- qualified;
depends on
use of V
diagnosis
codes
Data from same Yes Yes Yes Yes Yes Yes Yes Uncertain; Yes Yes Yes Yes Uncertain;
source as depends on depends on
treatment group source of source of
Medicaid Medicaid
data data
Outcomes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
available for
control group
Statistical Yes Yes Yes Core Uncertain Yes Yes Yes Yes, Yes Yes Yes Yes
power to detect outcome: qualified;
effects Uncertain; depends on
sufficient for at awardee- establishing
least one core specified claims-
outcome outcome: based
Yes eligibility
criteria and
data
availability
Proposed DD, panel TBD, possible DD, panel DD, panel TBD, possibly DD, cross- DD, panel DD, panel TBD, DD or DD, cross- DD, panel DD, panel DD, panel
design DD with cross- DD with panel section pre-post section
section treatment
only
Unit of Patients Patients Patients Patients Patients Patients Patients Patients Patients Patients Patients Patients Patients
observation for
propensity
score matching
Evaluability tier 1 TBD depending 1, assuming 3 TBD depending 1 1 1 assuming TBD 1 1 1 1 assuming
on establishing  we obtain on we obtain  depending we obtain
claims-based Medicaid implementation Medicaid on depends Medicaid
eligibility datain a data in on data in
criteria timely timely establishing timely
fashion fashion claims- fashion
based
eligibility
criteria and
data
availability
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Table A.11 (continued)

Criterion FPHNY Four Seasons GWU Hopkins Icahn Mesa Montefiore  NACHRI NHCHC NM North Shore NYCH+H SCH
If evaluability Reasonably Not tier 1 Reasonably N/A Not tier 1 Uncertain  Reasonably Uncertain N/A Uncertain  Reasonably  Reasonably  Uncertain
tier 1, are we confident confident for confident confident confident
reasonably HIV positive
confident in the group;
analysis, or are uncertain for
there major at-risk group
uncertainties?
Payers Medicare FFS Yes Yes Yes Yes Yes Yes Yes No Uncertain Yes Yes Yes No
included in (includes duals
impact in Medicaid FFS
analysis or managed
care)
Medicaid Yes No Yes Yes No Uncertain Yes Yes Yes No Yes Yes Yes
Other No No No No No No No No No No No No No
Awardee Expenditures Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
expects
program to Admissions Yes Yes Yes No Yes No Yes Yes Yes Yes Yes Yes Yes
have impact on ED visits Yes No Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
core outcome  Readmissions No Yes No No Yes Yes No Yes Yes Yes Yes Yes Yes
Key awardee- Cirrhosis of Hospice use, Preventable Nursing Length of stay, Ambulance Measures of Spending Length of Diabetes Influenza Mortality, Length of
specific liver; in-hospital admissions; home follow-up visit use; behavioral by service stay; primary care:eye vaccinerate, readmission stay,
outcomes hepatocellular  death, use of follow-up  placement after expenditures and physical type such care visits; exam, foot pneumococcal for ACSCs ambulatory
carcinoma; ICu/CCU visit after hospitalization for ED, health as influenza exam vaccine rate, sensitive ED
HCV-related discharge; ambulance, inpatient;  vaccination; modality mix visits
prescriptions STI and physician length of tobacco
treatment extenders stay cessation
and testing intervention
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Table A.11 (continued)

Village

Ventura Care Wash U WI DHS

No major Yes, Yes, qualified Yes, qualified Yes, qualified  Yes, qualified Yes Yes,
barriers to qualified qualified
implementatio
n
Program Yes Yes Yes, qualified; Yes Yes Yes Yes Yes Yes Yes Yes, qualified; Yes Yes
expected to implementation current
improve one and data delays program may
or more affect how long not improve
outcomes participants are outcomes over
within three followed previous
years program
Can identify Yes, qualified; Yes Yes, qualified; Yes Yes Yes Yes, qualified; Yes Yes Yes Yes Yes Yes
treatment selection need to will expand
group in the partially based establish beyond
post-period on criteria not claims-based enroliment
(all 3 years) available in eligibility criteria criteria to select
claims data wider group
Can identify 1year Yes, qualified; Yes Yes Yes Yes Uncertain  Yes, qualified; Yes Yes Yes No Yes Yes
treatment selection will expand
group in the partially based beyond
pre-period on criteria not enroliment
available in criteria to select
claims data wider group
2 years Yes, qualified; Yes Yes, qualified; Yes Yes Uncertain  Yes, qualified; Yes Yes Yes No Yes Yes
selection may not be will expand
partially based available for beyond
on criteria not Medicare enrollment
available in Advantage criteria to select
claims data patients wider group
QOutcomes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes, qualified; Yes Yes
available for will use an
treatment estimate of the
group cost of an
unintended
birth
Can identify  Replicate Yes, qualified; Yes Yes, qualified; Yes Yes Yes Yes, qualified; Yes Yes, Yes No Yes, Yes,
credible eligibility selection need to will expand qualified; qualified; qualified;
control criteria partially based establish beyond selection selection selection
group on criteria not claims-based enrollment partially partially partially
available in eligibility criteria criteria to select based on based on based on
claims data wider group criteria not criteria not  criteria not
available in available in available in
claims data claims data claims data
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Table A.11 (continued)

Village
UHCMC Ventura Care Wash U WI DHS
Subject to Yes, qualified; Yes, Yes, qualified; Yes Yes, qualified;  Uncertain; Uncertain; Yes, qualified; Yes Yes Yes, qualified; Yes, Yes,
same local comparison qualified; comparison comparison depends comparison year 3 comparison qualified; qualified;
influences geographic comparison geographic area geographic which geographic area comparison survey data comparison comparison
areaisin geographic will be in areais in comparison may be in geographic will be drawn area in other geographic
another region areaisin  another region another region group another state area may be in from other  areas in the area will be
of the state another of the state of the state strategy is another state regions state in another
region of the chosen region of the
state state
Defined in Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
pre- and post-
Data from Yes Yes Yes Yes Yes Uncertain; Yes Yes Yes Yes Yes, qualified; Uncertain; Yes
same source depends survey data  depends on
as treatment which available but  source of
group comparison not awardee-  Medicaid
group provided data data
strategy is
chosen
Outcomes Yes Yes Yes Yes Yes Yes Yes Yes, qualified; Yes, Yes Yes, qualified; Yes Yes
available for proxy cost qualified; publicly-
control group measures proxy cost available
using measures survey data
encounter data using and estimated
encounter cost of an
data unintended
birth
Statistical Core outcome: Core Uncertain Yes, qualified: Yes Yes Uncertain; Yes Yes Yes No Yes Yes
power to Uncertain; outcome: (depends on likelihood of depends on
detect effects awardee- Uncertain; enroliment) ED of or enrollment at
sufficient for specified awardee- hospitalization, other hospitals
at least one outcome: Yes  specified but not count
core outcome outcome: of ED or
Yes hospitalization
s
Proposed DD, cross- DD, panel TBD, possibly  Multivariate DD, panel TBD, DD, panel DD, cross- DD, panel DD, panel Comparison of DD, panel DD, panel
design section DD regression possibly DD section survey
post-only with panel responses
over time
Unit of N/A Practices Patients N/A, Patients Patients Practices Emergency Patients Patients N/A Patients Patients
observation randomized departments
for propensity controlled trial
score
matching
Evaluability 3 3 TBD depending 1 1 TBD, 1 1, assuming 1 1 3 1 assuming 1
tier on establishing depending enrollment is we obtain
claims-based on ability to sufficient Medicaid
eligibility criteria identify data in
and enrollment credible timely
comparison fashion
group and
obtain data
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Table A.11 (continued)

Village
Ventura Care
If evaluability Not tier 1 Not tier 1 N/A Reasonably Reasonably Not tier 1 Uncertain Uncertain ~ Reasonably Reasonably N/A Uncertain  Reasonably
tier 1, are we confident confident confident confident confident
reasonably
confident in
the analysis,
or are there
major
uncertainties?
Payers Medicare FFS Yes Yes Yes Yes Yes No Yes Yes Yes Yes No No Yes
included in (includes
impact duals in
analysis Medicaid FFS
or managed
care)
Medicaid No No Yes Uncertain Yes Yes No Uncertain Yes Yes Yes Yes Uncertain
Other No No Uncertain, may Uncertain, may No No No No No No Yes, private  Yes, CHIP  Uncertain,
include include payer, may include
Medicare Medicare uninsured, Medicare
Advantage Advantage and Title X Advantage
Awardee Expenditures Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes Yes
expects
program to
have impact Admissions No No No Yes Yes Yes No Yes Yes No No Yes Yes
on core ED visits No No Yes Yes Yes Yes No No Yes No No Yes Yes
outcome Readmissions No No No No Yes No Yes Yes Yes No No Yes No
Key awardee- Rate of heart Outpatient Major Expenditures Use of care at May include Medicare FFS Transfer rate;  Influenza Mortality, Long-acting  Follow-up Mortality,
specific attack and  visits for low cardiovascular by type of  the end of life:  condition-  spending per transfer vaccination; HIV-related reversible visit after adverse
outcomes stroke; death  back pain eventrate;  service; quality chemotherapy, specific  episode of care; transportation pneumonia prescriptions contraception discharge; outcome
within 90 days and use of  mortality rate of life; ICU, hospice  admissions mortality; costs; vaccination use; mortality after ED
of discharge;  imaging, caregiver and ED visits inpatientand  mortality; use unintended discharge
quality of care surgery and burden and outpatient of post-acute pregnancies;
measures injections self-efficacy complications;  care; stroke unintended
(e.g., care length of stay recurrence births
transition)

2V codes are used to describe beneficiaries’ encounters with circumstances other than disease or injury, including circumstances that can influence a person’s health status, such as disease exposures or, in this case,
homelessness.

ACSCs = ambulatory care sensitive conditions; CCU = critical care unit; DD = difference in differences; HCV = hepatitis C virus; HIV = human immunodeficiency virus; ICU = intensive care unit; N/A = not applicable; SNF = skilled
nursing facility; STI = sexually transmitted infection; TBD = to be determined.

Source: Evaluability assessments completed by Mathematica from October to December 2015.

Note: Our assignments of awardees to evaluability tiers are based on several key assumptions and subject to change as we learn more about each program. In some cases, low enroliment, limited data availability, or
challenges identifying a credible comparison group may cause us to change the tier assignment or prevent us from estimating the proposed design.
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FINDINGS AT A GLANCE (September 1, 2014-November 3, 2015)

Successes

e Allfive sites are on track to go live with the remainder of their 15 specialty-specific eConsult and
eReferral templates by summer 2016.

e  The Association of American Medical Colleges has developed a tracking and monitoring system
as part of a learning collaborative that supports site-level implementation.

Challenges and strategies to address them

e At one of the sites, sufficient site-level leadership engagement was lacking in the early stages of
implementation. To address this, the awardee worked closely with this site to support local
leaders and leverage learning from other sites.

e  Because of the inability to remove standard pathways for referrals at some sites, primary care
physicians (PCP) continued to use the standard referral process instead of the enhanced
referrals that were part of this intervention. To address this, three sites required that all
participating specialties use the enhanced referral templates. The remaining sites are working to
make the enhanced pathway a requirement.

Lessons learned

e  The phased approach for launching specialty templates streamlined the implementation process
and allowed sites to continually refine workflows and improve the quality of eConsults and
eReferrals while adapting them to local needs.

e Use of a common electronic medical record across the participating sites facilitated the sharing
of resources and expertise.

e The perceived educational benefits of the Coordinating Optimal Referral Experience program
facilitated both specialist and PCP support for the program.

Note: This narrative describes the awardee’s implementation experience from the beginning of the
cooperative agreement through our site visit on November 3, 2015. Unless otherwise noted,
enroliment data are current as of August 31, 2015, according to the awardee self-report submitted to
the implementation and monitoring contractor.

BACKGROUND ON THE HCIA R2 INITIATIVE AND EVALUATION

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) awarded
Round Two of the Health Care Innovation Awards (HCIA R2) as cooperative agreements to 39
organizations. These cooperative agreements extend from September 1, 2014, to August 31,
2017. CMMI selected organizations whose goals are to (1) reduce Medicare, Medicaid, and
Children’s Health Insurance Program (CHIP) costs in outpatient or post-acute settings;

(2) improve care for patients with special needs; (3) test new financial and clinical models for
specific provider types; and (4) improve the health of specific populations by enhancing patient
engagement and improving disease prevention, wellness, and comprehensive care. The 39
awardees target a diverse set of populations, operate across a wide range of organizations, and
have developed a large variety of delivery system and payment models.
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CMMI selected Mathematica Policy Research and its partners to conduct an independent
evaluation of HCIA R2, programs. The goals of this evaluation are to assess the extent to which
the programs are transforming the delivery and financing of health care services and improving
the coordination, efficiency, and quality of care. At the end of each evaluation year, Mathematica
will submit an annual report. The purpose of the first annual report is to:

1. Describe the operational characteristics of each of the HCIA R2 programs

2. Summarize findings about each awardee’s early implementation experiences

3. Assess the facilitators of and barriers to each awardee’s success in implementing its program
during the first year of the award

One of the 39 HCIA R2 programs is the Coordinating Optimal Referral Experiences
(CORE) program, which is being implemented by the Association of American Medical
Colleges. In this document (referred to as a “narrative”), we examine this program’s first year of
implementation. It is one of 39 such narratives included in VVolume 11 to the first annual report on
HCIA R2.

EARLY IMPLEMENTATION EXPERIENCE

The first year of the HCIA R2 evaluation focused on developing a baseline understanding of
the Association of American Medical Colleges’ CORE program, including initial
implementation experiences, initial challenges to and successes with enrollment, and the
engagement and participation of stakeholders such as partners and collaborating organizations.
This narrative presents findings from our analysis of qualitative data gathered through a review
of the awardee’s application; initial discussions with the awardee; key informant interviews
conducted during a recent visit to three Association of American Medical Colleges
implementation sites; and a review of the Association of American Medical Colleges reports
submitted to the implementation and monitoring contractor through August 31, 2015.

In addition to providing a general description of the Association of American Medical
Colleges’ program, this narrative addresses four questions:

1. How effectively has the program been implemented?

2.  What are the facilitators of and challenges to implementing the program, and what strategies
have been developed to address those challenges, including the effectiveness of those
strategies?

3. How do the awardee and implementing sites make decisions about program-related
changes?

4. To what extent have the awardee and implementing sites begun to plan for or implement
payment reforms?
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We also provide a brief summary of the Association of American Medical Colleges’ impact
evaluability assessment and identify next steps in our evaluation.

A. Introduction

The Association of American Medical Colleges is supporting five large academic medical
centers (AMCs) in implementing the CORE program, which is an eConsult and eReferral (eCR)
program. The University of California San Francisco Medical Center (UCSF) first designed and
piloted this program to reduce long wait times for specialty appointments and to increase the
effectiveness of referral processes by improving communication and care coordination between
primary care physicians (PCPs) and specialists. The primary targets of the program are PCPs
who are introduced to the eCR tools at participating sites. The project’s aim is to (1) enhance the
PCPs’ ability to treat patients by providing guidance and education on conditions requiring
specialty input and (2) change PCPs’ behavior by providing decision support tools to assess the
appropriateness of specialist clinician referrals and ensure that PCPs provide all necessary
information to the specialists at the time of referral. The program is targeted at all primary care
clinics whose providers are employed by the participating AMCs—including both community-
based and AMC-based clinics—provided that those clinics use the EpicCare electronic medical
record (made by Epic Systems Corporation). The target patient population is all patients older
than 17 years, regardless of payer status, who visit the primary care practice sites. A change in
patient behavior—such as a reduction in visits to the emergency department (ED) that are due to
poor access to specialists—is an anticipated secondary effect of the project.

The primary goal of the CORE program is improved outpatient care coordination and
decision support. The project consists of two components to support these goals: (1) eConsults
and (2) eReferrals. An eConsult is an electronic exchange initiated by a PCP who is seeking
clinical guidance from a specialist for patients whom the PCP would like to continue to manage.
The PCPs use a standardized set of condition- and specialty-specific templates to initiate
communication and capture guidance from the specialists. Specialists and primary care
physicians at each participating site worked collaboratively to develop the templates to ensure
that they would be appropriate for local needs and integrated into each site’s workflow. The
eConsults are meant to replace some in-person specialist visits. The consulting specialist is
expected to respond to the eConsult request within 72 hours. If the consulting specialist feels the
situation warrants, he or she can convert an eConsult to an eReferral. After all the necessary
information has been completed, the patient would then be scheduled for a visit with the
specialist through the eReferral process.

The eReferral specialty-specific templates are designed to be used at the point of referral.
They convey guidance on what information to provide to specialists in advance of the referral
and assist in assessing whether the referral is appropriate. The templates ask PCPs a series of
questions to ensure that the PCP provides all necessary information to the specialist—such as,
what is the basic clinical history for the patient’s condition and whether the PCP completed
certain key diagnostic and laboratory tests. Once the specialist reviews the referral and
determines that it is appropriate, an appointment is scheduled for the patient. The participating
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sites updated UCSF’s standardized eReferral templates to ensure that they provided locally
appropriate, referral-related decision support for the various specialties. The hope is that utilizing
this tool will lead to a reduction in inappropriate referrals and make initial consultation visits
more effective (for example, by reducing the ordering of already completed tests or requiring
subsequent specialty visits to review necessary tests that were not complete prior to the initial
specialty visit). In addition, the tool provides education to PCPs. By working through the
template, PCPs gain a better understanding of which tests and information specialists need before
seeing patients.

The CORE program aims to make specialty care more accessible by reducing specialist
physician visits for conditions that can be managed with consultation in primary care. The
eReferral tool is expected to improve specialist access by ensuring that initial visits to specialists
include all of the information needed for initial treatment, eliminating the need for patients to
schedule a follow-up appointment for treatment after initial assessment. Use of the tools should
thus reduce long waiting periods for specialty appointments because appointment slots that could
have been potentially filled are now available. Success of this model hinges on PCP and
specialist engagement and voluntary use. The partner AMCs have physician compensation plans
that reward productivity. They have agreed to provide relative value unit (RVU) credits to PCPs
and subspecialty physicians to incentivize participation. Specialists will receive an RVU credit of
0.5 for the time and effort needed to complete each eConsult. The PCPs will also receive a 0.5
RVU credit for the time and effort expended in initiating the eConsult and for carrying out the
specialist’s recommendations.*

The CORE program relies on health information technology (health IT). Both the eConsult
and eReferral platforms are embedded in the Epic electronic medical record (EMR) system,
which is used by all participating AMCs. However, the versions and features of the Epic EMR
vary across participating AMCs. The awardee has supported customization of the eCR tools to
match these technical requirements, as well as site-specific variations in workflows.

In the table below, we provide an overview of the Association of American Medical
Colleges’ CORE program.

L RVUs are a measure of physician work often used in systems for paying physicians. See “How Medicare Pays
Physicians,” The New York Times, December 3, 2010. Available at http://economix.blogs.nytimes.com/2010/12/03
/how-medicare-pays-physicians/?_r=0.
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Table 1. Association of American Medical Colleges: CORE characteristics at
a glance

Program characteristic Description

Purpose CORE aims to enhance care delivery at the primary care—specialty care interface by providing
PCPs with decision support tools that allow them to seek guidance about patient treatment and
assess the appropriateness of specialist clinician referrals.

Components e Outpatient care coordination (primary)

e Decision support (primary)
e Health IT (secondary)

Target population The primary targets of the program are PCPs, who are introduced to the eConsult and eReferral
system at participating sites.

Theory of change/theory  Combining improved coordination and communication between PCPs and specialist clinicians
of action with the eConsult interface will lead to a reduction in unnecessary subspecialty referrals,
reduced visits to specialist clinicians, and more efficient use of specialist care.

Payment model Shared savings, fee-for-service

Award amount $7,125,770

Launch date® 9/1/2014

Setting PCP, hospital, academic setting

Market area Rural, urban, suburban

Market location California, District of Columbia, lllinois, lowa, New Hampshire, Virginia, Wisconsin
Core outcomes e Anincrease in patient satisfaction, measured by the Clinician and Group Consumer

Assessment of Healthcare Providers and Systems survey
¢ A decrease in emergency department (ED) utilization, measured by ED visit rate
A decrease in cost, measured by a total cost of care, population-based, per member per
month index
A decrease in utilization, measured by all-cause inpatient admission rate
A decrease in utilization, measured by referral rate
An increase in quality of eConsults, measured by referral rate
A decrease in cost, measured by diagnostic testing and imaging
An increase in eConsult uptake, measured by eConsult rate
An increase in access, measured by timely access to specialty care
A decrease in cost, measured by costs to patient (estimated)

aAfter a planning period, the awardee’s program became operational as of this date.

B. Methods

The evaluation team developed this narrative based on qualitative analyses of (1) the
awardee’s application; (2) self-reports submitted by the Association of American Medical
Colleges to the implementation and monitoring contractor that cover the first year of the
cooperative agreement (September 2014 to August 2015); and (3) data gathered during initial
telephone discussions with the awardee (on May 11, 2015, and June 17, 2015) and during our
visits to the implementation sites (in October and November 2015). For our document review,
we used a standardized tool to abstract key data from the awardee’s application, the first four
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quarters of program documents, operational plans, self-measurement and monitoring plans,
program narratives, progress reports, and other supplemental materials.

We conducted in-person visits to three selected implementation sites. We chose sites to visit
so that there would be a range in implementation experiences based on when they launched their
first wave of specialty templates and their use of the tools at the time of selection. In addition, the
location of the chosen sites allowed for a geographical spread across the regions where the
Association of American Medical Colleges is implementing this intervention. We selected sites
on this basis to ensure that we would gain a broad understanding of potential barriers to and
facilitators of implementation of the CORE program (see Table 2).

Table 2. Characteristics of selected Association of American Medical
Colleges implementation sites

Implementation

Site name Location experience Date of visit

University of California San Diego

Medical Center San Diego, California Early launch November 2, 2015
gms;s“y of Wisconsin Hospital and . yison, Wisconsin Mid launch October 13, 2015
Rector and Visitors of the University of Charlottesville, Virginia Late launch November 3, 2015

Virginia

For each visit, one or both of our implementation team members conducted semi-structured
interviews with site-level program staff and frontline users of the tools. After obtaining consent
from interviewees, we recorded audio from the interviews and later transcribed the recordings.
One of the implementation team members coded program components, research questions, and
concepts describing the implementation experiences. We then extracted the coded text pertaining
to the research questions and performed analysis to (1) determine how effectively the program
was implemented and (2) identify the facilitators of and challenges to using the tools for clinical
decision support and shared decision making. Our findings from this analysis are presented in the
next section.

C. Findings
1. How effectively has the program been implemented?

During our interviews, the Association of American Medical Colleges’ program director and
manager informed us that implementation is on track and that all sites are implementing the
CORE program as originally designed. All five sites have launched and at the time of our visit
were in the final wave of the implementation phase. The Association of American Medical
Colleges implemented the CORE program in a series of four waves, with sites introducing a
certain number of specialty-specific eConsult and eReferral templates in each wave. This
approach allowed sites to continually refine workflows, improve the quality of the eConsults,
and build relationships between primary care and specialty physicians in each of the specialty
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areas. Once implementation is complete, sites are expected to shift to the maintenance and
quality improvement stage.

Some sites experienced delays in launching specialties. In some cases, delays were the result
of a perceived lack of sufficient specialist time to respond to eConsult requests. In other cases,
specialists expressed skepticism about the eConsult process either because of the complexities
associated with certain conditions they treated or because they did not have access to images or
other data required to assess a patient’s condition sufficiently. To enable participation by the
specialty divisions who were reluctant to participate, sites have made site-specific changes, such
as allowing mid-level staff to provide an initial review of eConsults; having attending physicians
sign off on responses; or installing programs that allow specialists to view electronic images, for
example of rashes or blood smears.

Another challenge sites faced is the switch from the standard to the enhanced referral
pathway. Before this intervention, the standard pathway for referrals was an administrative task
in the EMR that was initiated by the PCP. For those specialties that have gone live as part of the
CORE program, when a PCP initiates referrals the eReferral template should appear in the
physician’s preference list—a list of favorite forms, templates, and orders that each physician
sets up in the EMR. Due to limitations with the EMRs, however, some sites could not turn off
their old, standard referral pathways. As a result, a number of PCPs were still using the old,
standard referrals instead of the enhanced referrals. Currently, three sites have required the use of
enhanced referrals across all live specialties, while two sites are working to obtain organizational
buy-in to do the same.

Since participation by individual PCPs at each of the sites in the program is voluntary, the
Association of American Medical Colleges provided enrollment estimates only for indirect
participants. This target represents the total number of patients who will be indirectly served by
this program as a result of the improvements in primary care delivery that are being realized
through the use of the eCR tools. By the end of Year 1, physicians provided assistance to more
than 15,000 patients by using the eCR tools.
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Figure 1. Projected versus actual cumulative indirect participants served
through year 1
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Source: Data file from the implementation and monitoring contractor; first, second, third, and fourth program quarters:
September 2014 - August 2015.

Note: Projected indirect participants served reflects the cumulative and unique number of individuals the awardee
estimated to ever be served in the program through August 2015. Indirect program participants refers to the total
number of unique participants for whom the awardee has provided assistance through support to service
providers from program launch through the fourth program quarter.

2.  What are the facilitators of and challenges to implementing the program, and what
strategies have been developed to address those challenges, including the effectiveness
of those strategies?

The CORE program uses the Epic EMR to facilitate communication between PCPs and
other specialists in order to support primary care management of medical conditions that might
otherwise require referral to other specialists. As mentioned earlier, if a specialist provider thinks
that a patient in an electronic consult request should be seen in person at the specialty clinic, he
or she can convert the eConsult to an eReferral request. The primary care physician is then
expected to provide information, detailed in the relevant eReferral electronic template, to support
the first visit to the specialist by the patient. Although the eConsult and eReferral components of
the program are implemented separately, site-level staff typically experience these components
as part of an integrated program. In this section, we identify some of the key facilitators of and
barriers to implementing both components of the CORE program.
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Implementation of the CORE program focuses on improving the culture of
collaboration between primary and specialty care in the participating sites and builds on
lessons learned during a prior implementation of the program at UCSF. The specialty
templates developed at UCSF provided the basis for those used in the participating sites we
visited. Awardee leaders reported that templates were delivered to site-level staff in such a way
that they were easily adaptable to local requirements. Site leaders were encouraged to “put their
own bells and whistles on the tool” or even develop their own templates. Limiting
implementation of the CORE program to sites already using the Epic EMR (which was also used
at the UCSF pilot site) meant that Epic Systems Corporation could work with the Association of
American Medical Colleges to optimize the workflows in the EMR to support CORE. In-house,
site-level Epic information technology (IT) teams provided local customization when needed.
However, access to Epic programming resources varied across the sites. For example, one site is
in the process of a substantial upgrade that is affecting timelines for the project.

The Association of American Medical Colleges program leaders and staff were closely
involved with each of the implementing sites. This contact usually occurred through regular
meetings with site leaders and managers and during regular Epic “office hours” with site-level
program staff to address ongoing EMR-related issues. In addition, the awardee supports a
learning collaborative for sharing learning across sites, which includes a project website and a
regular newsletter for highlighting and sharing best practices and implementation approaches.

All of the sites we visited had clearly identified clinician champions. Both specialist and
primary care physicians reported that use of eConsults and eReferrals is a relatively easy task. In
all three sites we visited, implementation and use of eConsults and eReferrals required little
physician training, and use of the eCR system was reportedly growing. Training in the use of the
tools is not a major emphasis because requesting an eConsult is a relatively easy task for PCPs
and for specialists, who are provided with “cheat sheets” to walk them through the multiple steps
in Epic required for them to respond. One of the sites is currently developing an orientation
program for newly hired PCPs to ensure long-term use of the tools and, thus, sustainability of the
CORE program.

Both primary care and specialist physicians appreciated the opportunity to learn from
each other and improve their relationships through the CORE program. Reflecting the
awardee’s stated objective of using the CORE
program to improve the culture of collaboration "I personally am very enthusiastic about the

L. ] concept that this . . . will ultimately . . . be
between specialists and primary care, both groups of cost effective, but | am most enthusiastic
physicians reported improvements in communication | apout the teaching part.”
with their C0”eagues in other areas of the medical — Specialist physician eConsultant
center as a valuable outcome of the program. In
addition, specialists and primary care physicians across all three sites reported that the CORE
program provided valuable opportunities for specialists to teach primary care physicians about
their area of expertise and for primary care physicians to enhance their knowledge of topics that
they commonly encountered in their practices. This perceived educational benefit of the program
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is likely an important reason for its successful implementation in these sites, given their
educational missions.

We observed some variation in leader commitment to the program across the sites we
visited. In two sites, this support has reportedly been strong and consistent. In a third site,
turnover at the senior leadership level made institutional support difficult to arrange at first.
Despite leadership changes and support from the awardee staff, commitment to the project is
reportedly still not consistently shared across senior leaders at this site.

All three of the sites we visited reported experience with previous and concurrent
projects that they saw as compatible with the objectives of the CORE program. These prior
experiences included grant funding for eConsults from another source, prior experience with
telemedicine, and, in two of the sites, formation of accountable care organizations or the
development of other at-risk contracts, in which reductions in unnecessary specialist visits would
not lead to financial loss. However, in one site the costs in terms of potential lost revenue from
these avoided visits have “caused the accountants to raise a lot of red flags,” requiring the health
system chief financial officer’s agreement to subsidize the work.

The perceived need to improve specialist access, a key motivator for implementation,
varied across the sites. Two sites reported that the project met their needs in this area (at least
potentially), while the third site reported that specialist access is not a problem and that
participation in the project was motivated by intellectual interest.

3. How do the awardee and implementation sites make decisions about program-related
changes?

In order to make decisions about program-related changes, the CORE staff needed timely
data on implementation and utilization of the program components.

The awardee has developed a robust system for tracking and monitoring use of
eConsults, rates of conversion to referrals or eReferrals, and provider satisfaction. As part
of this system, the awardee has developed a site-level dashboard for displaying program data.
This allows staff at each of the implementation sites to track their use of eConsults and
eReferrals over time and to compare this information to similar data from other sites. All of the
sites that we visited reported regular use of the monitoring system to identify areas for potential
quality improvement. One site reported using these data to build a future business case for the
CORE program based on the number of specialty physician visits avoided through eConsults and
the potential cost of these visits. The awardee team from the Association of American Medical
Colleges also visited each of the implementing sites to assess progress and make suggestions for
implementation improvement. This process helped identify a problem with insufficient
leadership commitment in one site, which led to developing recommendations for addressing the
problem and then monitoring for the recommended changes.

10
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4. To what extent have the awardee and sites begun to plan for or implement payment
reforms?

The Association of American Medical Colleges created a template of the payment model,
which was structured as a shared savings approach. Currently, one of the Association of
American Medical Colleges’ partners—Dobson DaVanzo & Associates—is collecting data from
the sites to analyze the effect on downstream utilization and the overall return on investment for
an eConsult. These data will help to further refine the model. Sites have varied levels of
interaction with insurers about this intervention. One site is working directly with a self-insured
plan administrator, who is paying for the eConsults on a fee-for-service (FFS) basis. The
Association of American Medical Colleges will use those utilization data to further refine the
payment model. Other sites have had initial conversations with insurers to gauge their interest,
but they are waiting until volume increases and they have captured enough data before engaging
in discussions about payment reform.

D. Impact evaluability assessment

After reviewing information in program documents and from interviews with program staff,
we concluded that a rigorous impact analysis was feasible. We propose a robust difference-in-
differences design to estimate the impact of the Association of American Medical Colleges’
HCIA R2 award on beneficiaries of participating AMC primary care providers. Our analyses will
compare changes in outcomes for the beneficiary populations of participating AMCs to
beneficiaries of matched comparison AMCs. Because participation was chosen at the AMC
level, we propose to match the participating AMCs with nonparticipating comparison AMCs.
Specifically, we propose to pair each participating AMC with a nonparticipating AMC close in
geography, size, and experience in primary care-based initiatives (that is, accountable care
organizations or ACQOs). To identify the providers (primary care and specialists) associated with
comparison AMCs, we will obtain lists of National Provider Identifiers associated with the AMC
health systems through SK&A.

E. Next steps

We look forward to continuing to work with the Association of American Medical Colleges
for the remaining portion of the award period. Specifically, we will be working on both the
implementation and impact evaluations, as described below.

1. Implementation evaluation

During the next year, we will continue to review quarterly reports submitted by the awardee
to the implementation and monitoring contractor. In addition, we will conduct a virtual site visit
consisting of an intensive series of telephone calls with awardee leaders and program staff in the
summer of 2016. We will use these calls to follow up on key issues identified during the site visit
in the fall of 2015. Specifically, we will inquire about any recent changes to the program, obtain
feedback on the enrollment process, and update our understanding of the challenges to and
facilitators of implementing each program component. We will document our findings on these
topics in future reports.

11
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2. Impact evaluation

The next step in the impact analysis is to identify and pull claims data for all Medicare
beneficiaries seen by primary care practices of the five participating AMCs. We will identify
patients of the practices using claims data and compare this population to a finder file of
beneficiaries provided by the awardee, which will help us to validate and adjust the same
methodology for identifying patients at comparison AMCs.

We will then select comparison AMCs by matching to participating AMCs on simple
characteristics, such as the presence of ACOs or other shared savings plan arrangements, size,
and geography. The list of potential comparison AMCs is derived from a 1997 list of integrated
academic medical center hospitals and includes long-standing AMCs, such as the awardees, with
similar integrated hospital structures.? The comparison beneficiary populations will ultimately be
defined as all adult Medicare FFS patients seen by physicians at primary care practices of the
chosen comparison AMCs.

After attributing beneficiaries to the treatment and comparison groups, we will create the
variables necessary for the analysis, including outcome and explanatory variables, and compare
characteristics across those two groups to ensure sufficient comparability between the
populations. We will assess the need to conduct a propensity score analysis to match comparison
beneficiaries with those in the CORE AMCs and will estimate impacts. We will describe our
findings in future reports.

2 See https://www.aamc.org/download/372006/data/01-97 integrated academic_medical center hospitals.pdf.

12
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FINDINGS AT A GLANCE (September 1, 2014-October 22, 2015)

Successes

e  American College of Cardiology Foundation program leaders and vendors provided on-site
training and substantial implementation support to sites before the program was launched.

Challenges and strategies to address them

e Educational materials are not helping patients make decisions about their treatment, as
originally planned. The requirement that they return the patient education booklet and DVD to
the sites is leading some patients to refuse them. These materials are available only in English
and require patients to have a DVD player. To address these concerns, sites are considering
whether to give patients pre-paid self-addressed envelopes and asking the awardee to
translate the materials into Spanish.

e The extent to which sites were able to integrate the SMARTCare tools into their electronic
medical records (EMR) varied, depending on the functionality of each site’s EMR system. To
address this, sites had to work with their EMR vendors to determine the best way to
incorporate the tools while not adversely affecting work flows.

Lessons learned

e SMARTCare implementation is a complex task that requires technical support and a great deal
of staff involvement.

e  Visible support from local leaders was an important component of implementation success.

e  Flexible start-up periods allowed sites to launch as soon as they met the requirements for
implementation.

Note: This narrative describes the awardee’s implementation experience from the beginning of the
cooperative agreement through the end of our site visit on October 22, 2015. Unless otherwise
noted, enrollment data are current as of August 31, 2015, according to the awardee self-report
submitted to the implementation and monitoring contractor.

BACKGROUND ON THE HCIA R2 INITIATIVE AND EVALUATION

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) awarded
Round Two of the Health Care Innovation Awards (HCIA R2) as cooperative agreements to 39
organizations. These cooperative agreements extend from September 1, 2014, to August 31,
2017. CMMI selected organizations whose goals are to (1) reduce Medicare, Medicaid, and
Children’s Health Insurance Program (CHIP) costs in outpatient or post-acute settings;

(2) improve care for patients with special needs; (3) test new financial and clinical models for
specific provider types; and (4) improve the health of specific populations by enhancing patient
engagement and improving disease prevention, wellness, and comprehensive care. The 39
awardees target a diverse set of populations, operate across a wide range of organizations, and
have developed a large variety of delivery systems and payment models.
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CMMI selected Mathematica Policy Research and its partners to conduct an independent
evaluation of HCIA R2 programs. The goals of this evaluation are to assess the extent to which
the programs are transforming the delivery and financing of health care services and improving
the coordination, efficiency, and quality of care. At the end of each evaluation year, Mathematica
will submit an annual report. The purpose of the first annual report is to:

1. Describe the operational characteristics of each of the HCIA R2 programs

2. Summarize findings about each awardee’s early implementation experiences

3. Assess the facilitators of and barriers to each awardee’s success in implementing its
program during the first year of the award

One of the 39 HCIA R2 programs is Smarter Management and Resource Use for Today’s
Complex Cardiac Care (SMARTCare), which is being implemented by the American College of
Cardiology Foundation. In this document (referred to as a “narrative”), we examine this
program’s first year of implementation. It is one of 39 such narratives included in Volume |1 to
the first annual report on HCIA R2.

EARLY IMPLEMENTATION EXPERIENCE

The first year of the HCIA R2 evaluation has focused on developing a baseline
understanding of the American College of Cardiology’s SMARTCare program, including initial
implementation experience, initial challenges to and successes with enrollment, and the
engagement and participation of stakeholders such as partners and collaborating organizations.
This narrative presents findings from our analysis of qualitative data gathered through a review
of the awardee’s application; initial discussions with the awardee; key informant interviews
conducted during a recent visit to American College of Cardiology implementation sites; and a
review of American College of Cardiology reports submitted to the implementation and
monitoring contractor through August 31, 2015.

In addition to providing a general description of American College of Cardiology’s program,
this narrative addresses four questions:

1. How effectively has the program been implemented?

2.  What are the facilitators of and challenges to implementing the program, what strategies
have been developed to address those challenges, including the effectiveness of those
strategies?

3. How do the awardee and implementing sites make decisions about program-related
changes?

4. To what extent have the awardee and implementing sites begun to plan for or implement
payment reforms?
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We also provide a brief summary of American College of Cardiology’s impact evaluability
assessment and identify next steps in our evaluation.

A. Introduction

American College of Cardiology is implementing SMARTCare at nine clinical sites
throughout Wisconsin and Florida. The program focuses on providing clinical decision support
for managing stable ischemic heart disease (SIHD) to cardiologists and other clinical specialists
at the point of care, supporting shared decision making with the patient and enabling the use of
clinical registries to track and improve care. To meet these objectives, SMARTCare sites use five
related tools based on health information technology (health IT) (1) IndiGO, (2) FOCUS,

(3) ePRISM/eL.umen, (4) Tonic, and (5) patient education materials from Health Dialog. IndiGO
calculates and displays a personalized risk of an adverse event and suggests and prioritizes
approaches with the greatest potential to reduce that risk. FOCUS is a computerized decision-
support tool that incorporates participant-specific information to determine whether ordered
imaging meets appropriate use criteria and, if so, which test is most appropriate (and cost-
effective) for a specific participant. ePRISM produces a customized, patient-specific consent
form that provides participant education along with estimates of benefits and risks of
complications, which are tailored to each individual participant prior to invasive cardiac
catheterization or percutaneous coronary intervention (PCI). eLumen is an extension of ePRISM
that takes all the patient information populated in ePRISM and provides guidance to the
physician during the catheterization as a way to limit any complications. Tonic, a web-based
application that runs on an iPad, is used for a participant to consent to collection of his or her
health data and to track participant-reported outcomes going into and coming out of treatment.
Health Dialog provides additional participant education materials—such as a pamphlet
explaining stress chest discomfort—to inform and prepare participants for a more effective
dialogue with their physicians.

The decision support provided with these tools is aimed at reducing inappropriate use of
cardiac screening tests and procedures. It is intended to guide clinician decisions, from ordering
tests and procedures through performing procedures. The tools also provide customized patient-
specific estimates of risks and benefits of specific procedures along with multimedia tools,
including printed materials and an interactive DVD to support shared decision making. The
SMARTCare initiative requires that these tools work with multiple EMR systems across a
variety of organizational settings. For effective use, most clinical sites embed the tools within
their EMR so that they are readily available at the point of care, where physicians make
recommendations and participants make decisions.

We visited three clinical sites to collect detailed information on the program staffs’ and
other stakeholders’ experiences to date in implementing SMART Care and any changes made to
the program during implementation. We also sought information relating to common facilitators
of and barriers to implementation and any updates to the planned payment model.
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In the table below, we provide an overview of American College of Cardiology’s
SMARTCare program.

Table 1. American College of Cardiology: SMARTCare characteristics at a
glance

Program characteristic Description

Purpose The awardee focuses on changing clinician behavior by providing:

e Decision support tools at the point of care to assess treatment options for SIHD

e Participant education materials on specific treatment options

¢ Individually tailored risk and benefit information to support shared decision making
Components e Clinical decision support (primary)

e Shared decision making (primary)

e Health IT (secondary)
Target population The primary participants are Medicare beneficiaries who receive care at the awardee sites and

are being evaluated for SIHD. Participants covered by private insurance will also be eligible to
participate.

Theory of change/theory Improving risk communication and shared decision making between participants and cardiac
of action physicians will lead to optimizing medication and lifestyle programs for the greatest potential
impact on a participant’s risk factors.

Payment model Bundled payment, shared savings, value-based purchasing

Award amount $15,830,092

Launch date? 11/4/2014

Setting Provider-based: primary care physician (PCP), specialty care clinic, hospital, academic setting
Market area Rural, urban, suburban

Market location Florida, Wisconsin

Core outcomes e Decrease in the percentage of imaging tests that do not meet appropriate use criteria

e Decrease in the percentage of elective PCls that do not meet appropriate use criteria
o Decrease in the risk-adjusted bleeding complication rate for elective PCls

e Improvement in either the Seattle Angina Questionnaire score (patients with chest pain) or
the Heart Quality of Life score (patients without chest pain)

¢ Increase in adherence to coronary artery disease (CAD) treatment guidelines:

— Angiotensin-converting enzyme (ACE) inhibitor or angiotensin receptor blockers (ARB)
therapy prescribed for participants with (diabetes or left ventricular systolic dysfunction
[LVSD])

— Oral antiplatelet therapy prescribed for participants with CAD

— Aspirin or other antithrombotic prescribed for participants with acute myocardial infarction
(AMI), coronary artery bypass graft (CABG), PCI, or LVSD

— Lipid control prescribed for participants with CAD
— Beta blocker therapy prescribed for participants with CAD
— Tobacco use assessment and tobacco cessation counseling administered to participants

aAfter a planning period, the awardee’s program became operational as of this date.
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B. Methods

The evaluation team developed this narrative based on qualitative analyses of (1) the
awardee’s application; (2) self-reports submitted by American College of Cardiology to the
implementation and monitoring contractor that cover the first year of the cooperative agreement
(September 2014 to August 2015); and (3) data gathered during initial telephone discussions
with the awardee (on June 8, 2015, and June 18, 2015) and during visits to three implementing
sites (in October 2015). For our document review, we used a standardized tool to abstract key
data from the awardee’s application, the first four quarters of program documents, operational
plans, self-measurement and monitoring plans, program narratives, progress reports, and other
supplemental materials.

For the in-person visits, we chose three sites that would (1) represent a range in the extent to
which the sites had implemented the tools and (2) ensure that we had a mix of large academic
settings and smaller private practice settings. Our rationale was that the resulting mix of sites
would give us a broad understanding of the potential barriers to and facilitators of the
implementation of SMART Care (see Table 2).

Table 2. Characteristics of selected American College of Cardiology
implementation sites

Implementation

Site name Location Type stage Date of visit

Medical College of Milwaukee, WI Academic medical Early adopter October 7-9, 2015

Wisconsin center

Florida Medical Clinic  Land O’ Lakes, FL Private cardiology Mid-adopter October 14, 2015
practice

Heartwell Clinic Miami, FL Private cardiology Late adopter October 22, 2015
practice

For each visit, one or both of our implementation team members used semi-structured
protocols to interview site-level program staff and frontline users of the tools. After obtaining
consent from the interviewees, we audio-recorded and transcribed all interviews. One of the
implementation team members coded program components, research questions, and concepts
describing implementation experiences. We then extracted the coded text pertaining to the
research questions identified in Section C and analyzed it to (1) determine how effectively the
program was implemented (2) identify the facilitators of and challenges to using the tools for
clinical decision support and shared decision making. Our findings from this analysis are
presented in the next section.
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C. Findings
1. How effectively has the program been implemented?

At the time of our visits, the program director informed us that seven of the nine
implementation sites had launched the program. American College of Cardiology had originally
planned to implement SMART Care at 10 sites, but one site, Marshfield Clinic, was dropped in
October 2015 because the contracting process was taking longer than the usual three to four
months. This delay would have meant that by the time the site would have been ready to launch
the program, the first year of the cooperative agreement would have ended, so there would have
been less time for the program to effect change and less time for us collect data to assess the
effectiveness of the program across sites. In other sites, implementation was delayed because of
difficulties in (1) configuring EMR systems such that data could be transferred to various
SMARTCare tools and (2) incorporating these tools into current, site-specific work flows.
However, these delays did not affect our ability to collect data about implementation.

Sites that have launched are currently in varying stages of implementation. Some are
expanding the use of the tools to their community partners; others are expanding use to more
than one cardiologist. The program is being implemented as originally designed but sites made
specific changes in how they integrated the tools into their EMR based on their systems’
requirements or work flow needs. For example, one site has embedded links to the tools within
the EMR; another placed the SMARTCare tools in a stand-alone website outside of the EMR.

For the seven sites that have begun to enroll participants, Figure 1 displays the projected
enrollment and indirect enrollment by quarter. Enroliment in the SMART Care program is
triggered by use of the FOCUS decision support tool. This figure does not include enrollment for
sites that have yet to launch.

2. Facilitators and challenges to using health IT for clinical decision support and shared
decision making

The components of the SMARTCare intervention are closely linked because, through health
IT, they all provide both decision support for clinicians and support for shared decision making
by patients. Program leaders and site-level staff therefore experience these components as part of
an integrated program. In this section, we identify some of the key facilitators of and barriers to
implementing the SMARTCare health IT tools that underpin the program.
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Implementing multiple tools across a variety of EMR
platforms is a complex task that requires coordination
among different vendors, on-site technical support, and
commitment from organization leaders at the site level to
ensure sufficient resources. Awardee leaders coordinated
support from vendors of each of the SMARTCare tools to
facilitate implementation and worked closely with

“When you pull that number of products
together ... it's usually not this easy.
(ACCF) did a lot on the back end to
make this easier for the vendors.”

—Information technology support staff

designated quality managers at each site to identify potential problems and help with solutions.
The support provided through this process involved pulling together products from several
vendors, making sure that data was effectively shared across various platforms, and educating
local leaders and potential users on each tool. This support, along with ongoing monitoring of
progress, was seen by program staff at sites we visited as vital for ensuring successful

implementation of SMART Care.

Figure 1. Projected versus actual cumulative indirect participants served

through year 1
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Source: Data file from the implementation and monitoring contractor; first, second, third, and fourth program

quarters: September 2014-August 2015.

Notes:  Projected indirect participants served reflects the cumulative and unique number of individuals the awardee
estimated to ever be served in the program through August 2015. Indirect program participants refers to the
total number of unique participants for whom the awardee has provided assistance through support to
service providers from program launch through the fourth program quarter. American College of Cardiology

Foundation does not have direct program participants.
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Despite this extensive support from vendors and awardee leaders, the three sites we
visited had varying degrees of success when integrating SMART Care tools into existing
EMRs. Two sites were using the tools through their EMR platform. The third was successfully
using data in its EMR to populate key fields in the tools, but the tools were available only
through a web-based system that is separate from the EMR. All three sites had successfully
established electronic interfaces between their EMRs and the tools but data-sharing was not in
place to support all of the tools in at least one site. In the sites where tools were integrated into
the EMR, information technology support staff, provided by the larger health system or through
local expertise, worked closely with clinical champions to establish effective work flows.
However, at one of these sites, access to the tools by PCPs had been lost before we visited, and
even when the tools were available, they reportedly were not effectively integrated into clinical
work flow. At another site, the EMR did not allow for the triggering of external programs for
decision support at the moments when tests or procedures were being ordered, making
integration impossible. In this case, the participating clinician typically does not directly interact
with the FOCUS tool but relies on a paper-based form. Data are then entered into a web-based
application by practice staff, limiting the timeliness of the decision support information. At all
three sites, data mapping from EMRs to the SMARTCare applications was a complicated task
and occasionally required training physicians to enter data differently to ensure that structured
data was available for export.

Some characteristics of the SMARTCare intervention limited the implementation and
use of the tools. At two of the sites we visited, staff members reported that the patient consent
process required to enroll patients into the program was excessively time-consuming; at one of
these sites, the Spanish version of the consent form would erroneously reject all patients from
qualifying for SMARTCare. Staff were frustrated not only because the data-recording
requirements for SMART Care did not eliminate the data-recording and reporting requirements
related to the prior authorization once required for specific tests and procedures, but also because
the information entered into the tools was not saved automatically in the EMR. At one site, these
potential disruptions to the clinical work flow and the anticipated negative impact on clinical
productivity reportedly made it hard to persuade more physicians to participate. Patient
education materials intended to support shared decision making regarding catheterizations were
available in printed form and on an interactive DVD. However, site staff reported barriers to
using these materials, including resources not being available in Spanish, patients lacking DVD
players and preferring web-based information, and not having enough staff to track the return of
the materials from patients. To address these concerns, sites are considering whether to provide
patients with pre-addressed envelopes and are asking that materials be translated into Spanish.

We observed different levels of support for the program across the three sites. Senior
leaders at two of the sites were publicly invested in the success of the program, so they motivated
the staff and ensured that resources needed to support implementation were made available. The
third site is part of an accountable care organization, and senior leaders there were reportedly
more focused on reducing costs in other parts of the organization. At this third site, the local lead
was not convinced that SMARTCare would meet future demand from payers, including
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Medicare, for demonstrating the use of EMR-based decision support tools or for reducing the
ACO?’s costs.

3. How do the awardee and implementing sites make decisions about program-related
changes?

The leaders and frontline staff of all the HCIA R2 awardees need self-monitoring data in
order to gauge their program’s implementation and progress, and to make decisions about
changing the implementation process or the program itself. Sites are currently sending usage data
to American College of Cardiology, but we did not hear any reports of formal processes being in
place for monitoring or gathering feedback about usage. Nonetheless, the sites are developing
and using patient-tracking tools to ensure that patients are monitored throughout their contact
with the program. These reports do not appear to be used currently to inform any program-
related changes.

4. To what extent have the awardee and implementing sites begun to plan for or
implement payment reforms?

Before the start of SMARTCare, American College of Cardiology had already developed a
model bundled payment for SIHD in collaboration with members of the business community and
insurers in Wisconsin. In reviewing the proposed bundle, the stakeholders wanted evidence that
doctors and hospitals would actually use the SMARTCare tools. Now that the program is up and
running in all sites, American College of Cardiology is collecting data on utilization and cost to
inform the refinement of the payment model. The awardee is also working with several of the
Florida sites that have close relationships with the Florida Health Coalition (a business coalition
focused on health care quality improvement) and various insurers in the Florida market to further
refine the bundle. To help this process along, these sites are trying to determine their own cost
per episode of delivering care.

One challenge American College of Cardiology has encountered is that in discussions with
large insurers, insurance company leaders have concluded that their legacy billing systems
cannot process payment for the proposed bundle without substantial reprogramming, and they
believe that manually processing this payment would be a labor-intensive process. As a result,
American College of Cardiology partnered with outside vendors to operationalize the proposed
payment system and model the bundle by using software that could translate it into codes that the
insurers’ legacy systems would be able to process.

D. Impact evaluability assessment

Delayed and uneven implementation across and within the health systems and practices
participating in SMARTCare may limit our ability to conduct a rigorous analysis of the impact of
the initiative. We will seek additional information from the American College of Cardiology
about the present status and future expectations for implementation at each of the nine
participating health care systems or practices, including when the initiative began and the total
number of providers targeted for participation. We will use this information and Medicare data
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on program enrollees to assess the feasibility of a rigorous impact analysis. If such an analysis is
feasible, we are likely to recommend a difference-in-differences approach that isolates within-
provider changes in outcomes over time for providers practicing in health care systems or
practices participating in SMARTCare and compare these changes with those from an external,
matched comparison group of providers.

E. Next steps

We look forward to continuing to work with American College of Cardiology for the
remaining portion of the award period. Specifically, we will be working on both the
implementation and impact evaluations, as described below.

1. Implementation evaluation

During the next year, we will continue to review quarterly reports submitted by the awardee
to the implementation and monitoring contractor. In addition, we will conduct a virtual site visit
consisting of an intensive series of telephone calls with awardee leaders and program staff in the
summer of 2016. We will use these calls to follow up on key issues identified during the site visit
in the fall of 2015. Specifically, we will inquire about any recent changes to the program, obtain
feedback on the enrollment process, and update our understanding of the challenges to and
facilitators of implementing each program component. We will document our findings on these
topics in future reports.

2. Impact evaluation

We are determining what data we need from American College of Cardiology that is not
already included in the business associate agreement or memorandum of understanding, such as
tax identification numbers, national provider identifiers, and the date that the intervention began
at each of the nine systems or practices. In addition, we will arrange for the first data transfer
from the awardee. After we receive the first data transfer, we will match the enrollees to their
Medicare claims and evaluate their baseline characteristics. A key step at this stage will be to
develop a list of procedure and visit codes for patients who are evaluated for potential or known
stable ischemic heart disease (SIHD). At the same time, we will select potential comparison
health care systems or practices (or providers) using data from such sources as SK&A.* After we
select the matched comparison group of providers, we will identify patients of those providers
who have the requisite procedure and visit codes, which includes patients evaluated for both
potential and known SIHD.

1 SK&A is a health care data solutions firm that provides access to comprehensive databases of health care providers
and organizations.
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FINDINGS AT A GLANCE (September 1, 2014 - November 11, 2015)

Successes

By the end of Year 1 (August 31, 2015), Altarum Institute and its partners had trained 58 primary care
providers (PCPs) as part of the PCP training and technical assistance (TA) component of the
Michigan Caries Prevention Program (MCPP).

Altarum expanded its team to include 29 staff, including 14 new hires, by the end of Year 1.

Altarum and its partners engaged stakeholders in oral health care at the state and local levels to
collaborate on outreach activities and maximize efficiency of the MCPP operations. For example,
Altarum established a Physician Advisory Committee to consult on PCP engagement and extend the
reach of the MCPP.

To enhance physician recruitment, the MCPP team partnered with the University of Michigan Medical
School and Health System to develop a continuing medical education and maintenance of
certification program as an incentive for provider participation in PCP training and TA.

Challenges and strategies to address them

Organizational changes at the Michigan Department of Health and Human Services (DHHS), a key
partner in implementing and sustaining the MCPP, and confusion about the respective roles of
Altarum and the state delayed progress on the health information technology (IT) system and
payment model. Altarum and Michigan DHHS worked together to engage the appropriate
stakeholders within DHHS and build support for the MCPP.

The MCPP intends to facilitate communication between medical and dental providers through the
health IT system. Because the system is still under development, PCPs who are trained through the
MCPP “refer” patients by printing lists of dental providers. This temporary work-around does not
enable information exchange between medical and dental providers. Furthermore, the definition of
“referrals” is unclear, which may result in variation across trained sites. To address challenges such
as this one, the implementation team provides ongoing TA and meets regularly as a team to identify
solutions that can be deployed through training or follow-up TA.

Lessons learned

After initially casting a wide net to recruit PCPs for training and TA, Altarum realized that some of the
practices signing up for training were not located in areas with high concentrations of Medicaid
beneficiaries. To meet its goal of affecting over 1 million Medicaid beneficiaries, Altarum slowed
recruitment and shifted to targeted strategies focused on providers serving low-income populations.

Altarum and its partners aim to develop a health IT system that the state can use for oral health care
monitoring, which requires transfer to the state for sustainability. However, the value of the system
was not immediately clear to Michigan DHHS stakeholders. Ongoing efforts to both develop a tool
that can align with the state’s IT infrastructure and maintain the commitment of appropriate state
leaders will be important for achieving this goal.

The MCPP is attempting to address a large-scale public health problem by using both delivery
system interventions and broader public health strategies. As such, the MCPP has evolved to add
new components, such as school engagement, to address gaps in oral health care. However,
program leaders observed that managing the project’s scope while remaining focused on core
program outcomes will be a critical issue as the MCPP moves forward.

Note: This narrative describes the awardee’s implementation experience from the beginning of the
cooperative agreement through the end of our site visit on November 11, 2015. Unless otherwise noted,
enrollment data are current as of August 31, 2015, according to the awardee’ self-report submitted to the
implementation and monitoring contractor.
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BACKGROUND ON THE HCIA R2 INITIATIVE AND EVALUATION

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) awarded
Round Two of the Health Care Innovation Awards (HCIA R2) as cooperative agreements to 39
organizations. These cooperative agreements extend from September 1, 2014, to August 31,
2017. CMMI selected organizations whose goals are to (1) reduce Medicare, Medicaid, and
Children’s Health Insurance Program (CHIP) costs in outpatient or post-acute settings; (2)
improve care for patients with special needs; (3) test new financial and clinical models for
specific provider types; and (4) improve the health of specific populations by enhancing patient
engagement and improving disease prevention, wellness, and comprehensive care. The 39
awardees target a diverse set of populations, operate across a wide range of organizations, and
have developed a large variety of delivery system and payment models.

CMMI selected Mathematica Policy Research and its partners to conduct an independent
evaluation of the HCIA R2 programs. The goals of this evaluation are to assess the extent to
which the programs are transforming the delivery and financing of health care services and
improving the coordination, efficiency, and quality of care. At the end of each evaluation year,
Mathematica will submit an annual report. The purpose of the first annual report is to:

Describe the operational characteristics of each of the HCIA R2 programs

2. Summarize findings about each awardee’s early implementation experiences

3. Assess the facilitators of and barriers to each awardee’s success in implementing its
program during the first year of the award

One of the 39 HCIA R2 programs is the Michigan Caries Prevention Program (MCPP),
which is being implemented by the Altarum Institute. In this document (referred to as a
“narrative”), we examine this program’s first year of implementation. It is one of 39 such
narratives included in Volume 11 to the first annual report on HCIA R2.

EARLY IMPLEMENTATION EXPERIENCE

The first year of the HCIA R2 evaluation has focused on developing a baseline
understanding of the Altarum’s program, including initial implementation experiences, initial
challenges to and successes with enrollment, and the engagement and participation of
stakeholders such as partners and collaborating organizations. This narrative presents findings
from our analysis of qualitative data gathered through a review of the awardee’s application;
initial discussions with the awardee; key informant interviews conducted during a recent site
visit to Altarum, their partners, and two implementing sites; and a review of Altarum reports
submitted to the implementation and monitoring contractor through August 31, 2015.




ALTARUM INSTITUTE MATHEMATICA POLICY RESEARCH

In addition to providing a general description of the Altarum program, this narrative
addresses four questions:

1. How effectively has the program been implemented?

2.  What are the facilitators of and challenges to implementing the program, and what strategies
have been developed to address those challenges, including the effectiveness of those
strategies?

3. How do the awardee and implementing sites make decisions about program-related
changes?

4. To what extent have the awardee and implementing sites begun to plan for or implement
payment reforms?

We also provide a brief summary of Altarum’s impact evaluability assessment and identify
the next steps in our evaluation.

A. Introduction

Dental disease is one of the most prevalent chronic conditions among children and is a
persistent problem for very young children (birth to 3 years of age), particularly low-income
children.! The American Academy of Pediatrics (AAP) and the American Academy of Pediatric
Dentistry recommend that infants receive an oral health risk assessment by 6 months of age and
have a dental home by 12 months of age.? Clinical recommendations have encouraged primary
care clinicians, who play a central role in the health care of very young children, to conduct oral
health screening and apply fluoride varnish in the primary care setting. Recommendations
regarding the application of fluoride varnish have evolved from a focus on high-risk children to
all children, regardless of risk, at the age of primary tooth eruption through 5 years of age.® In
addition to these recommendations, the AAP added the application of fluoride varnish to the
periodicity schedule for well baby and well child visits in 2015. These recommendations are
intended to address a critical care gap in early childhood—that is, dental care—and encourage
the establishment of dental homes earlier in childhood than has historically occurred.

L Clark, M.B., and R.L. Slayton. “Fluoride Use in Caries Prevention in the Primary Care Setting.” Pediatrics, vol.
134, no. 3, 2014, pp. 626—633.

2 American Academy of Pediatric Dentistry. “Guideline on Infant Oral Health Care.” Clinical Practice Guidelines
Reference Manual, vol. 37, no. 6, 2014, pp. 146-150.

3In May 2014, the United States Preventive Services Task Force released a recommendation statement that primary
care providers apply fluoride varnish to the primary teeth of all infants and children when the teeth start to erupt
through age 5. See U.S. Preventive Services Task Force, “Dental Caries in Children from Birth Through Age 5
Years: Screening,” May 2014. Available at http://www.uspreventiveservicestaskforce.org/Page/Document/
UpdateSummaryFinal/dental-caries-in-children-from-birth-through-age-5-years-screening. Accessed December 16,
2015.



http://www.uspreventiveservicestaskforce.org/Page/Document/UpdateSummaryFinal/dental-caries-in-children-from-birth-through-age-5-years-screening

ALTARUM INSTITUTE MATHEMATICA POLICY RESEARCH

Altarum, a nonprofit health research organization, has partnered with Delta Dental, the
University of Michigan (UM) School of Dentistry, and the Michigan Department of Health and
Human Services (DHHS), to implement the MCPP. The MCPP is a multifaceted program to
improve access to preventive oral health care for Medicaid and Children’s Health Insurance
Program (CHIP) beneficiaries in the state. Formally launched on May 8, 2015,* the MCPP aims
to (1) expand access to preventive oral health services in the pediatric setting, (2) build capacity
in the dental safety net, and (3) integrate oral health care across primary care and dental settings.

The MCPP includes three components:

1. Education and training

- Training and technical assistance (TA) for pediatric primary care providers (PCPs) and
their office staff. This training covers (1) evidence-based standards of preventive oral
health care using the Smiles for Life® curriculum, (2) oral health screening, (3) referral to
dentists and establishment of dental home, (4) the application of fluoride varnish,

(5) patient and family education on oral health care, (6) processes for obtaining
Medicaid reimbursement for covered services, and (7) guidance on how to adapt the
intervention to the provider site. Participating providers are eligible to earn continuing
medical education (CME) and maintenance of certification (MOC) Part IV credits. After
deployment of the health information technology (IT) system, this component will
include training on the health IT system as well. Altarum provides ongoing TA for up to
seven months after the initial training for sites enrolled in the CME and MOC
performance and quality improvement activity and for up to four months for other sites.®

* The launch date was defined by Altarum and was recorded in documents submitted to the implementation and
monitoring contractor.

® Smiles for Life is a national oral health curriculum. Since 2008, Michigan Medicaid reimburses pediatric primary
care providers (including physicians and nurse practitioners) who receive certification for undergoing appropriate
training for conducting oral health screening and applying fluoride varnish for children up to 35 months of age. In
July 2012, the state required Smiles for Life certification for reimbursement for these services. The Smiles for Life
editor gave permission to Altarum to use the curriculum and to directly certify physicians and nurse practitioners
who complete the MCPP training in Smiles for Life. Altarum submits the certifications to the state Medicaid agency.
Doing so reduces the burden on the physician and nurse practitioner of having to obtain a certificate and submit
certification to Medicaid.

® The MCPP does not provide services directly to patients. Altarum estimates the number of indirect program
participants, or Michigan Medicaid and CHIP beneficiaries, based on the number of pediatric PCPs who participate
in the training and TA. When providers sign up for training, they estimate the number of their patients who are 3
years old and younger and who are 17 years old and younger—figures which become the basis for estimating the
number of indirect program participants.
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Educational outreach to dentists about evidence-based practices. Altarum and its partners
intend to conduct outreach to dentists to educate them on evidence-based practices and
to engage them in treating children with a high risk for dental disease. The team intends
to reach dentists through Delta Dental and key dental stakeholders, such as the Michigan
Dental Association, starting in Year 2.

Educational outreach to public health practitioners and dental hygienists in public health
settings. Altarum and its partners intend to train public health practitioners on referring
children to dentists and on educating parents about oral health care.” Altarum and its
partners also intend to conduct outreach to dental hygienists, who can provide dental
services in nonprofit settings without dental supervision under Michigan’s PA 161
program (a state program enabling dental hygienists to practice without dentists’
supervision in nonprofit settings).

2. Health IT system

Referred to as the Dental Public Health System (DPHS), the health IT system will
include a web-based and electronic medical record (EMR) interface to facilitate
documentation of preventive service provision and referrals and coordination between
pediatric PCPs and dental providers. The EMR module will also provide decision
support and include a screening tool for oral health risks. Altarum also intends for the
DPHS to serve as a quality monitoring tool for Michigan DHHS.

3. Patient and family engagement

Altarum and its partners are conducting outreach and educational efforts through
schools; early childhood education programs; and public health settings, such as
Women, Infants, and Children (WIC) clinics.

Altarum and its partners are creating a crowdsourcing website called SmileConnect that
connects users who post oral health needs (for example, for educational materials) with
users who can fulfill those needs.

Altarum and its partners are using broad-based dissemination strategies—including,
radio, television, an MCPP website, and social media—to build awareness of the
importance of oral health care among children from birth to 3 years old and to create
demand for oral health care.

" The Delta Dental Foundation is providing the initial funding for training Women, Infants, and Children (WIC)
providers. This funding is separate from the HCIA R2 funding. However, Altarum intends to continue engagement
of WIC providers as part of the HCIA R2 program. In addition, in April 2015, Altarum presented to the Michigan
Tribal Health Directors Association to establish the tribal organizations as another avenue for patient outreach,
education, and referral to appropriate services under the HCIA R2 program.
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The ultimate target population for the MCPP includes roughly 1 million Medicaid and CHIP
beneficiaries in Michigan who are 17 years old or younger. The majority of program activities
will focus on beneficiaries who are most likely to benefit from the program—that is, younger
children up to 5 years of age.® The program does not directly enroll patients, but rather trains
pediatric PCPs who treat the target population. Altarum aims to train 1,500 PCPs by the end of
the award.

Altarum and its partners expect the MCPP to (1) increase the proportion of low-income
children who receive preventive dental services by 60 percent, (2) reduce the incidence of dental
caries among low-income children by 30 percent, and (3) provide a net savings of $21.1 million
to the Centers for Medicare & Medicaid Services (CMS).® Other key characteristics of the
MCPP are described in Table 1.

B. Methods

The evaluation team developed this narrative based on analyses of (1) the awardee’s
application; (2) self-reports submitted by Altarum to the implementation and monitoring
contractor that cover the first year of the cooperative agreement (September 2014 to August
2015); and (3) data gathered during initial telephone discussions with the awardee and during our
site visits (which occurred on several dates between October 12, 2015, and November 11, 2015).
For our document review, we used a standardized tool to abstract key data from the awardee’s
application, the first four quarters of program documents, operational plans, self-measurement
and monitoring plans, program narratives, progress reports, and other supplemental materials.

All site visits were conducted in Michigan. We visited and interviewed program leaders at
Altarum in Ann Arbor, Michigan. We also visited and interviewed Altarum’s partners, including
Delta Dental in Okemos, Michigan; Michigan DHHS, in Lansing; and the UM School of
Dentistry in Ann Arbor. In addition, we visited two pediatric medical practices that received the
Smiles for Life training through the MCPP.% We initially selected three sites based on their
geographic characteristics (urban, suburban, and rural) and number of providers trained (ranging
from 1 to 21); however, one site declined to participate due to time constraints.

8 Altarum decided to focus on the youngest children after it originally applied for the award. The rationale was that
younger children may be more likely to see PCPs at well child visits and less likely than older children to have
developed dental caries.

9 Altarum lowered this goal from the $29.3 million stated in the initial application after CMS requested that the
payment model implementation savings that would have required additional waivers be removed.

10 \When we selected sites in September 2015, Altarum provided a list of 11 medical practices that participated in the
MCPP training.
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Table 1. Altarum: MCPP characteristics at a glance

Program characteristic Description

Purpose The Altarum Institute, a nonprofit health research organization, has partnered with Delta Dental, the
University of Michigan School of Dentistry, and the Michigan Department of Health and Human
Services (DHHS) to implement the Michigan Caries Prevention Program (MCPP), a new, multifaceted
program to improve preventive dental care for Medicaid and Children’s Health Insurance Program
(CHIP) beneficiaries in the state.

Components Education and TA (primary). The MCPP provides training and technical assistance to pediatric
primary care providers (PCPs) and their office staff that covers (1) evidence-based standards of
preventive oral health care using the Smiles for Life curriculum, (2) oral health screening, (3) referral to
dentists and establishment of dental home, (4) the application of fluoride varnish, (5) patient and family
education on oral health care, (6) processes for obtaining Medicaid reimbursement for covered
services, and (7) guidance on how to adapt the intervention to the provider site. The MCPP also plans
to conduct educational outreach to dentists, public health professionals, and dental hygienists on
evidence-based standards for preventive oral health care and patient and family education on oral
health care.

Health information technology (IT) (primary). MCPP is developing a health IT system that will assist
the medical provider in documenting preventive service provision, serve as a clinical decision support
tool to calculate and track patient risk, and facilitate referrals to an accepting dental provider.

Patient and family engagement (secondary). Altarum is using broad-based dissemination strategies
to reach parents, children, and other stakeholders about the MCPP and evidence-based guidelines for
oral health care through schools and early childhood organizations; public health settings (for example,
Women, Infants, and Children clinics); television and radio; an MCPP website; and social media.

Target population The ultimate target population for the MCPP encompasses roughly 1 million Medicaid and CHIP
beneficiaries in Michigan who are 17 years old or younger. The majority of program activities will focus
on beneficiaries who are most likely to benefit from the program—that is, younger children up to 5
years old.

Theory of change/theory  Altarum hypothesizes that if more children, particularly younger children and those at high risk of dental

of action disease, received preventive oral health care, the program would reduce the following: dental disease
in the target population, the number of Medicaid beneficiaries with dental caries, and the costs
associated with untreated dental caries. Altarum also hypothesizes that the program will improve
beneficiaries’ access to dental care by providing care in public health settings and by increasing
referrals from PCPs to dentists.

Payment model Value-based purchasing
The payment model, which is under development, is an incentive-based payment scheme that will
reward PCPs and dentists for achieving high performance on a set of quality metrics.

Award amount $9,383,762

Launch date® May 8, 2015

Setting Education and training. Pediatric provider clinics and medical centers, dental offices, and other public
health settings
Health IT. To be accessed in PCP and dental clinics and hosted by Altarum or Michigan DHHS

Patient and family engagement. Schools, early childhood education programs, public health settings,
radio, television, SmileConnect website, MCPP website, and social media throughout Michigan

Market area Primarily urban and rural, in areas with high proportions of low-income and Medicaid beneficiaries

Market location Michigan

Core outcomes e Increase the proportion of low-income children who receive preventive oral health care by 60
percent

e Reduce the proportion of Medicaid beneficiaries who have dental caries by 30 percent
e Provide a net savings to CMS of $21.1 million

aAfter a planning period, the awardee’s program became operational as of this date.
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A two-person team conducted the interviews using semi-structured protocols. After
obtaining consent from interviewees, we recorded audio from the interviews and later transcribed
the recordings. A team member received training; achieved interrater reliability on coding; and
applied codes to identify program components, research questions, and concepts describing the
implementation experiences. The team then extracted text pertaining to the research questions.
Using these extracts and information from the document review as necessary, the evaluation
team synthesized the material into this report on Altarum’s implementation experience.

C. Findings
1. How effectively has the program been implemented?

Altarum and Michigan DHHS encountered challenges finalizing partnership
agreements,! which was a significant barrier to implementation of the MCPP in Year 1. At
the time of the proposal, Altarum and the Michigan Department of Community Health agreed to
partner. However, in early 2015, the state merged the Michigan Department of Community
Health and the Michigan Department of Human Services to create Michigan DHHS, which
brought in and led to new leadership and lines of authority. Stakeholders within Michigan DHHS
were unclear of the state’s role in the MCPP, and as MCPP plans took shape, more Michigan
DHHS staff needed to be involved than initially planned.

These challenges led to delays in the start of the development of the health IT system
and payment models. The state’s involvement is critical for developing a health IT system that
aligns with the state’s IT infrastructure and
“What we're trying to do here is create a security requirements so that the system can be
dashboard, a data feed with a dashboard, of the transferred to and sustained by the state beyond
oral health measures that any point in time—not ;
just once a year—at any point in time they [the the HCIA R2 cooperative agreement.

Michigan DHHS DPHS users] can go in and they Furthermore, state Medicaid data are necessary
can see and they can drill that down into different to inform the pay-for-performance payment
communities and can drill down to provider model. Altarum leaders delayed the development
grga”'za“ons and they can better, hopefully, of the health IT system to ensure that the state
etter target their public health dollars. 7T
— Program leader | G20 USE and malntaln_tr_\e system long-term. For
example, Altarum originally planned to gather

data requirements for the quality monitoring component of the DPHS and to begin internal
testing of the referral component of the health IT system in February 2015 and May 2015,
respectively. The team delayed these activities until the fifth quarter. As of the November site
visits, the team had commenced these activities. The team had also started developing the tool to
integrate with one of the most common EMR products in Michigan. The team hoped to be able
to deploy the health IT system to earlier trained cohorts, although the target date for deployment

1 Altarum and Michigan DHHS finalized the Year 1 subcontract in May 2015. As of February 2016, Altarum and
the state were still negotiating the data use agreement (DUA).
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was unclear.'? Similarly, the relationship with Michigan DHHS affected development of the
payment model. The team planned a baseline analysis of the Medicaid data to inform the
payment model, which was originally slated to be completed by March 2015. However, due to
delays in finalizing a data use agreement (DUA) with the state, Altarum pushed the targeted
completion date to January 2016.

Altarum and the Michigan DHHS worked together to resolve these challenges by
building state support for the MCPP and securing buy-in from appropriate stakeholders
within Michigan DHHS. For example, the team worked to coordinate activities between the
state Medicaid agency and oral health program, engaged champions within Michigan DHHS to
advocate for the program, and highlighted the value of the health IT system as a quality
monitoring tool for oral health care—an important public health priority in the state. In addition,
the Altarum team briefed the new state Medicaid director on the program in October 2015.
Altarum and Michigan DHHS noted that they had made considerable progress toward resolving
these challenges and were optimistic about the partnership and shared activities planned for Year
2.

Despite these challenges, the MCPP achieved several successes in its first year. These
successes included (1) establishing the PCP training and TA program, (2) starting PCP
recruitment, (3) hiring program staff, (4) engaging key oral health stakeholders throughout
Michigan, and (5) launching a program website and social media outreach. Figure 1 presents the
number of indirect program participants by quarter during the first year. The MCPP does not
provide services directly to patients and so does not have direct program participants.
Specifically, in the first year of the award, Altarum completed the following activities:

e Altarum and its partners operationalized the pediatric PCP training and TA component,
including obtaining permission to use the Smiles for Life curriculum, adapting the
curriculum for the purposes of the MCPP, hiring and training staff who train providers in the
field, and building a joint-sponsored CME and MOC Part IV program with the University of
Michigan Medical School and Health System for meaningful participation in the training.*

2 The Q4 Operational Plan does not include an estimated date for deployment of the health IT system in the PCP
training or TA component.

13 To earn CME or MOC credits, participating providers have to demonstrate that they “meaningfully participated”
in the performance improvement activity—in this case, the MCPP interventions. A physician at the University of
Michigan Medical School, in partnership with Altarum, attests to whether or not providers have meaningfully
participated based on improvements in the provision of the targeted oral health care services from baseline through
the seven-month follow-up period.
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Altarum and its partners started to recruit PCPs through one-on-one relationships that the
team had previously established through Altarum’s role as the state’s regional extension
center (REC)* and through broad-based efforts, such as mailing flyers to pediatric practices.
As of the end of Year 1 (August 31, 2015), the MCPP had trained 58 PCPs (36 percent of its
target of 162 PCPs for Year 1).*> An additional 20 PCPs had signed up for training, while

over 90 more PCPs had expressed interest.

e Altarum’s team consisted of 29 individuals in various roles to carry out program
components, such as PCP recruitment and overseeing field staff who lead the provider
training. Several staff hired came with strong relationships in the industry, which facilitated
physician, school, and dental practice participation.

e InJanuary 2015, Altarum and its partners established the Physician Advisory Committee,
which includes representatives from the Michigan Oral
“By engaging stakeholders early, Health Coalition, the Michigan chapter of the AAP, the

sharing what we were doing, Michigan Primary Care Association, and other
emphasizing that we want to align and organizations

supplement them rather than duplicate,
it's been a really positive stakeholder e The MCPP launched a program-specific website
epenente for this state-level called Miteeth.org in February 2015 and started social

' media outreach through Twitter (@MI_Teeth) in May
2015.

— Program leader

1% The regional extension center is referred to as the Michigan Center for Effective IT Adoption, or M-CEITA.

15 Altarum provided the total number of trained PCPs by the end of Year 1 in an electronic message to the
Mathematica implementation lead in January 2016 and the Year 1 target for PCP training and TA in a phone
interview in May 2015.

10
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Figure 1. Projected versus actual cumulative indirect participants served
through year 1
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Source: Data file from the implementation and monitoring contractor; first, second, third, and fourth program quarters;
September 2014-August 2015.

Notes: Projected indirect participants served reflects the cumulative and unique number of individuals the awardee
estimated to ever be served in the program through August 2015. Indirect program participants refers to the total
number of unique participants for whom the awardee has provided assistance through support to service
providers from program launch through the fourth program quarter. Altarum Institute does not have direct program
participants.

Altarum also modified the MCPP design in several ways:

e Two changes were motivated by discussions with the Center for Medicare and Medicaid
Innovation (CMMI) that occurred before the program implementation began: (1) changing
the original plan to enroll patients as direct program participants to no direct recruitment or
enrollment of patients and (2) scaling back the payment model. The payment model
originally included performance-based incentive payments, contact capitation, and resource-
based relative value scale payments. However, because Altarum proposed to implement a
payment model within Medicaid that would require a Medicaid waiver, CMS directed

Altarum to develop and evaluate a payment

model plan that could be implemented withouta | ‘[The CME and MOC Part 1V joint
waiver sponsorship] is the single most valuable tool

that we have in our toolbox for recruitment. It
e  Altarum obtained approval for a CME and MOC will allow us to spend less money ultimately
. . . with marketing. . . . Without these incentives, it
Par't vV ngram,’ m, partnershlp with the would be much harder to sell for the field staff,
Unl\/_er3|ty of MIChIgaI’_] Heal'_[h System a_-nd_ especially when they're doing door-to-door
Medical School, as an incentive for pediatric recruitment.”

PCPs to participate in the Smiles for Life — Program leader

11
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training. As part of requirements for the program, participating practices have to submit
monitoring data for oral health screening, application of fluoride varnish, and referrals to a
dental home during the indicated well-child visits. Participating practices report their data at
baseline and at four and seven months post-training.

e MCPP leaders deliberately slowed enrollment of pediatric PCPs in the training and TA
component and shifted their recruitment strategies in summer 2015.%° Initially, Altarum used
recruitment strategies that could reach a wide audience and sought to train any provider who
volunteered for training. However, many of the providers volunteering for training were in
suburban practices in areas with low concentrations of Medicaid beneficiaries. Thus, MCPP
leaders changed recruitment strategies to focus on federally qualified health centers and
practices with high Medicaid populations. In addition, MCPP leaders were concerned that
practices trained prior to the release of the health IT system may be less likely to adopt the
technology, particularly if they have already earned CME or MOC Part IV credits.
Therefore, Altarum decided to slow PCP enrollment in Year 1 to enable the health IT
development process to catch up. Earlier cohorts of trained practices may have a chance to
receive training and TA on the health IT system before engagement between the MCPP and
providers has ended.

e Altarum added a new element of its outreach activities focused on the engagement of
schools and early childhood education programs to reach low-income children. Altarum

initiated the development of a web tool
SmileConnect] is because we were . . . trying to (SmileConnect), as the primary meCh.amsm for
create a safety net. In particular communities, school en_gagement' S_Iated to I_aunch m_ e_arly
there’s not the dental capacity there.” 2016, SmileConnect is a website to facilitate

— Program leader | the matching of identified needs for oral health
care education or services with resources to
meet those needs. This website is modeled after DonorsChoose.org. Like that site, it is
intended to be a vehicle for crowdsourcing, or eliciting resources from the public. For
example, the team envisions that teachers may post a need for oral health care curriculum,
which would be fulfilled by other users of the site, or public health organizations could post
a need for volunteer dental services, to which dental students who need public service hours
could respond.

“Part of the reason that we [added

16 Altarum expects to enroll enough PCPs in Years 2 and 3 to meet overall program enrollment projections.

12
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After receiving PCP training and TA, PCPs and office managers were ready to
implement the intervention. PCPs and office _ — ) _
managers in both sites we visited described the "We're kind of injecting [the MCPP interventions]

. . . . . . into the visit. At first, | was thinking, ‘Oh, it's
training as helping their practices to implementan | o510 o take more time.’ But it's not getting us

intervention that fits into their medical model. backed up. . . . The invested time and effort you
However, one site champion'’ noted that, although | make goes a long way in preventing these kids
the training emphasizes referral to dentists, the from coming back in three years needing a

definition of “referrals” was less clear. At both physical for his first sedation procedure because
' he’s getting dental work. . . . That’s the whole

sites, staff described referring patients and families | st of pediatrics—it's preventive care.”

to dentists in a process that is analogous to __Site team member
referrals to specialists, although one site noted a
lack of existing coordination between medical and dental providers. In addition to the challenges
regarding referrals, one site described the need for a demonstration showing how to physically
apply the fluoride varnish on patients’ teeth, which was viewed as a missing component of the
training. Despite these concerns, both sites said they had a contact person on the MCPP team to
ask follow-up questions as needed.

2.  What are the facilitators of and challenges to implementing the program, and what
strategies have been developed to address those challenges (by component), including
the effectiveness of those strategies?

a. Primary component: education and training

The MCPP includes education and training to pediatric PCPs and medical practices, dentists,
and public health professionals.

To carry out the PCP training and TA component, Altarum staff recruit PCPs by (1)
leveraging existing connections between Altarum and medical practices, (2) encouraging
members of the Physician Advisory Committee to recruit their colleagues, (3) engaging
stakeholder groups, (4) cold-calling medical practices, and (5) conducting other outreach such as
sending mailers and attending conferences. As of fall 2015, Altarum had six implementation
specialists, who were geographically dispersed throughout the southern portion of the Lower
Peninsula in order to recruit and provide training and TA locally. Altarum will continue to add
staff, particularly to expand the program’s reach into northern Michigan, including the Upper
Peninsula. However, MCPP leaders noted that expansion of field staff would require careful
planning because northern Michigan is less densely populated than areas where they have
deployed field staff. Altarum and the UM School of Dentistry developed the training curriculum.
The UM team trains new field staff, while Altarum’s TA lead attends new team members’ initial
trainings to confirm fidelity to the curriculum.

7 Altarum requires participating practices to identify an on-site oral health champion who can spearhead the site’s
efforts to incorporate the MCPP interventions.

13
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Certain factors specific to the MCPP team act as facilitators of or barriers to effective

implementation of this component:

Altarum is leveraging previous relationships with medical practices (formed when
Altarum acted as the state’s REC) in recruiting providers to the MCPP, which can
facilitate enrollment of providers in the training and TA component. For example, both
sites that participated in the site visits worked with Altarum on obtaining meaningful use
certification. One site representative indicated that this previous experience with Altarum
was one of the reasons the practice signed up for the MCPP training. Altarum has developed
a multifaceted recruitment strategy—including, the addition of the CME and MOC Part IV
program and creation of a Physician Advisory Committee, which is intended to provide a
network of physician program champions.

Program leaders do not require implementation specialists to have a dental
background but rather seek candidates with a background in quality improvement.
Not requiring a dental background for the implementation specialists allows for a wider pool
of candidates. However, without a dental background, these staff are dependent upon the
UM dental team to answer technical or clinical questions. As of fall 2015, UM was working
on building a database of standard questions and answers to assist field staff in providing
speedy, technically accurate responses.

A geographically dispersed field staff facilitates implementation of the training and TA
component. Having staff cover designated portions of the state reduces travel time and
enables staff in the field to gain familiarity with their participating sites and the local
contexts—which enables the deployment of additional TA as needed.

Finding implementation specialists with an appropriate skill mix who reside in target
geographic areas has been a challenge. Although the staffing model facilitates the
provision of training and TA, Altarum noted challenges in recruiting implementation
specialists and hired staff at a slower rate than anticipated in Year 1. Moving forward,
program leaders expect to continue adding staff to meet the demand for training. They noted
that they have a considerable number of applicants and also rely on their team’s current
connections to recruit the appropriate staff.

14
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Factors in the broader environment may also influence the implementation of the pediatric

provider education and TA component:

The lack of existing coordination between PCPs and dentists is a challenge. MCPP
leaders described gaps in linkages between PCPs

and dentists that are in part due to differences in | «gayed into that connectivity is this thought of
the orientation of the disciplines and the nature electronic health record: the pediatrician
of the dental industry, which is primarily knowing that the child did get to a dental home,
composed of individual practices. Program the d_entgl home _connecting to the pediatrician,
leaders described the dental community as being | Passing information back and forth about the

) .- ; . child. In today’s world, there’s little to no
less mtegrated, less familiar with qua“ty connectivity between a pediatrician and a
measurement, and less knowledgeable about dentist. There might be a referral, thank you,
health IT adoption than the medical community. and that's kind of the end of it.”
In their view, the MCPP will encourage the — Program leader

dental community to engage in behaviors that are
potentially new or less familiar, such as coordination with PCPs. Because making referrals
to dentists is a key element of the PCP training and TA component, the existing lack of
coordination between the two types of providers and the absence of health IT tools to
facilitate their coordination are barriers the MCPP will need to overcome. To address this
issue, training includes providing a list of dental providers in the area who accept Medicaid.
Eventually, the DPHS should facilitate referrals by accessing a real-time database of dental
providers.

Gaps in access to dental providers may persist. The expansion of Healthy Kids Dental,
Michigan Medicaid’s enhanced dental benefit program, to the last three counties®® in
Michigan as of October 2015 should reduce gaps in access related to lack of acceptance of
Medicaid among dentists. Nonetheless, gaps may persist in the availability of enough
dentists to meet the demand and in dentists’ willingness to treat patients from birth to 3
years old. As of October 2015, Altarum partnered with the Michigan Dental Association to
field a member survey about dentists’ willingness to treat younger patients; as of November
2015, the team did not have survey results. Information from this survey will be used to
inform the strategies for engaging dentists. In addition, the MCPP team plans to leverage
communication about the expansion of Healthy Kids Dental to raise awareness among
dentists about the MCPP and the potential influx of referrals.

18 1n 2000, Michigan Medicaid enhanced dental coverage for Medicaid beneficiaries through the Healthy Kids
Dental program under a Medicaid waiver. Healthy Kids Dental functions in a way that is more analogous to
commercial insurance and has higher reimbursement rates than traditional Medicaid fee-for-service coverage. This
program started with 22 counties and expanded on a gradual basis through October 2015 to the remaining 61
counties. By October 2014, Healthy Kids Dental covered 80 Michigan counties; in October 2015, Michigan
Medicaid expanded Healthy Kids Dental to the last three counties (Kent, Oakland, and Wayne), accounting for
nearly 400,000 low-income children.

15
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e The 2015 AAP periodicity schedule adds the application of fluoride varnish at regular
intervals between 6 months and 5 years of age, and oral health screening and referral
to dental homes between 6 months and 6 years of age.'® Program leaders and the staff at
the sites we visited indicated that the inclusion of these services in the AAP periodicity
schedule will facilitate providers’ adoption of the MCPP intervention. The team emphasizes
this change in its messaging to providers.

e Medicaid reimbursement for fluoride varnish application and oral health screening is
both a facilitator and a barrier. The MCPP training makes use of the Michigan Medicaid
policy that physicians and nurse practitioners who receive Smiles for Life certification can
receive Medicaid reimbursement for the application of fluoride varnish and oral health
screening—which may be part of the provider incentive for participation.?® However, MCPP
leaders noted that the Michigan Medicaid program’s reimbursement rates for these services
are low compared with other states and commercial insurers, which raises questions about
its strength as an incentive. In addition, implementing sites reported denials of claims for
reimbursement from Medicaid managed care organizations (MCOs), even though the MCOs
are supposed to align with state Medicaid policy. As a short-term work-around, providers
can submit claims through the Michigan Medicaid fee-for-service system (Community
Health Automated Medicaid Processing System, or CHAMPS) for reimbursement. Altarum
field staff have incorporated this process into the training. Adding the CME and MOC Part
IV credits is another solution the team has identified to increase provider participation.

Several factors specific to participating sites, including site characteristics and patient
population, influence the education and TA component of the MCPP.

e Asite’s organizational commitment to preventive health services as well as a history of
) ) — participation in quality improvement
“Our staff is very cooperative and very wiling o | efforts facilitate participation and adoption
do [the MCPP intervention]. That will help. The . . S

of the MCPP intervention. Participating

challenging part will be, of course, the time, any i o . X )
barriers with the flow, or if we have a very busy sites indicated that an organizational history

clinic, because it varies.” of quality improvement and a culture that is
— Implementing site champion | receptive to change are key implementation
facilitators.

e Having a committed, on-site oral health champion also facilitates implementation.
MCPP program leaders require implementing sites to identify an oral health champion who
can encourage implementation of the intervention and lead data collection to monitor the
implementation. The team does not specify which level of staff is most appropriate for the

19 Application of the fluoride varnish is recommended every three to six months between 6 months and 5 years of
age.

20 Most states reimburse PCPs for the application of fluoride varnish, and a subset of states reimburses for oral
health screening. However, the types of professionals, target age groups, frequency of services eligible for
reimbursement, and training requirements vary across states.
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role. Sites have selected office managers and physicians as champions. Regardless of the
level, the oral health champion plays a critical role in implementing the intervention.

e Structural issues related to workflow, the time dedicated to appointments, and the
extent to which the site can modify the EMR to facilitate billing for oral health services
can facilitate or inhibit implementation. Providers who went through the training
underscored the pressure of completing a well child visit within a reasonable amount of
time. Oral health is only one of many issues to cover with parents. One site with 15-minute
appointment blocks observed that clinics with shorter appointment windows may face
greater time constraints in implementing the MCPP intervention.

e Patient population characteristics may pose barriers to implementation. Both sites
visited described challenges posed by the complexity of patients’ medical issues as a
potential barrier because oral health is one of many areas to address. In addition, serving
high Medicaid populations means that many patients face barriers to access related to
transportation and other challenges with keeping their appointments.

In addition to the PCP training and TA component, Altarum and its partners intend to
conduct educational outreach to dentists and public health professionals, such as WIC providers,
in Years 2 and 3. To engage dentists, Altarum and its partners are using existing connections to
dentists, for example through Delta Dental. They also plan to establish a new dental advisory
committee in Year 2.

As of fall 2015, these activities were just getting under way, but the MCPP leaders
anticipated several facilitators of and barriers to engaging dentists. The expansion of Healthy
Kids Dental to areas with high-need populations should facilitate MCPP implementation by
increasing the number of dental providers who

participate in Medic_aid. Altema_tively, the team “We focused on physicians and rolling this out,
speculated that dentists may resist the MCPP due and so that was the first step. And now we're
to three factors: (1) dentists may have concerns building this pipeline. We're getting the message

going to the families, and now it's the dental

about PCPs performing dental services, T
providers.

(2) dentists may have concerns related to being
held accountable through quality measurement
and pay-for-performance (initiatives that are less
familiar to dentists), and (3) some dentists do not typically treat patients under 3 years of age.
However, one MCPP leader indicated that the MCPP is a referral source for dentists—resulting
in new patients—and hypothesized that dentists would quickly get on board. To address these
anticipated challenges, the team intends to (1) convene dental stakeholders through the dental
advisory committee, (2) conduct outreach about the MCPP program and evidence-based
guidelines, and (3) elicit input from dentists on the development of the DPHS.

— MCPP staff

Similarly, the MCPP team had begun conversations with key stakeholders, such as the
Michigan WIC agency and the Michigan Tribal Health Directors Association, to initiate its
outreach to public health professionals in nontraditional settings. The MCPP team anticipated
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that the challenges related to conducting outreach in these contexts would be highly dependent
upon characteristics of local chapters or agencies. However, the team has attempted to address
these potential challenges through early engagement of state and tribal leaders.

b. Primary component: health IT

As with the education and training component, the health IT component is affected by
factors specific to the MCPP team and program design, as well as factors in the broader
environment.

e Changes at Michigan DHHS and challenges in engaging the right stakeholders within
the state to begin conversations about the DPHS delayed the development of the health
IT system and the finalization of the partners’ DUA. Engagement of key players at the
state who value the DPHS is important for the sustainability of the health IT system beyond
the award period. However, changes at Michigan DHHS and lack of clarity about the state’s
role in the MCPP created challenges in initiating the development of the health IT system.
To address this challenge, Altarum and Michigan DHHS team members worked together to
engage the right internal stakeholders to ensure that the system is built to accommodate the
state’s infrastructure and needs so that it can be transitioned to state ownership in the future.

e Altarum’s team of developers has experience developing the Michigan Care
Improvement Registry (MCIR)? and developing tools for EMR products, which can
facilitate Altarum’s development of the DPHS. Drawing on the MCIR experience, the
team understands the process that is required to develop a system that is transferrable to the
state. Furthermore, the team intends to take a staged approach to developing the DPHS. The
team will first develop a tool to interface with a familiar EMR product, then expand to other
EMR products used among pediatric providers in Michigan.

e The MCPP identified a web-based solution for providers who do not have an EMR or
who use an EMR for which the DPHS is not adapted; however, this solution is taking
time to roll out. The team plans to use the State of Michigan Single Sign-On (SSO), a web
resource that pediatric providers visit regularly to access the MCIR. The SSO will function
as an entry point for users to access the DPHS via the web. Although this web interface
expands the accessibility of the tool, challenges with state requirements for user
authentication to access the state SSO and with adding dentists who do not currently access
the SSO will take time to resolve, according to program leaders.

c. Secondary component: Patient and family engagement

The MCPP team’s patient and family engagement strategies are multifaceted. They include
(1) stakeholder engagement; (2) development of strategies to engage schools and early childhood

2L The MCIR collects immunization information for children and is accessible to authorized users, such as health
care providers. It provides up-to-date immunization information for health care organizations, schools, child care
programs, pharmacies, and Michigan residents.
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programs, including the creation of the SmileConnect website; and (3) broad-based
dissemination strategies such as development of a website (Mlteeth.org), use of social media
(through Twitter), and radio and television public service announcements.

Two external factors appear to influence patient and family engagement. First, a well-
established network of oral health care advocacy organizations exists at the state and local levels.
The MCPP team has built its outreach efforts on existing collaborations among these
organizations. Second, fragmentation of schools and Head Start programs has made it difficult to
use schools as an arena for outreach to children and parents. The MCPP staff have focused initial
efforts on using the SmileConnect website as a tool to link needs for oral health care education
and preventive services to educational resources and dental services. In addition, the staff sends
monthly newsletters to Head Start teachers throughout the state and has established a relationship
with the Michigan Head Start Organization and Head Start Collaboration Office to integrate oral
health curriculum into Head Start programming.

3. How do the awardee and implementing sites make decisions about program-related
changes?

Altarum and its partners took three key steps to | think that [screening, fluoride
varnish, and patient and family

gather information that would help make needed changes | ¢g,cation] have to go together for you

in the project’s first year. to really see a change in health in

these children. | mean, each
First, they contracted with two pediatric practices to component in itself will be effective,
serve as pilot sites. As a result of these contracts, the two b]‘jft at'! threAe ;Oget*_‘t?r \rI:IOL:;:d bt‘; m?re
practices are committed to (1) providing data to monitor | £ co'Ve: AN SO, LS hard withou
. . . . having pilot sites to really monitor that
the provision of ora! heal?h screening a_nd fluoride over time, which is why the pilot part of
varnish and (2) participating in site visits and weekly the program was so important.”

calls with the MCPP implementation team. — MCPP program leader

Second, Altarum administered a pre-post
“That's been really nice—to be able to identify training survey for PCPs. This survey captures
barriers that are within the practice, if they practices’ current oral health care procedures and
communlcate_that ce through the surveys. . .. providers’ comfort levels with applying fluoride
So werre continually trying to learn and varnish. It also asks respondents about barriers to
improve during this process. That way, . | tati tstandi fi
everybody's kind of talking to each other about | IMPlementation, concerns, or outstanding questions.
what we're seeing.” Altarum structures custom measures based on these

— MCPP staff member data.

Third, as part of the CME and MOC Part IV program, Altarum asks participating providers
to submit aggregate chart data on the provision of oral health screening, application of fluoride
varnish, and referral to a dental home. Practices provide baseline data (one month prior to
training) and then follow-up data at four and seven months after training. Altarum plans to
compare the CME and MOC Part IV data with the Medicaid data to assess the consistency
between these two data sets in terms of their rates of oral health risk screening and application of
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fluoride varnish. This comparison may help estimate the magnitude of any potential under billing
of Medicaid for these services.

In addition to the pilot sites and surveys, team meetings provide opportunities for identifying
ways to improve the program. The implementation team meets weekly as a group, monthly with
the physician engagement lead to discuss trends in the CME and MOC Part IV data, and monthly
with the internal quality improvement analysts to discuss their survey analysis. These meetings
are forums to review participant feedback and identify opportunities to improve the training and
TA component.

Feedback from trained PCP sites, particularly the pilot sites, has refined the PCP training
and TA. For example, one issue that was identified through the pilot sites is the lack of billing
codes in EMRs. Without a link between the EMR and billing and a systematic way to document
provision of the services (for example, through a checkbox), providers may not receive
reimbursement for services and key monitoring data may not be readily extractable. Thus, the
implementation specialists now work with the participating sites on workflow and making sure
there are processes in place to facilitate reimbursement. Another issue identified through the pilot
sites was asking providers to give caregivers one of three oral health care information sheets
based on the child’s particular characteristics. The pilot sites found that three separate sheets
were difficult to manage. In response, the MCPP leadership team was working on developing a
single information sheet.

After discussions with CMMI, Altarum changed from direct enrollment of patients to direct
enrollment of providers and scaled back its payment model. Additionally, CMMI has influenced
the design and implementation of the MCPP—for example, by supporting the development of
SmileConnect.

4. To what extent have the awardee

“We've really thought of doing something that would be . . .
y o J o and implementing sites begun to plan

successful and small and not too cumbersome to

implement, but something that would also facilitate for or implement payment reforms?
sustainability for our program. That would really be a pay-

for-performance model that would focus on physicians Altarum proposed a pay-for-

who see children zero to three on Medicaid and who performance model focused on core

would provide fluoride varnish and oral health screening.
On the dentist side, it would be pay for performance for outcome program measures for both

- - 22
dentists who see children zero to three on Medicaid.” medlca_l and dental prOVIderS- . The MCPP
— MCPP team member | t€@m views the model as a particularly
important tool for incentivizing dental

22 For PCPs, covered services include oral health screenings and fluoride varnish applications provided to Medicaid
beneficiaries under 3 years of age. The measure set includes application of fluoride varnish in a medical setting and
completion of an oral evaluation in a medical setting. For dental providers, the measure set includes dental exams
for 1-year-olds and preventive oral health services for Medicaid beneficiaries under the age of 3. These services
include application of fluoride varnish in a dental setting and completion of an oral evaluation in a dental setting.
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providers to accept children from birth to 3 years old and to coordinate care with medical
providers.

The team made progress toward writing technical specifications for those measures, but as
of fall 2015 had not yet obtained relevant Medicaid data to move forward. Outstanding issues
include establishing the incentive amount, baseline performance, and a performance or
achievement threshold or target. Due to delays in finalizing a DUA with the state, Altarum had
yet to receive Medicaid data that could help establish baseline performance distributions that
could inform the achievement target. As an interim work-around to be able to keep moving
forward on efforts to inform the performance targets, Altarum intended to use Medicaid data
obtained through the Research Data Assistance Center (ResDAC). Altarum’s longer term
solution remains obtaining Michigan Medicaid data.

Altarum had not yet engaged the
physician Advisory Committee or other “What it's really going to come to is if you're going to do a

. . payment model, you got to make sure it's going to cover
medlcal Or_dental prOVIder stakeholders peoples’ cost and it's got to be attractive enough for their time.”
in developing the payment model.

. — MCPP leader
Some members of the MCPP leadership

team indicated that the relative delay in integrating quality measurement into dental services may
make pay for performance a hard sell among dentists. Others see this model as an opportunity to
incentivize desired behaviors among dentists.

Altarum plans to partner with Michigan DHHS and potentially a commercial health care
insurer to implement the payment model, but had not formally reached out to commercial
insurers as of October 2015. Although Michigan DHHS is committed to helping the MCPP, its
role in developing the payment model has not yet been finalized. Furthermore, because some
commercial payers reimburse medical providers for oral health screening and the application of
fluoride varnish at rates higher than Medicaid, Altarum believes commercial insurers may have
an interest in the MCPP. Altarum plans to engage the largest commercial payer in the state.

D. Impact evaluability assessment

After reviewing information in program documents and from interviews with MCPP staff,
we concluded that a rigorous impact analysis was feasible. We are pursuing a difference-in-
differences design that compares a treatment group composed of Michigan Medicaid and CHIP
beneficiaries attributed to pediatric primary care practices that have been trained by the MCPP
and a comparison group made up of Medicaid and CHIP beneficiaries who receive primary care
services from a non-treatment group practices. We anticipate having sufficient (80 percent)
statistical power to detect effects of smaller than 10 percent for all core outcome measures.

E. Next steps

We look forward to continuing to work with Altarum and its partners for the remaining
portion of the award period. Specifically, we will be working on both the implementation and
impact evaluations, as described below.
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1. Implementation evaluation

During the next year, we will continue to review quarterly reports submitted by the awardee
to the implementation and monitoring contractor. In addition, we will conduct a virtual site visit
consisting of an intensive series of telephone calls with awardee leaders and program staff in the
summer of 2016. We will use these calls to follow up on key issues identified during the site visit
in the fall of 2015. Specifically, we will inquire about any recent changes to the program, obtain
feedback on the enrollment process, and update our understanding of the challenges to and
facilitators of implementing each program component. We will document our findings on these
topics in future reports.

2. Impact evaluation

The next steps in the impact analysis include identifying all Medicaid and CHIP
beneficiaries in the treatment group and constructing a viable comparison group composed of
beneficiaries who are not currently attributed to a participating provider. As of February 2016,
we were in the process of finalizing our business associate agreement (BAA) and a memorandum
of understanding (MOU) with Altarum (which we expect to be finalized and signed by both
parties in March 2016). After executing the BAA and MOU, we will work with Altarum to
obtain medical and dental enrollment, claims, and encounter data. Upon construction of a viable
comparison group, we can proceed with propensity score matching on key observable baseline
characteristics between treatment and comparison beneficiaries to maximize similarity between
groups. The difference-in-differences method provides an estimate of the mean program impact
for treatment beneficiaries. We will produce initial impact estimates, depending upon data
availability, for the first one to two quarters of program operations, after specifying medical and
dental outcome and explanatory variables. We will describe our findings in future reports.
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FINDINGS AT A GLANCE (September 1, 2014-September 18, 2015)

Successes

e From the executive leadership to the coaches who work directly with youth, staff across all
levels are engaged in the Coaching and Comprehensive Health Supports (COACHES) program
and share a common commitment to its success.

e The program enrolled 116 participants in the first program year, just shy of the target of 126.

e Coaches reported that they have successfully engaged youth in the program and that youth are
taking additional responsibility for their health and social service needs.

Challenges and strategies to address them

e  Department of Family and Child Services (DFCS) caseworkers—potential referral sources for
the program and important partners for improving service coordination—have not interacted with
the COACHES program as anticipated. This has persisted over the first program year despite
Amerigroup’s and Families First's numerous attempts to educate DFCS staff about the program
and meet with them to discuss it.

e  The COACHES program initially faced challenges enrolling youth. Amerigroup and Families
First overcame this barrier by expanding the program’s eligibility criteria and shifting their
enrollment strategy to encourage youth to self-refer to the program (instead of relying on
referrals from DFCS staff).

e Youth who will soon transition out of foster care, the target population for the COACHES
program, can be difficult to actively engage. To encourage engagement, coaches underscore
two unique features of the program during recruitment events and meetings with youth:
COACHES is voluntary and youth-driven.

Lessons learned

e  The voluntary and participant-driven nature of the COACHES program helped encourage youth
to enroll and stay in the program.

e  Competing priorities limited the engagement of some potential program partners, which, in turn,
hindered coaches’ ability to support care coordination.

e  COACHES staff found that maintaining a flexible approach while implementing the COACHES
program allowed them to address implementation challenges as they emerged.

Note: This narrative describes the awardee’s implementation experience from the beginning of the
cooperative agreement through the end of our site visit on September 18, 2015. Unless otherwise
noted, the enroliment data are current as of August 31, 2015, according to the awardee’s self-report
submitted to the implementation and monitoring contractor.

BACKGROUND ON THE HCIA R2 INITIATIVE AND EVALUATION

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) awarded
the Round Two of the Health Care Innovation Awards (HCIA R2) as cooperative agreements to
39 organizations. These cooperative agreements extend from September 1, 2014, to August 31,
2017. CMMI selected organizations whose goals are to (1) reduce Medicare, Medicaid, and
Children’s Health Insurance Program (CHIP) costs in outpatient or post-acute settings;

(2) improve care for patients with special needs; (3) test new financial and clinical models for
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specific provider types; and (4) improve the health of specific populations by enhancing patient
engagement and improving disease prevention, wellness, and comprehensive care. The 39
awardees target a diverse set of populations, operate across a wide range of organizations, and
have developed a large variety of delivery system and payment models.

CMMI selected Mathematica Policy Research and its partners to conduct an independent
evaluation of the HCIA R2 programs. The goals of this evaluation are to assess the extent to
which the programs are transforming the delivery and financing of health care services and
improving the coordination, efficiency, and quality of care. At the end of each evaluation year,
Mathematica will submit an annual report. The purpose of the first annual report is to:

Describe the operational characteristics of each of the HCIA R2 programs

2. Summarize findings about each awardee’s early implementation experiences

3. Assess the facilitators of and barriers to each awardee’s success in implementing its
program during the first year of the award

One of the 39 HCIA R2 programs is the Coaching and Comprehensive Health Supports
(COACHES) program, which is being implemented by Amerigroup and its partner Families
First. In this document (referred to as a “narrative”), we examine this program’s first year of
implementation. It is one of 39 such narratives included in VVolume 11 to the first annual report on
HCIA R2.

EARLY IMPLEMENTATION EXPERIENCE

The first year of the HCIA R2 evaluation has focused on developing a baseline
understanding of Amerigroup’s COACHES program, including initial implementation
experiences, initial challenges to and successes with enroliment, and the engagement and
participation of stakeholders such as partners and collaborating organizations. This narrative
presents findings from our analysis of qualitative data gathered through a review of the
awardee’s application, initial discussions with the awardee, and key informant interviews
conducted during a recent site visit to Amerigroup. We also reviewed Amerigroup’s reports
submitted to the implementation and monitoring contractor through August 31, 2015. In addition
to providing a general description of Amerigroup’s program, this report addresses four questions:

1. How effectively has the program been implemented?

2. What are the facilitators of and challenges to implementing the program, and what strategies
have been developed to address those challenges, including the effectiveness of those
strategies?

How does the awardee make decisions about program-related changes?
To what extent has the awardee begun to plan for or implement payment reforms?
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We also provide a brief summary of Amerigroup’s impact evaluability assessment and
identify the next steps in our evaluation.

A. Introduction

Amerigroup, the sole Medicaid managed care provider for Georgia’s foster care program,
received an HCIA R2 cooperative agreement to implement the COACHES program. Through
COACHES, Amerigroup and its partner, Families First, are providing intensive coaching
services for youths who are about to transition out of foster care. Amerigroup and Families First
intend to improve the youths’ understanding of the health care and social service systems and to
increase their ability to independently navigate these systems. The COACHES program is
employing three primary program components to achieve these goals: (1) patient and family
engagement, (2) care management services, and (3) outpatient care coordination. Amerigroup
and Families First see all three components as being interrelated and critical to the success of the
program. Amerigroup hypothesizes that foster care youths who work closely with a coach will
better understand what services they need and how to access them. The knowledge gained from
this relationship, in turn, will result in better health and social outcomes and lower costs. Other
key characteristics of Amerigroup’s program are noted in Table 1.

B. Methods

The evaluation team developed this narrative based on qualitative analyses of (1) the
awardee’s application, (2) self-reports submitted by Amerigroup to the implementation and
monitoring contractor that cover the first year of the cooperative agreement (September 2014 to
August 2015), and (3) qualitative data gathered during initial telephone discussions with the
awardee and our site visit to the COACHES program from September 16 through 18, 2015. For
our document review, we used a standardized tool to abstract key data from the application, the
first four quarters of program documents, operational plans, self-measurement and monitoring
plans, program narratives, progress reports, and other supplemental materials.

During our site visit, we interviewed program leaders at Amerigroup and Families First,
program coaches, and program stakeholders—including staff members at group homes,
independent living programs (ILP), and Department of Family and Child Services (DFCS)
county offices. We visited program coaches and other stakeholders in metropolitan Atlanta and
Macon, Georgia—the two geographic areas in which the COACHES program was fully
operational at the time of our visit.
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Table 1. Amerigroup: COACHES characteristics at a glance

Program characteristic Description

Purpose The COACHES program connects youths who are about to transition out of foster care with
a coach who teaches them to access, coordinate, and manage health and social services
independently.

Components e Patient and family engagement (primary)

e Care management services (primary)

« Outpatient care coordination (primary)
Target population Youths who have the following characteristics:

e In foster care for 12 months or longer?

e 17 1to 20 years old

e Documented history of behavioral health needs

¢ Reside in participating counties
Theory of change/theory of  Amerigroup hypothesizes that youths who work closely with a coach will better understand
action what services they need and how to access them. The knowledge gained from this

relationship, in turn, will result in better health and social outcomes and lower costs.
Payment model e Amerigroup is currently providing bundled payments to Families First.

e Amerigroup plans to transition to a value-based purchasing arrangement to cover
services provided under the COACHES program over the course of the cooperative

agreement.
Award amount $5,833,492
Launch date® 3/1/2015
Setting e Community-based

e Home-based

Market area e Rural
e Urban
e Suburban

Market location Georgia (Bartow, Bibb, Carroll, Cherokee, Clayton, Cobb, Dawson, DeKalb, Douglas,
Fayette, Forsyth, Fulton, Gwinnett, Hall, Henry, Muscogee, Paulding, and Rockdale
counties)

Core outcomes ¢ Improved health literacy and ability to navigate the health care system

e Increased use of primary care and preventive services

¢ Improved educational attainment and increased employment

e Improved connections to peer and adult social supports

e Improved life skills (including renting an apartment and household budgeting)
¢ Increased knowledge of legal and juvenile justice systems

o Decreased overall cost of care for high-risk foster care youth

aAmerigroup initially targeted only youths in foster care who resided in group homes. Through two waves of eligibility
expansions, Amerigroup opened the program to youths who are enrolled in an ILP or who reside with foster families.

bAfter a planning period, the awardee’s program became operational as of this date.
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A two-person team conducted the interviews using semi-structured protocols. After
obtaining consent from interviewees, we recorded audio from the interviews and later transcribed
the recordings. A team member received training; achieved interrater reliability on coding; and
applied codes to identify the program components, research questions, and concepts that describe
the implementation experiences. The team then extracted text pertaining to the research
questions. Using these extracts and information from the document review, the evaluation team
synthesized the material into this report on Amerigroup’s implementation experience.

C. Findings
1. How effectively has the program been implemented?

Despite initial challenges, implementation of the COACHES program went reasonably
smoothly during the first year. In particular, coaches appear to be successfully engaging youths
in the program and helping them manage and take responsibility for accessing needed services.
However, as discussed below, coaches continue to face challenges helping youths coordinate
outpatient health care and social services due, in part, to the limited engagement of DFCS
caseworkers with the program.

Strong team cohesion and the flexibility of COACHES staff facilitated program
implementation. Members of the

COACHES staff—from the coaches to the | < believe we all want the same outcome for the program.
executive leaders at both Amerigroup and We're all trying to reach the same goal and we want the
Families First—Dbelieve strongly in the program to succeed. . . . | believe that if we're not getting

the results that we want, we revamp and try something
else. | feel like everybody has the same goal: to actually
help the youth.”

program’s potential benefits and appear
committed to its success. Moreover, staff
at all levels described the goals of the
program and the key strategies employed — Program coach
by the program in the same way. In
addition, Amerigroup and Families First are very open to adapting the program as needed to help
ensure its success. This flexibility has helped the program overcome several early challenges.

Most notably, the COACHES program overcame initial recruitment barriers and
enrolled close to the targeted number of participants during the first program year
(Figure 1). To reach the enrollment target, Amerigroup and Families First shifted their
participant recruitment strategy and expanded their eligibility criteria. Initially, Amerigroup and
Families First anticipated receiving a large number of referrals from DFCS staff. However, due
in part to competing demands, DFCS caseworkers were largely unengaged with the project and
have referred far fewer youths to the program than Amerigroup anticipated. As a result,
Amerigroup and Families First started to advertise the COACHES program directly to potential
participants during events and meetings attended by foster care youths. The COACHES program
has found this shift in strategy to be very effective; approximately 60 percent of COACHES
participants in the first year self-referred to the program.
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In addition to easing the recruitment challenges, Amerigroup’s eligibility expansions
allowed the program to reach additional youths whom DFCS stakeholders indicated could
benefit from the program. Initially, only youths who resided in a group home within a six-
county area were eligible to participate. The COACHES program was first expanded to serve
ILP-enrolled youths, then youths in 11 additional counties, and finally youths living with foster
families. As of November 2015, Amerigroup had proposed further geographic expansions and
was waiting for the Centers for Medicare & Medicaid Services (CMS) to approve those changes.

Figure 1. Projected versus actual cumulative indirect participants served
through year 1
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Source: Data file from the implementation and monitoring contractor; first, second, third, and fourth program quarters;
September 2014-August 2015.

Note: Projected indirect participants served reflects the cumulative and unique number of individuals the awardee
estimated to ever be served in the program through August 2015. Indirect program participants refers to the total
number of unique participants for whom the awardee has provided assistance through support to service
providers from program launch through the fourth program quarter. Amerigroup does not have direct program
participants.
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2.  What are the facilitators of and challenges to implementing the program, and what
strategies have been developed to address those challenges (by component), including
the effectiveness of those strategies?

a. Primary component: patient and family engagement

Program staff at Amerigroup and Families First, as well as other stakeholders who
work with foster care youths, identified the youth-directed nature of COACHES as the
most innovative component of the

program. Unlike many other programs for | «we have an opportunity to dialog with young people in a

foster care youths, participation in way that’s not normally done. We are giving them the
COACHES is voluntary. That means the advocacy skills and empowerment to make decisions for
youths determine the frequency with themselves. . . . If you want to change an outcome, you

. . . have to change the process. . . . [This program is exciting]
which they meet with their coaches and because | know that some of the seeds that we're planting

the focus of their work together. Through and some of the skills that youth are building are really

their meetings, coaches educate youths going to impact them lifelong. Just knowing that | get to be
about the health care and social services a part of something that is new and innovative [is very
systems, help them build life skills, and exciting]."

support them as they advocate for their

own needs. The success that Amerigroup
and Families First have had with this component is illustrated by the large number of youths who
self-referred to the COACHES program, as well as the program’s reportedly high retention rate.*

— Program coach

Several factors facilitated the coaches’ ability to engage youths in the program and to
encourage them to take more responsibility for their health and social service needs. First,
COACHES staff and DFCS stakeholders indicated that the fact that the program is youth-
directed motivates foster care youths—who often live highly scheduled and managed lives—to
actively engage with the program. Second, DFCS stakeholders reported that coaches’ excitement
about and commitment to the program is evident to the youths who, in turn, became enthusiastic
about and invested in the program. Third, prior to working with the youths, coaches receive
about 100 hours of in-person training on evidence-based strategies, including techniques for
motivational interviewing and tools based on the Transition to Independence Process Model.
Most coaches indicated that these trainings were extremely useful—providing them with the
skills needed to encourage participants to take control of their service needs without explicitly
directing them how to do so.

! During our site visits, COACHES staff reported a high retention rate in the program but did not provide data on the
reasons for discharge. Following the period of performance for this report, Amerigroup provided additional details
on discharges in self-reports it submitted to the implementation and monitoring contractor on performance between
September and November 2015. Of the 30 youth who had been discharged from the program, 19 were no longer
eligible for services (15 elected to leave the foster care program and 4 were no longer in the program catchment
area).
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Although universally viewed as a program strength, the youth-directed nature of the
program also gives rise to several barriers.

Most commonly, COACHES staff indicated that retention in the program can be
challenging because young adults often elect to leave the foster care program when they
turn 18. When they exit foster care, they are no longer eligible for the COACHES program or
for other health, education, and employment supports available through foster care. To
discourage their disenroliment, coaches educate participants on the benefits of remaining in care.
Several COACHES staff felt expanding the program’s eligibility criteria to include youth ages
15 or 16 would provide them more time to discourage disenrollment. Amerigroup’s initial HCIA
R2 application included this population but, following CMS’s application review and
negotiations process, Amerigroup narrowed its focus to older youth who typically have less
programming available.

Coaches also indicated that giving youth increasing responsibility for scheduling and
remembering their own appointments gave rise to several challenges. For instance, many
participants are either frequently late to meetings with their coaches or they miss the meetings
entirely. To address this, coaches are trying different strategies to help them to manage their time
more effectively. One coach started showing participants how to use the calendar feature on their
cell phones to remind them about upcoming appointments.

Moreover, participants often preferred to meet with their coaches after normal working
hours or on weekends. Program leaders recognized that this demanding schedule—as well as the
emotional strain of working with a high-needs population—could be taxing for their staff. As a
result, coaches can adjust their hours (for example, come in late or take off a weekday) if they
work outside normal business hours. In addition, coaches’ supervisors stress self-care and peer-
to-peer support during supervisory meetings. In our interviews, coaches lauded this flexibility
and support and indicated that it contributed to their job dedication.

b. Primary component: care management

The care management and youth engagement components of the COACHES program
are closely interrelated. Coaches are not responsible for managing health and social services for
participants but they are charged with

“We're not holding your hand, we're not doing the helping participants manage them. When a
[program] course for you, but we can kind of guide you youth participant first enrolls in the
through. Even if you do still step on a land mine, we can program, a coach completes a series of

uide you through so that you can still finish successfully.” . .
guigey 9 Y Y standardized psychosocial and trauma

—program coach | assessments to better understand his or her
strengths and needs. The youth and coach
then work together to develop a plan that lays out the steps that the youth can take to meet
medical, educational, and social goals. The initial coaching skills plan can take several weeks to
develop. Participants receive a copy of the plan and work with their coach to implement and
update it.
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Many of the same factors that facilitated youth engagement in the program, including
staff devotion and staff training in motivational interviewing, also facilitated the
development of coaching skills plans. Coaches also indicated that the psychosocial assessments
they complete with the youths help them to understand participants’ needs and to build rapport
with them. Additionally, coaches reported that technology facilitates assessment completion and
skills plan development. Each coach has a tablet computer in order to complete electronic
assessments, review assessment results, and update coaching skills plans while in the field.

Still, some coaches reported that it was difficult to encourage participants to develop
comprehensive skills plans and maintain the program’s youth-directed orientation. In
addition to the coaching skills plan, participants in the COACHES program have at least one
service plan (and often several) developed by other providers, such as a DFCS caseworker, a
group home staff member, or a school counselor. Although these plans are reportedly more
prescriptive and developed with less youth involvement than the coaching skills plans,
COACHES staff indicated that the plans address important service needs and goals. Ideally, the
coaching skills plan should include youth-directed strategies for addressing goals identified by
the youth as well as by their service providers. Although some COACHES indicated that they
draw on their training to encourage participants to develop comprehensive plans, others
described being more prescriptive with participants. Some coaches also said that some of the
youths’ plans remain incomplete because they are working toward goals in one service area
(such as employment) and have not yet developed plans for reaching goals in other areas.

c. Primary component: outpatient care coordination

The COACHES program is intended to help youths coordinate the services they
receive from various medical and behavioral health providers, child service agencies, and
community organizations. To do so, coaches aim to meet regularly with the youths, their
service providers, and informal supports (such as religious leaders or family members). The
COACHES program initially intended to establish its own meetings. However, to avoid
duplicating services, COACHES staff decided to coordinate with DFCS staff to attend DFCS-
established family team meetings. To encourage collaboration, COACHES leaders frequently
reach out to various service providers to educate them on the program, seek their feedback on
implementation, and encourage their involvement in care coordination.

However, despite ongoing outreach efforts, DFCS caseworkers have generally not
engaged with the program. Although
COACHES and DFCS leaders reportedly “We try to make sure that we're not contradicting a plan
have a collaborative relationship, frontline \t/C:tr: :Heagg/ﬂr F}L?]zes éogt[hpgtif;%it]i”ghVaC;UCtQLf?)f;d(;i*f‘ﬁ;ult
coaches have faced Slgmflcant challenges to do. It iFs)pone (?fthose barrierz that .comes up when you
coordinating with DFCS caseworkers. As can't get in touch with the [DFCS] caseworkers.”

a result, the coaches have attended only a
few family team meetings for a handful of — Program coach
enrolled youths. Program staff speculated

that the challenging and taxing nature of DFCS caseworkers’ daily jobs limits their capacity to
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actively engage with the COACHES program. As a result, coaches have had few opportunities to
help participants coordinate their service plans across multiple agencies and settings. In most
cases, the coaches have simply shared the coaching skills plans with other service providers
without having the opportunity to discuss them. Moving forward, COACHES leaders will
continue to hold information sessions and meetings for DFCS caseworkers in hopes of increasing
their participation.

Although cross-agency care coordination has been limited, the coaches have developed
collaborative relationships with a few providers. In general, COACHES have successfully
engaged Amerigroup care coordinators, who are assigned to all youths in foster care to help them
understand their health insurance benefits and connect them with health care providers. Together,
the COACHES and Amerigroup care coordinators, help support participants as they work toward
health-related goals. In addition, the coaches have a positive working relationship with some
group home and ILP program staff. In particular, child services staff in rural areas have been
excited to work with the COACHES program because, compared with Atlanta, few supports for
foster care youths exist in rural areas. The coaches highlighted several benefits of working
closely with other providers. For example, the coaches have encouraged some group home staff
(who normally manage all appointments for residents) to allow participants more freedom to
manage their own service needs.

3. How does the awardee make decisions about program-related changes?

Families First used its electronic record system, CarelLogic, to collect a considerable
amount of data on program implementation during the first program year. During the first
few months of the program, Families First evaluation staff adapted the system to ease data entry
and report production. Coaches use the system to record a range of information on their
interactions with participants including the frequency of meetings, the types of assessments
completed, and the number and type of participant referrals to community-based services. In
addition, youths also routinely complete program satisfaction surveys and assessments to
measure outcomes, including changes in life skills, health literacy, and mental health.

COACHES leaders use this information to assess participants’ needs, the extent to which
coaches complete assessments and develop coaching skills plans in a timely manner, as well as
to identify coaches’ additional training needs. However, program data were not regularly
provided to the coaches or their supervisors. Instead, quality improvement efforts in the first
program year were fairly informal and largely consisted of monthly check-in meetings between
coaches and their supervisors. Coaches valued these meetings as an opportunity to receive
guidance on their work with participants and to provide feedback on the program to their
supervisors. Coaches uniformly felt that program leaders were interested in their feedback on the
program and that they implemented suggested changes—such as strategies to improve
recruitment efforts—when feasible.

Similarly, the COACHES program leaders used meetings with group home, ILP, and
DFCS staff to gain stakeholder feedback on the program. Most stakeholders interviewed

10
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knew whom to contact if they had an issue with program implementation and felt that program
leaders would be responsive to their concerns. For example, Amerigroup’s decision to expand
the program’s eligibility criteria to include ILP-enrolled youth was a direct result of stakeholder
feedback on which youths would most benefit from the program. (The group home, ILP
program, and other DFCS staff interviewed during our site visit were generally more engaged
with the program than stakeholders who did not respond to requests for interviews.)

Moving forward, COACHES leaders expect to implement more formal quality monitoring
and reporting processes. For example, they may provide coaches or their supervisors with
feedback reports that draw on CareLogic data. In addition, program leaders may start directly
observing coaches’ interactions with the youths to assess program fidelity and identify coaches’
additional training needs. Moreover, COACHES leaders plan to start using Medicaid claims data
to assess program outcomes and guide program adaptations during the program’s second year.

4. To what extent has the awardee begun to plan for or implement payment reforms?

Amerigroup is currently providing bundled payments to Families First for services provided
under the COACHES program. Amerigroup indicated that it needs additional information on
how the program is impacting cost and quality prior to refining the payment methodology.
Amerigroup expects to start assessing program outcomes in late 2015 or early 2016. The refined
payment arrangement may include incentive payments, through which Families First would
share in the savings realized under the program if the organization achieves the desired health
and social service improvements.

Amerigroup’s intent is that the payment model developed by the end of the three-year
project period will be actuarially sound—making the COACHES program marketable to child
service agencies following the cooperative agreement period. However, Amerigroup may face
challenges demonstrating impacts from the COACHES implementation, especially in regard to
health care quality improvement or cost savings. Thus far, many of the participants have self-
referred to the program. Coaches indicated that many participants are relatively high functioning
and, moreover, are mostly focused on goals that are not health-related. As a result, program
benefits, if realized, may accrue to child service agencies other than Medicaid. Therefore,
Amerigroup leaders are considering seeking long-term financial support from multiple agencies,
including Medicaid and DFCS.

D. Impact evaluability assessment

After reviewing Amerigroup’s self-reports and conducting interviews with program staff, we
concluded that a rigorous impact analysis of binary outcomes (for example, the likelihood of
emergency department or primary care visits) may be feasible. If Amerigroup is able to enroll
300 participants—more than half of the eligible population—we will have sufficient statistical
power to be able to detect effects of 20 percent for binary variables. However, even if
Amerigroup reaches the recruitment goal of 720 youths, we will not have significant power to
detect effects for any continuous outcomes (such as number of hospitalizations and associated
Ccosts).

11
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E. Next steps

We look forward to continuing to work with Amerigroup for the remaining portion of the
award period. Specifically, we will be working on both the implementation and impact
evaluations, as described below.

1. Implementation evaluation

During the next year, we will continue to review quarterly reports submitted by the awardee
to the implementation and monitoring contractor. In addition, we will conduct a virtual site visit
consisting of an intensive series of telephone calls with awardee leaders and program staff in the
summer of 2016. We will use these calls to follow up on key issues identified during the site visit
in the fall of 2015. Specifically, we will inquire about any recent changes to the program, obtain
feedback on the enrollment process, and update our understanding of the challenges to and
facilitators of implementing each program component. We will document our findings on these
topics in future reports.

2. Impact evaluation

The next steps in the impact analysis include executing a business associate agreement and
memorandum of understanding with Amerigroup. We will also discuss with Amerigroup
whether it is possible to obtain data from other states. Then we will identify all Medicaid
beneficiaries in the treatment group and construct a comparison group comprised of foster care
youths in other states in which Amerigroup operates (such as Texas or Maryland)—and possibly
in states where Amerigroup does not operate. We will produce initial impact estimates,
depending upon data availability, after creating our outcome and explanatory variables. We will
describe progress in obtaining data for Georgia, and possibly other states, as well as our impact
findings in future reports.

12
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FINDINGS AT A GLANCE (September 1, 2014-September 11, 2015)

Successes

e elongTermCare (eLTC) leaders achieved their target of 30 long-term care facilities
participating in the eLTC program after successfully installing mobile tele-health carts in each
facility and resolving initial issues with poor Internet connectivity.

e Facility staff believe that the eLTC program is improving resident care by providing more timely,
geriatric-focused care.

Challenges and strategies to address them

e Physician resistance to ceding their role in resident care reduces the likelihood that facilities will
use eLTC services. eLTC leaders are investing more time in meeting with reluctant physicians,
both in person and over the telephone. Primary care physicians (PCP) are often more willing to
try eLTC’ s urgent care services rather than other services, since the former can reduce
facilities’ after-hours calls to PCPs and the need for PCPs to travel to facilities or send
residents to the emergency department (ED). Once PCPs have tried eLTC urgent care
services, they are then more willing to try eLTC’s more comprehensive transitional care
coordination service.

e The ingrained habits of the staff of long-term care facilities and the staff's fear of new
technology have limited eLTC use and have been difficult to change. eLTC is making facility
staff more comfortable with the equipment and tele-health visits by retraining staff and
conducting more transitional care tele-health visits. Some facility administrators have
encouraged staff to make greater use of eLTC services.

Lessons learned

¢ Identifying residents most likely to benefit from eLTC transitional care coordination visits
requires consideration of several factors as well as further study.

e A higher-than-expected turnover rate in facility leaders has required eLTC to develop and
execute a more formal and polished onboarding process for facilities, necessitating clear
communication with all stakeholders regarding processes and expectations.

Note: This narrative describes the awardee’s implementation experience from the beginning of the
cooperative agreement through the end of our site visit on September 11, 2015. Unless otherwise
noted, enrollment data are current as of August 31, 2015, according to the awardee self-report
submitted to the implementation and monitoring contractor.

BACKGROUND ON THE HCIA R2 INITIATIVE AND EVALUATION

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) awarded
Round Two of the Health Care Innovation Awards (HCIA R2) as cooperative agreements to
39 organizations. These cooperative agreements extend from September 1, 2014 to August 31,
2017. CMMI selected organizations whose goals are to (1) reduce Medicare, Medicaid, and
Children’s Health Insurance Program (CHIP) costs in outpatient or post-acute settings;
(2) improve care for patients with special needs; (3) test new financial and clinical models for
specific provider types; and (4) improve the health of specific populations by enhancing patient
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engagement and improving disease prevention, wellness, and comprehensive care. The 39
awardees target a diverse set of populations, operate across a wide range of organizations, and
have developed a large variety of delivery system and payment models.

CMMI selected Mathematica Policy Research and its partners to conduct an independent
evaluation of HCIA R2 programs. The goals of this evaluation are to assess the extent to which
the programs are transforming the delivery and financing of health care services and improving
the coordination, efficiency, and quality of care. At the end of each evaluation year, Mathematica
will submit an annual report. The purpose of the first annual report is to:

1. Describe the operational characteristics of each of the HCIA R2 programs

2. Summarize findings about each awardee’s early implementation experiences

3. Assess the facilitators of and barriers to each awardee’s success in implementing its
program during the first year of the award

One of the 39 HCIA R2 programs is the eLongTermCare (eLTC) program, which is being
implemented by Avera Health. In this document (referred to as a “narrative”), we examine this
program’s first year of implementation. It is one of 39 such narratives included in Volume 11 to
the first annual report on HCIA R2.

EARLY IMPLEMENTATION EXPERIENCE

The first year of the HCIA R2 evaluation has focused on developing a baseline
understanding of Avera’s eLTC program, including initial implementation experiences, initial
challenges to and successes with enrollment, and the engagement and participation of
stakeholders such as partners and collaborating organizations. In this narrative, we present
findings from our analysis of qualitative data gathered through a review of the awardee’s
application; initial discussions with the awardee; key informant interviews conducted during a
site visit from September 8 to 11, 2015, with eLTC leaders and three implementing sites; and a
review of Avera reports submitted to the implementation and monitoring contractor through
August 31, 2015.

In addition to providing a general description of Avera’s eLTC program, we address four
questions in this narrative:
1. How effectively has the program been implemented?

2.  What are the facilitators of and challenges to implementing the program, and what strategies
have been developed to address those challenges, including the effectiveness of those
strategies?

How does the awardee make decisions about program-related changes?

4. To what extent have the awardee and implementing sites begun to plan for or implement
payment reforms?
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We also provide a brief summary of Avera’s impact evaluability assessment and identify
next steps in the evaluation.

A. Introduction

Avera, a nonprofit integrated health system, is implementing the eLTC program under its
HCIA R2 cooperative agreement (Table 1). Avera consists of regional hospitals, critical care
centers, and long-term care facilities across the Upper Midwest. Avera is partnering with the
Evangelical Lutheran Good Samaritan Society, the largest nonprofit provider of senior care
services in the country, and Golden Living Centers, a senior-focused health care company, to
provide training and patient care services through a virtual, multidisciplinary, geriatric team for
the staff and residents of 30 long-term care facilities across lowa, Minnesota, Nebraska, and
South Dakota. (In this document, we refer to the program under the HCIA R2 award and its
leaders as eLTC and to the relevant long-term care facility residents as participants in the eLTC
program.) Individuals admitted to or residing in any of the participating facilities are considered
to be enrolled, although they are able to decline services. All enrolled participants are considered
to be indirect participants because all facility staff who interact with residents receive training
under the HCIA R2 award. However, some of the indirect participants are also considered to be
direct participants because they receive tele-health services not covered under Medicare policy
(for example, participants residing in urban areas or those in rural areas receiving more than one
tele-health visit per month) and therefore receive eLTC services funded directly by the HCIA R2
award.?

The program launched on November 1, 2014. eLTC leaders hypothesized that by relying on
a geriatrician-led team to provide virtual health care services to residents of long-term care
facilities and improving staff training, the program would better meet participants’ medical needs
and, in turn, reduce total costs, hospitalizations, and emergency department (ED) visits. For
program participants at the 30 facilities, eLTC aims to reduce the following by August 2017: ED
transfers and visits, by 28 percent; hospitalizations, by 16 percent; and total cost of care, by 8.25
percent.

The eLTC program has three main components, each of which eLTC leaders view as equally
important.

1. Tele-health consults for either urgent or specialty care for participants in the 30 long-term
care facilities. Facility staff are encouraged to call eLTC providers (located at Avera’s
central office in Sioux Falls, South Dakota, 24 hours a day, seven days a week) whenever a
participant needs urgent medical care. eLTC providers then evaluate the participant via
direct two-way audio and video. For example, for a participant who is experiencing
breathing difficulties, eLTC providers evaluate the participant virtually and decide if the

! According to the implementation and monitoring contractor’s instructions to the awardees on counting direct and
indirect participants, it is possible for a participant to be classified as both direct and indirect and, thus, counted
twice.
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individual needs to be transferred to the ED or requires medication. If the tele-health
encounter is for a non-urgent specialist consult, eLTC staff work with specialists to schedule
tele-health visits. Specialists have the necessary telemedicine equipment in their offices.
They may or may not be Avera providers.

2. Tele-health transitional care coordination from hospital to long-term care facility.
After reviewing the medical records of newly admitted residents, eLTC staff determine
participants’ risk for either hospital readmission or an ED visit. High-risk participants
receive a full geriatric evaluation and a tailored program referred to as an ePlan. The ePlan
may include chronic disease management, the development of a schedule for how often the
participant will be evaluated by video or telephone, and the creation of an eLTC staff-
developed task list that facility staff will follow. For low-risk participants, eLTC providers
review medication lists and provide any medication recommendations to the PCP or a
facility nurse. In addition, they may provide an ePlan at the facility’s request and conduct a
video call with the participant.

3. Quality improvement, referred to by eLTC leaders as staff training and
empowerment. Early in the program, eLTC provided support to facility staff both in person
and via video as facilities adopted a quality improvement program called Interventions to
Reduce Acute Care Transfers (INTERACT 4.0). INTERACT is a package of clinical and
educational tools and algorithms that help the staff of long-term care facilities in the early
identification and assessment of acute changes in the status of residents as well as in
documentation and communication surrounding those changes (Interventions to Reduce
Acute Care Transfers 2015; INTERACT Version 4.0 Tools; Ouslander et al. 2014). In
addition, eLTC leaders are identifying other training topics for the bimonthly educational
sessions that eLTC provides to all sites, based on program monitoring data and feedback
from the staff of long-term care facilities. eLTC leadership reported that INTERACT is only
a part of their planned quality improvement component.

The first two program components described above rely on mobile tele-health carts
(Figure 1). At the beginning of the program, eLTC leaders conducted a one-hour training for
facility staff in use of the mobile carts. Leaders retrain facility staff as needed. For tele-health
urgent care consults, facility staff move the mobile cart to the participant’s room before or after
calling eLTC to request an urgent consult (consults generally take place within 20 minutes of
facility staff contacting eLTC providers). For transitional care coordination services, eLTC staff
first review the available medical information on newly admitted residents and then identify
those at high risk for hospital readmission or an ED visit. Next, they request facility staff to set
up tele-health visits with these high-risk residents and use the mobile cart at the scheduled time.
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Table 1. Avera: eLTC characteristics at a glance

Program characteristic Description

Purpose The program offers a set of geriatric care and tele-health services to residents and facility staff
in long-term care facilities. Services are provided out of a centrally staffed telemedicine hub in
Sioux Falls, South Dakota, and include:

e Building the assessment capability and toolkits of long-term care teams in participating
facilities
e  Providing long-term care facility residents with routine and early access to goal-directed
care, including urgent and specialty care
e Improving management of care transitions
e  Supporting widespread use of INTERACT 4.0 tools and treatment algorithms and
providing coaching to facility staff
Components Telemedicine, transitional care coordination, and quality improvement (all primary components)
Target population Individuals admitted to any of the 30 long-term care facilities participating in the program

Theory of change/theory eLTC leaders hypothesized that, by providing virtual services to long-term care facilities and
of action their residents, the program would better meet participants’ medical needs and, in turn, reduce
total costs, hospitalizations, and ED visits.
Payment model Shared savings
Pay for implementation

Award amount $8,827,572

Launch date? November 1, 2014

Setting Long-term care facilities (provider-based)
Market area Rural, urban, suburban

Market location lowa, Minnesota, Nebraska, and South Dakota
Core outcomes By August 31, 2017:

e Reduce transfers and ED visits by 28 percent
¢ Reduce hospitalizations by 16 percent
e Reduce the total cost of care by 8.25 percent

aAfter a planning period, the awardee’s program became operational as of this date.

B. Methods

We base our narrative on qualitative analyses of (1) the awardee’s application; (2) self-
reports submitted by Avera to the implementation and monitoring contractor that cover the first
year of the cooperative agreement (September 2014 to August 2015); and (3) data gathered
during initial telephone discussions with eLTC leaders and from in-person interviews with
frontline and administrative staff during our site visit (September 7 through September 11,
2015). For the document review, we used a standardized tool to abstract key data from the
awardee’s application, the first four quarters of program documents, operational plans, self-
measurement and monitoring plans, program narratives, progress reports, and other supplemental
materials. For the discussions, we scheduled in-person interviews with frontline and
administrative staff and eLTC leaders during site visits. The purpose of the September 2015 site
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visit to eLTC leaders at their office and three eLTC implementing sites was to collect detailed
information on the experiences of eLTC leaders, facility staff, and other stakeholders in
implementing the eLTC program; any changes to the program; and updates to the payment
model.

Figure 1. eLTC'’s tele-health mobile cart

Source: Site visit conducted in September 2015.

Note: The primary devices on the mobile cart needed for tele-health consults are a poly-cam, handy-cam, stethoscope
and headset, and screen.

We selected sites based on several factors, including the following:

¢ Organizational structure (that is, long-term care facilities” corporate affiliation)
o Diversity in experience with related Avera initiatives
e Size of facility

e Location (urban versus rural, two states)
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We conducted our site visits from September 8 to September 10, 2015. We visited eLTC
leaders in Sioux Falls, South Dakota, and then visited three participating long-term care
facilities: Covington Heights in Sioux Falls, South Dakota (owned by Golden Living Centers; a
larger facility in an urban area); Howard in Howard, South Dakota (owned by Good Samaritan
Society; a smaller facility in a rural area); and Morningside Heights Care Center in Marshall,
Minnesota (owned by Avera; a medium-sized facility in a rural area).

A two-person implementation team used semi-structured protocols to conduct the
interviews. After obtaining consent from the interviewees, we audio-recorded and transcribed all
interviews. A team member received coding training, achieved inter-rater reliability on coding,
and applied codes to identify program components, research questions, and concepts describing
implementation experiences. The implementation team then extracted text pertaining to the
research questions discussed below. Using the extracts and information from the document
review as needed, the evaluation team synthesized the material into this report on eLTC’s
implementation experience.

C. Findings
1. How effectively has the program been implemented?

The program has been implemented according to its original timeline. eLTC leaders
successfully equipped 30 facilities with mobile carts, addressed Internet connectivity issues, and
trained staff in use of the equipment and services. eLTC leaders also provided support to all of
the facilities in the adoption of INTERACT tools, enabling facility staff to improve care.
However, the implementing sites are not using eLTC services as much as anticipated, which may
affect the program’s ability to reduce hospitalizations and ED visits.

Since the program was launched, eLTC leaders have made or contemplated several design
changes to the program as follows:

e Modifying the risk-stratification approach for identifying residents newly admitted to
facilities who are at high risk for hospital readmission or ED visits. eLTC initially used
the LACE index,? a hospital-based tool, to risk-stratify residents. However, they found that
the tool was not optimal for application in long-term care facilities. eLTC leaders are now
adding other factors to use with LACE—such as resident functional status, disease burden,
number of medications, and adequacy of pain control—in order to identify high-risk
residents more effectively.

2 LACE is a numeric index that measures risk of a resident’s hospital readmission. The index is calculated from
characteristics of the resident and his or her most recent hospitalization (van Walraven et al. 2010).
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e Reconsidering the original plan of risk-stratifying all longer-standing residents in long-
term care facilities. eLTC leaders found that many of the high-risk residents were
eventually coming to their attention through the tele-health consults for urgent or specialty
care, and they have thus far used this process to risk-stratify long-standing residents.

e Considering expansion of the program to additional facilities. The eLTC program has
not expended all funds allocated for the first year of the cooperative agreement because the
cost of upgrading facilities” wireless technology was less than projected. eLTC leaders
planned to discuss with CMS the possibility of using the unexpended funds to expand their
programs to additional sites beyond the 30 current sites. In addition, eLTC leaders want to
expand beyond the facilities that are participating under the cooperative agreement,
primarily to hospital-owned facilities and those under shared savings payment arrangements.
The leaders hope to see a total of 60 to 90 facilities participating in the next two to three
years.

According to reports prepared by the implementation and monitoring contractor, the eLTC
program did not meet its enrollment goals for the first year (Figures 2a and 2b). For direct
participants, the eLTC program met 40 percent of its target projection for the first year of the
award, serving 633 direct participants. For indirect participants, the program was close to
meeting its goal, serving 92 percent of its target projection for the first year, or 3,400 indirect
participants. As explained further in Section C.2, enrollment is lower than projected because of
technology issues at facilities that lead to later go-live dates, turnover among facility
administrators, and difficulty changing facility staff habits—all of which delayed the use of
eLTC services.

2.  What are the facilitators of and challenges to implementing the program, and what
strategies have been developed to address those challenges, including the effectiveness
of those strategies?

a. Primary components: tele-health visits for (1) urgent and specialty care and (2)
transitional care coordination services

The program offers tele-health services for urgent and specialty care, as well as transitional
care coordination services. Because these two components have some of the same facilitators and
challenges, we discuss them in tandem, first describing facilitators and then challenges.

Respondents saw a clear need for tele-health services in long-term care facilities in
order to improve quality of care. First, they valued the availability of urgent care services.
Before the eLTC program, residents with urgent care needs often waited longer than desirable to
receive care from their PCP, putting them at higher risk for poor outcomes and increasing the
likelihood of avoidable hospital readmissions and ED visits. Facility staff reported that they had
difficulty in drawing PCPs’ timely attention to residents’ needs, since most PCPs are busy seeing
patients in their offices and often are not able to travel to participating facilities, which may be
located some distance from their offices. The administrative director of one facility noted that
some physicians see residents no more than once every 60 days.
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Similarly, respondents valued the eLTC program’s proactive management of high-risk
residents who had just arrived at the long-term care facility, noting that PCPs’ first visit to the
resident often takes place several days after a resident arrives, missing the time at which the
resident is often unstable. A couple of respondents, however, mentioned instances in which they
questioned the necessity of transitional care visits. (At the outset of the program, not all residents
whom eLTC program staff asked to see were necessarily high-risk residents, as eLTC leaders felt
that visits with several low-risk residents would help facility staff engage with the program and
become more comfortable using the mobile carts.)

Figure 2a. Projected versus actual cumulative direct participants served
through year 1
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mmm Actual direct program participants served ——Projected direct participants served for year 1

Source: Data file from the implementation and monitoring contractor; first, second, third, and fourth program
quarters: September 2014 - August 2015.

Note: Projected direct participants served reflects the cumulative and unique number of individuals the awardee
estimated to ever be served in the program through August 2015. While all enrolled program participants
are considered to be indirect participants, some indirect participants are also direct participants because
they receive services not covered under Medicare policy and therefore receive services funded directly by
the HCIA R2 award.
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Figure 2b. Projected versus actual cumulative indirect participants served
through year 1
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Source: Data file from the implementation and monitoring contractor; first, second, third, and fourth program
quarters: September 2014 - August 2015.

Notes:  Projected indirect participants served reflects the cumulative and unique number of individuals the awardee
estimated to ever be served in the program through August 2015. All enrolled program participants are
considered to be indirect participants because all long-term facility staff who interact with residents receive
training under the HCIA R2 award.

All of the direct participants for eLTC are also counted as indirect participants.

Facility staff find interacting with eLTC to be professionally empowering. One facility
director noted that, in contrast to many of the regular PCPs, eLTC staff listen to nurses and treat
them as care team partners. eLTC uses the stethoscope and headset on the mobile cart as a
teaching tool for the nurses so that they can follow along with eLTC staff and contribute to the
assessment. Two nurses from two facilities appreciated eLTC staff’s ability to respond almost
immediately to residents’ needs, acknowledging that it is difficult to see residents in pain or
decompensating as they await a PCP’s response when the immediate delivery of care could
address the situation.

Readmissions penalties and other value-based payment policies for hospitals have
facilitated adoption of the eLTC program. Under Medicare’s Hospital Readmissions
Reduction Program, hospitals with excess readmissions face penalties and payment reductions.
Hospitals have thus encouraged long-term care facilities to which they refer patients to help
reduce the hospitals’ readmission rates. Accordingly, the eLTC program’s potential to help
reduce readmission rates is an incentive for facilities to participate.

10
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Facilities have largely overcome initial challenges in securing adequate Internet access
and credentialing eLTC program staff. After the initial work to upgrade facilities’ wireless
and bandwidth with HCIA R2 funds and after the sites went live, eLTC staff discovered new
problems with connectivity (for example, wireless dead zones). The problems required a second
round of assessment and response but are now largely resolved. eLTC staff also addressed
situations in which facilities” bylaws did not allow nurse practitioners and physician assistants to
provide medical care to residents (and thus prevented such eLTC staff from delivering services
to residents). The problem continued to plague three to five facilities, but eLTC staff were
optimistic that the bylaws would soon be changed.

PCP buy-in varies by facility and program component and therefore is both a
facilitator and a challenge. If PCPs do not buy into the eLTC program, facility staff are less
likely to use eLTC services because doing so may undermine their relationships with PCPs.
eLTC leaders reported that the majority of physicians
buy into the program fully, a small number buy in but
with reservations, and an even smaller number do not
like the program at all. PCPs particularly like the urgent —PCP
care services because they do not receive calls from
facility staff (and potentially do not have to drive to the facility or hospital) late at night or on
weekends. Some PCPs conditionally buy into the program. For example, some PCPs require
facility staff to try to contact them first and then use eLTC only if they are unavailable.

“It's really nice that, at 3 o’clock in the
morning, I’'m not getting a phone call.”

Respondents noted that some PCPs view the eLTC program, particularly the transitional
care coordination component, as a threat to their relationships with their patients. These PCPs see
eLTC as potentially stealing their patients and thus reducing their income. In addition, two PCPs
emphasized the importance of their long-standing relationships with their patients in delivering
high quality care and expressed concern that the eLTC program undercuts this advantage. In
general, respondents indicated that PCPs tend to be most resistant to the transitional care
coordination component of eLTC’s services because some perceive that it directly places the
eLTC team in a central role in managing resident care. eLTC leadership report that, for some
physicians, this perception changes with experience in the program.

Turnover among facility administrators delayed full implementation at some sites.
eLTC leaders reported that, during the first year of program implementation, about half of the 30
facility administrators on staff at the program’s outset had left their positions. eLTC leaders
found that, if the facility administrators do not understand and buy into the program, it is not
widely adopted by the rest of the staff.

11
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Changing facility staff habits to adopt new

- - - [our] nurses have picked up the workflows and use new technology is challenging.

phone and called our on-call doctors and

gotten orders for years and years and Some facility staff reported that they often forget to use
years. Trying to get them to use this eL TC for urgent and specialty care. Respondents also
program is difficult.” noted that they were somewhat fearful of using the

_Facility director | Mobile cart because they were uncertain how to use it or

worried that they might damage it. In addition, eLTC
leaders believe that facility staff often wait too long to call eLTC. Tele-health visits are most
effective in reducing hospital readmissions, ED visits, and overall costs if tele-health providers
are contacted before acute problems reach the point where they can no longer be handled in the
facility. eLTC providers are trying to teach nurses not to batch several resident care issues into a
single call when contacting busy off-site PCPs, as they have been trained to do.

Accessing patient records is a challenge because facilities do not reliably use their
electronic medical records (EMRs), and eLTC providers do not have access to all facilities’
EMRs. eLTC providers prepare for all consults by reviewing a participant’s available medical
information. Avera and Golden Living facilities do not use their EMRs fully, relying instead on a
hybrid paper and EMR system. This arrangement requires eLTC staff to spend time tracking
down records before a consult; when records cannot be found, the eLTC’s ability to deliver
quality care at the point of resident interaction is compromised. In addition, although eLTC staff
can view the Good Samaritan and Golden Living facilities” EMRs, they cannot enter information
into those EMRs. Accordingly, eLTC providers must engage in an administratively burdensome
process of relying on fax transmission (and sometimes telephone and email) to communicate
with facility staff and PCPs after the consult in order to document the interaction properly.

Many facilities struggled to provide data regularly to eLTC on newly admitted,
readmitted, and discharged residents, making it difficult for eLTC staff to identify
opportunities to intervene in resident care or to assess program effectiveness. Many
facilities find it difficult to remember to provide this information, and, if they do provide it, they
find the process administratively burdensome. If not notified about recent long-term care facility
admissions, eLTC staff are unaware of the residents for whom they can provide transitional care
coordination services. Further, without monthly information on transfers (referred to as transfer
logs), eLTC leaders can neither determine whether any residents had avoidable hospitalizations
or ED visits nor identify any patterns associated with these events. In turn, eLTC leaders are
constrained in their ability to assess their effectiveness and identify ways to improve
performance.

eLTC leaders are taking the following steps to address many of the more persistent
challenges.

To increase PCP buy-in, eLTC leaders invested more time in meeting with reluctant
physicians in-person and over the telephone; they also allowed flexibility in the adoption of
program features. First, in addition to spending more time discussing the program with PCPs,
eL TC staff commented that the program’s urgent care services, which eliminate the need for

12



AVERA HEALTH MATHEMATICA POLICY RESEARCH

facilities to call PCPs at inconvenient times to address acute-care problems, often induced PCPs
to try the program. eLTC leaders found that, if they can convince PCPs to try eLTC just once or
twice for urgent care, PCPs usually accept eLTC’s transitional care services into the facility.
Second, eLTC allowed flexibility in the adoption of program features. For example, eLTC
leaders noted that a growing trend in long-term care facilities is to have a mid-level provider in
house during regular business hours. eLTC leaders adopted this practice by asking facility staff
to reach out to the on-site mid-level provider for resident care issues during the day and to eLTC
staff at night and on weekends.

Facility administrators and nurse managers play pivotal roles in developing strategies
to encourage staff to use eLTC services regularly. One facility administrator shared successful
stories of eLTC use with facility staff to raise awareness of the program’s benefits. He also
described how nurse managers at the facility took a

lead role in identifying opportunities to use eLTC, “Well, hold on a minute. Is this something
noting that the nurse managers dubbed the mobile that we can use the eLTC screen for? . . .
cart “Polly” (for the cart’s poly-cam) in an effort to Let's go get Polly [named after the mobile
increase staff awareness and acceptance of both the cart's poly-camj. Let's bring itin here and

. . let’s try to utilize that.
equipment and the program. For example, if a nurse
on the floor starts to call the PCP and intends to send —Facility administrator

a resident to the ED, the nurse manager stops the
nurse on the floor and asks the nurse if Polly can be used instead. Another facility administrator
requires nurses to perform quick audio and video check-ins with eLTC staff as an “icebreaker”
and to make sure that the nurses feel comfortable using the mobile cart. As mentioned, eLTC
leaders conduct additional training sessions on using the mobile cart to encourage facility staff to
use it.

eL. TC leaders are improving data collection and flow to reduce the burden on facility
staff and increase data accuracy. eLTC is working to ensure the direct flow of all resident
information—including hospital admission, discharge, and transfer (ADT) data—to eLTC via a
web application that interfaces with facility EMRs. This automated process would replace the
current process in which facility staff must notify eLTC of admissions and discharges via the
transfer log. It would also reduce the work load and improve the accuracy of resident
information. At the same time, eLTC leaders are exploring ways to work with the state health
information exchange (HIE) to get more complete hospital record information. In addition, eLTC
leaders worked with long-term care facility chains to enable a centralized reporting process in
which the corporate office provides data directly to eLTC on behalf of all of its participating
facilities.

b. Primary Component: quality improvement (staff empowerment)

eLTC’s third program component is quality improvement. The INTERACT package forms a
large part of this component, but it includes other elements as well. As of September 2015, eLTC
was providing support to facilities in the adoption of INTERACT. For example, eLTC
encourages facility staff to use the SBAR—situation, background, assessment,

13
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recommendation—tool (described below) to report resident events to eLTC staff. eLTC also
started to conduct separate web-based trainings for all facilities, the first on patient assessment
(for example, assessing bowel sounds). eLTC leaders intend the separate trainings to
complement the program’s tele-health services by helping to improve overall resident care.
(Section C.3 describes the measures eLTC is using to identify care improvement opportunities.)

Facility staff identified the elements of INTERACT (listed below) that directly affected their
workflow. During the site visits, staff noted that the tools are useful for keeping track of resident
issues to ensure that nothing falls through the cracks. All facility staff are expected to be trained
in these tools and encouraged to use them as communication devices. Family members may also
use the tools. (The appendix provides detail on the tools.)

e SBAR tool (paper or electronic four-page form to record and report resident events such as
falls and eating issues to eLTC staff, other facility staff, and the PCP)

e “Stop and Watch” (paper forms for all facility staff—including social workers, custodians,
and dieticians—as well as visiting family and friends to report concerns about a resident to
the nursing staff)

e Care paths (indicate symptoms to look for, next steps in the care process, and when to alert a
PCP; it is important to note that only one nurse spoke of care paths, nurses at other facilities
were unaware of this particular tool)

The SBAR tool was more likely than the “Stop and Watch” tool to be embraced as a
useful technique for communication and, in some cases, was embedded in facilities” EMRs.
eLTC leaders noted that staff at many facilities were resistant to the adoption of INTERACT
tools, and one facility administrator reported that staff found use of the SBAR tool to be time-
consuming. However, several facility respondents indicated that the SBAR was a useful and
systematic way to record and convey important information about resident events.

Facility staff reactions to the “Stop and Watch” tool were mixed. Staff in one facility,
which had recently reemphasized the use of “Stop and Watch” forms, readily adopted the forms.
One staff member indicated that she had completed three or four “Stop and Watches” before
8:00 a.m. on a particular day. In contrast, staff at other facilities found that it is easier to simply
voice their concerns about a resident to a nurse or other facility staff. Administrators at two
facilities acknowledged that they could improve their use of the “Stop and Watch” tool. One
facility discards the forms after the nurse or other facility staff member reads them; in another
facility, the administration attempts to compile the forms in a log.

3. How does the awardee make decisions about program-related changes?

To measure progress in reaching their program goals, eLTC leaders plan to collect a range
of data from CMS:

e Total cost of care per beneficiary per month

14



AVERA HEALTH MATHEMATICA POLICY RESEARCH

e Total Medicare Part A and B cost

e Number of participants receiving advanced care planning

e Follow-up after hospitalization

e Number of participants with more than one ED visit in the last days of life
e ED visit rate

e Hospital readmission rate
eLTC leaders also collect the following data from facilities:

e Staff participation in training sessions offered by eLTC

e Participation in monthly calls on program updates and concerns

e The extent to which timely admission and discharge notifications are sent to eLTC
e The extent to which the transfer logs are sent to eLTC monthly

e The extent to which information on use of INTERACT tools is provided to eLTC
e Staff turnover in each participating facility

e Annual survey responses on satisfaction from facility staff and from residents and their
families

As noted, the transfer log allows eLTC leaders to monitor whether the program is preventing
hospitalizations and ED visits. The log informs eLTC leaders about which residents were
admitted to a hospital, had observation stays or ED visits, and the reasons for the encounters.
eLTC leaders then analyze these transfers to determine whether eLTC providers were involved
in that resident’s care. eLTC staff conduct monthly calls with facilities to review the reports,
determine whether any of the transfers could have been avoided, and look for educational or
training opportunities for the facilities. In addition, eLTC staff use the information to evaluate
how they could have done things differently and to identify best practices.®

eLTC also collects data on the number and type of services it provides to each facility and is
adopting new software to create dashboards that will more clearly allow review and comparison.
eLTC uses the data as an indicator of which facilities could benefit from staff retraining and from
telephone calls and visits by eLTC staff.

Avera initially planned to form three committees to guide the eLTC program: (1) a steering
committee, (2) an advisory committee, and (3) a patient and family council. As of September

3 It is in the course of this analysis that eLTC staff realized that they were not reliably identifying the residents most
likely to be readmitted and thus receive their transitional care coordination services; accordingly, they are modifying
the risk-stratification method.
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2015, the steering committee was meeting monthly but will eventually meet quarterly as
implementation of the program progresses. The committee consists of representatives from
Avera, long-term care facilities, and the Quality Improvement Organization or Medicaid in South
Dakota. The steering committee conducts in-depth conversations about operations (for example,
levels of facility engagement and strategies to increase buy-in). The advisory committee has
nationwide representation and includes long-term care experts, regional payers, and a
representative of the U.S. Senate. The committee helps identify program improvements and
disseminate awareness of the program to a national audience. Finally, after experiencing
difficulty in motivating residents and families to participate on the patient and family council,
eLTC decided instead to request feedback from residents and family members at the conclusion
of tele-health visits.

4. To what extent have the awardee and implementing sites begun to plan for or
implement payment reforms?

Avera is using funds from its cooperative agreement to reward facilities for actively
participating in the program. The criteria for these incentive payments include the extent to
which a facility coordinates with eLTC on every admission to the facility, participates in training
sessions, and submits required data. Starting in the second program year, facilities will pay a
service fee to eLTC that could be covered by the incentive payment. By the third year, Avera
will increase the service fee for low-performing facilities.

To increase facility engagement with eLTC, eLTC leaders relaxed some of the Year 1
performance criteria, making more facilities eligible for incentive payments, which can range
from $20,000 to $50,000 depending on facility size. The Year 2 criteria include more stringent
compliance standards. eLTC leaders hope that facilities that received a payment in Year 1 will be
motivated to avoid the loss of the additional revenue represented by the incentive in Year 2 and
thus increase their commitment to the program. The payment compensates for and encourages
facilities to devote personnel time to eLTC (collecting and reporting transfer log data, faxing
information, and setting up on-camera transition visits).

Facility staff embrace the incentive payments. One facility had not yet received a payment
but felt that the incentive payment was appropriate given the time that staff are expected to spend
on the project. Another facility that had received an incentive payment was pleasantly surprised
by the size of the payment. Facilities appear to vary in the degree of discretion they exercise in
use of the incentive payments; in some cases, corporate offices may have considerable say. One
administrator thought that the facility would have participated in the program regardless of the
availability of incentive payments.

In thinking about a longer-term payment strategy, eLTC leaders noted that most long-term
care facilities do not have the resources to pay for the services that eLTC is now providing under
the cooperative agreement. However, to the extent that facilities become part of an accountable
care organization (ACO), or if a care management fee is available, facilities will then have the
resources to pay for these services. Avera is applying to the Center for Medicare & Medicaid
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Innovation’s (CMMI) Advanced Investment Model ACO initiative. In addition, Avera
anticipates that the eLTC program will mitigate reductions to reimbursement through CMS
value-based purchasing and bundled payment models. In its application for the HCIA R2 award,
Avera proposed various other payment ideas, including sharing savings and losses with CMS,
but these ideas have not yet been implemented.

D. Impact evaluability assessment

After reviewing the information in program documents and considering the interviews with
program staff, we conclude that a rigorous impact analysis is feasible. We will use a difference-
in-differences design that will allow us to compare outcomes for beneficiaries who reside in
participating long-term care facilities to beneficiaries who reside in nonparticipating facilities;
we will identify the latter through a propensity score analysis. Although the primary analysis will
include all residents at participating and nonparticipating facilities, we will also conduct two
subgroup analyses to examine impacts on short-stay and long-stay residents, and on beneficiaries
classified as being at high risk for hospital readmission.

E. Next steps
1. Implementation evaluation

During the next year, we will continue to review quarterly reports submitted by the awardee
to the implementation and monitoring contractor. In addition, we will conduct a virtual site visit
consisting of an intensive series of telephone calls with awardee leaders and program staff in the
summer of 2016. We will use these calls to follow up on key issues identified during the site visit
in the fall of 2015. Specifically, we will inquire about any recent changes to the program, obtain
feedback on the enrollment process, and update our understanding of the challenges to and
facilitators of implementing each program component. We will document our findings on these
topics in future reports.

2. Impact evaluation

The next steps in the impact analysis include identifying all Medicare and Medicaid
beneficiaries who visit long-term care facilities assigned to the treatment and comparison groups.
We will then attribute these beneficiaries to one group or the other, comparing baseline
characteristics across the two groups and determining how well the groups match. Once we are
confident that we have matched treatment facilities to comparable comparison facilities, we will
produce—depending on data availability—initial impact estimates for the first one to two
quarters of program operations after creating our outcome and explanatory variables.

F. Supplemental Materials

This section contains supplemental materials mentioned throughout this narrative and
provided by the awardee.
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SBAR Communication Form
and Progress Note for RNs/LPN/LVNs INTERACT

Warsion 40 Tool

Before Calling the Physician/ NP/ PA/other Healthcare Professional:
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SBAR Communication Form
and Progress Note for RNs/LPN/LVNs (contd) INTERACT

Warsion 40 Tool

ResidentEvaluation
Mote Excapt for Meantal and Fundional Status evaluations, if the itern iz not relevant to the diangein condition checkthe box for
“not clinically applicablato the changein condition being reported®,

1. Mental Status Evaluation jcompared to baseline; check dl chanaes that yoirobserve)

ODerreased kvel of consciousness (skapy, Ohlew or worsenad delusionsor hallucirations OCther iescribe)
Tetharaic) OCther symrptomes or signs of deliium (eg, O Mo changes obsened

Olre reased confusion ardisorientation inebil ity o pa yatie ntion, d soma nzed thinking )

Oternory loss fnewor worsening) OUnresponsivensss

Describe syrptoms or sians

2. Functional $1atus Evaluation (compared to baseline; check ! that yoit ob servel
O Dex remsed mobility O Swallowing diffie ulty O Cther e scribe)
O Mesds moreassistance with A0Ls O'Weakness fgenemal) O Mo changes obsenved
O Falls ioneor mors)

Describe syrptoms or sians

3. Bahavioral Evaluation

O Cargerto =lf arathers O Suicide patentrl O Personality change
O Depression frying, hopeless ness, not eating) O'erbal aggression O Cther betavioral changes deacribe)
O 5o @l withdrawal fisofation, o pathol O Phiysical agaression O Mo changes obsenved

Describe syrnptomns or sians
O hit clinically applicablets thee hange in condition being reported

4, Ras piratery Evaluation

O Abnorrral lung sounds fwekes, rho nchi, O Irability 1o eat or slesp due 1o SO0B O Syrnptomns of cormmmon ecld
whee ring) O Labored or mpid beathing O Cther respiratory changes gescribe)
O Asthrra fwith wheezing) O Shortness of breath O Mo changes obsenved

OCough (ONon-productive O Productive)

Describe syrnptoms ar signs
O Mot elinically applicablets thec lange incordition being reported

5.Cardicvascular Bvaluation

O Chest painftight ness O Irregular pulse fnew) O Cther e scribe)
O Ederra [ Resting pulse =100 ar <50 O Mo changes obsenved
O Irability to stand withom severe dizziness or

lghtheaded ness

Deescribe syrnptoms ar signs
O bt clinically applicableto thec hange in condition being reported

4. A bdominal / Gl Bvaluation

O Abdorminal pain O Distended abdonmen O Burdice

O Abdorninal tendemess [0 Dex remsed ap petiterfl uid inta ke [ Mausea anddarvomiting

OCanstipation O Diarrhes O Cther fdescribe)
(aatecflasten! _ /  F ) OGI Bleeding fhiood instoolor v mitus) O Mo changes obseneed

O Dex remsediabsent bowel sounds O Hypermctive bowel sounds

Describe syrnptomns or sians
O hit clinically applicablets thee hange in condition being reported

Resldent/Patlent Name

frontied )

G20 Flowida At University, all Ag btsree ned.
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SBAR Communication Form
and Progress Note for RNs/LPN/LVNs (contd) INTERACT

Warsion 40 Tool

7.GI /U rine Bvaluation

O Blood in urine O Mew or warsening incontinence O Cther e scribe)
[ D remsed urine output O Painful urination O Mo changes obsenved
O Losser abdominal painor tenderness O Urinating roore frequently or urgency with or

without other urirary sy mptons

Describe syrnptomns or sians
O Mot clinically applicablets thee hange in condition being reported

&. Skin Evaluation

O Abrasion O tehing O Skintzar

O Elister O Lacemation O Splirters|ver

O Burn O Pressure uleer O'Wioured fescribe)

O Contusion O Pureture O Crher fdesoribe)

O Discoloration O Fash O Mo changes obsenwed

Describe syrnptomns or sians
O Mot clinically applicablets thee hange in condition being reported

9. Pain Evaluation

Dowes the residant have pain?

O Mo [ 7es fdesaribe balow)
ks tha pain?
O e OWorsening of chronic pain

Dieseriptionslocation of pain:

Intensity of Pain (e on saafe of 110, with 70 being the worst):

Dres the resident show non-verhal signs of pain ifer rasidents with de mentia)?
O Mo O 'fes desaribe)

frestless, pacing, arimacing, new change in be havior)

Cither information about the pain
O Mt clinically applicablets thee bange in condition being reported

10. Neureleg ical Evaluation
O Abnormal Spesch O Seizure O Crther neumlogical sy mptoms [descibe)
O Derregsed level of consciousness O'Wieakness ar hemiparesis O hlo changes ob served
O Dizziness or unsteadines s

Describe syrnptomns or sians
O Mot clinically applicablets thee hange in condition being reported

Advance Care Planning Informatlon the resident has orders for the fallowing advanced care planning)
OFullCode ODMRE O DM fO Nt fntwbate) O DNH (00 Mot Hospitafize) O Mo Enteral Feeding O CtherOrder or Living Will (specify)

Other resldent or fam|ly preferences for care

Resldent/Patlent Name

frontied )

G20 Flowida At University, all Ag btsree ned.
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SBAR Communication Form
and Progress Note for RNs/LPN/LVNs (contd) INTERACT

Warsion 40 Tool

APPEARANCE

Surnrrarze your cbsenations and evaluation:

REVIEW AND NOTIFY

Primary Care Clinlclan Notified: Date ¢ ¢  Time{am/pmi

Recommendations of Primary Clinlclans (if any

b.Checkalf that apply

Tasting Interventions

O Blood tests O Venous doppler O Mew archangein O Inerease ol fluids
[ B35 O X-ry rredication(s) O Creygen §F awaiablie)
O Uriralysis andiarculure O Citheer fdescribe) O IV or subcutanenus fluids O Otheer fdescribe)

O Transfer tathe hospital (non-ermergency) (2 nd gcopyofthisform)  OCallfor 911 OErmergency medical tanspon

Nursing Notes For additional Informaiion on the Change in Condition)

Name of FamIly/Health Care Agent Notlfied: Date ¢ ¢  Time{am/pmi

Staff Name (RN/LPN/LYN) and Signature

Resldent/Patlent Name

G20 Flowida At University, all Ag btsree ned.
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L

Stop and Watch

Early Warning Tool

INTERACT

Version 40 Toal

If you have identified a change while caring for or observing a
resident, please circle the change and notify a nurse. Either give the
nurse a copy of this tool or review it with her/him as soon as you can.

TN-H>S a5 VO—-HW

Seems different than usual

Talks or communicates less

Overall needs more help

Pain — new or worsening; Participated less in activities

Ate less
No bowel movement in 3 days; or diarrhea
Drank less

Weight change

Agitated or nervous more than usual

Tired, weak, confused, or drowsy

Change in skin color or condition

Help with walking, transferring, toileting more than usual

O Check here if no change noted
while monitoring high risk patient

Patient / Resident

Your Name

Reported to Date and Time (am/pm)
Nurse Response Date and Time (am/pm)
Nurse’s Name

©2014 Florida Atlantic University, all rights reserved. This document is available for chinical use,
but may not be resold or incorporated in software without permission of Florida Atlantic University.
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CARE PATH Te

» Update advance care plan and directhves F appropriate

Fever INTERACT
Verdon 4.0 Tool
Fever Definition Take Vital Signs
«~One temp > 100°F [ > 378'C) «BR. pulsa, apical HR {Ifpuke imeguiar)
+ Two temps > 99°F [ 37.2'C) oral or = 99.5°F { » 3757 ) rectal _ | -Respirations
+Increase In temp of 2'F [ 1.1°C ) over baseline = Owygen saturation
- Finger stick glucose fdiaberics)
Mohal S Ciatiin Gy st €
«Temp = 100.5F - OXyen saturation - 90%
- Apical heart rate = 100 or < 50 Finger stick ghucose < 70 or = 300
~ Respiratory rate » J8/minor < 10/min - Resident unable to eat or drink
« P < 90 0r = 200 systalic
NO YES
: |
Evaluate Symptoms and Signs 0
for Immediate Notification*
« Acute mental status change « Maws orworsenad Inconiinenoe,
» Mot eating or drinking paln with urination, blood in urine 5
 Acute decline In ADL abilites - Very low urinary output - YES = Notify
» Mew cough, abnommal lung sounds - Mew skin condition je.g. rsh, redness MD /NP /PA
- Nausea, vomiting, diarrhea suggesting celiulinss, signs of infection
» Abdoeminal distension or tendemess aroumd exising wound pressure wioar
unrelieved pain YES y
NO I
¥ Evaluate 0
Consider Contacting MD/NP/PA P o
for arders (for further count or metabol panel
evaluation and management) WEC > 14,000 oF
- Portable chest K-ray Tests > 9%
« Urinalysts and C&5 If Indicated M Ordered [™] -mfiitrate or preumonia
» Blood work (Compite Blood Count, Basic on chest X-ray
Morabalic Pare!) Poskive C. T
«Stool specimen for culture and C. Difficle assay PosRive fiu result
fearrhan) on swab
« Nasal Pharyngeal swab for influenza urine results suggest
Infection and symptoms
or signs prasent
NO YES
r I
Manage in Facility Monitor 0
« Monitor vital signs, fluld intake/urine output every 4-8 hrs for 24-72 hrs Response
« Do ot give acetaminophen unless necessany for comfort « itz signs criteria met
(& e imiask fever), or until source of fever known » Worsening condition andar
« If on diuretic, consider holding Immesdiate notification
- Oral, v or subastaneous fiulds f needed for CriEna met

* Referaiso to other INTERACT Care Paths as indicated by symptoms and signs

2014 Flonics dckamee rmarrtiny of righ rmareml (7 o smanr 1 zuniadle for el v, bur ey ot be s oy ot i mebeene ot parmiion o Flodd 2 Arorrs L e
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FINDINGS AT A GLANCE (September 1, 2014-October 29, 2015)

Successes

e To meet enrollment goals, program staff have been using multiple approaches to raise
awareness of the program’s services among providers and families in the Baystate Medical
Center and Boston Medical Center communities. As a result, they have developed partnerships
with numerous providers who, because they perceive benefits in the program, are referring
patients and their families.

e To meet the myriad needs of participants and their families, program leaders as well as frontline
and administrative staff emphasized the importance of being part of a team of self-motivated
individuals with professional expertise and a commitment to the population served by the
program. In addition, constant communication among leaders and frontline and administrative
staff supports the teamwork necessary to meet the needs of participants and their families.

e  Program staff believe there are a number of benefits to maintaining participants’ care plans in a
secure, cloud-based, Internet portal known as ACT.md.

Challenges and strategies to address them

e  The initial two-hour multidisciplinary assessment appointments do not give program staff
enough time to gather the necessary information from participants and families. Strategies to
overcome this include scheduling pre-intake meetings with families and then meeting with
participants and families in pairs—instead of as an entire care team—during the appointment.

e Despite the comprehensive information in a participant’s care plan, families and providers
outside the program are generally not accessing it. In addition, the care plan platform is not
integrated with the electronic medical record. Program staff are working with the vendor to
customize and simplify the care plan and make it more user-friendly.

Lessons learned

e Program leaders and frontline and administrative staff believe that there is much to be gained
from remaining flexible during program implementation and from fine-tuning their roles and the
program as needed.

Note: This narrative describes the awardee’s implementation experience from the beginning of the
cooperative agreement through the end of our site visit on October 29, 2015. Unless otherwise
noted, enrollment data are current as of August 31, 2015, according to the awardee’s self-report
submitted to the implementation and monitoring contractor.

BACKGROUND ON THE HCIA R2 INITIATIVE AND EVALUATION

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) awarded
Round Two of the Health Care Innovation Awards (HCIA R2) as cooperative agreements to 39
organizations. These cooperative agreements extend from September 1, 2014, to August 31,
2017. CMMI selected organizations whose goals were to (1) reduce Medicare, Medicaid, and
Children’s Health Insurance Program (CHIP) costs in outpatient or post-acute settings;

(2) improve care for patients with special needs; (3) test new financial and clinical models for
specific provider types; and (4) improve the health of specific populations by enhancing patient
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engagement and improving disease prevention, wellness, and comprehensive care. The 39
awardees target a diverse set of populations, operate across a wide range of organizations, and
have developed a large variety of delivery system and payment models.

CMMI selected Mathematica Policy Research and its partners to conduct an independent
evaluation of the HCIA R2 programs. The goals of this evaluation are to assess the extent to
which the programs are transforming the delivery and financing of health care services and
improving the coordination, efficiency, and quality of care. At the end of each evaluation year,
Mathematica will submit an annual report. The purpose of the first annual report is to:

1. Describe the operational characteristics of each of the HCIA R2 programs

2. Summarize findings about each awardee’s early implementation experiences

3. Assess the facilitators of and barriers to each awardee’s success in implementing its
program during the first year of the award

One of the 39 HCIA R2 programs is the Collaborative Consultative Care Coordination (4C)
program, which is being implemented by Boston Medical Center. In this document (referred to
as a “narrative”), we examine this program’s first year of implementation. It is one of 39 such
narratives included in Volume 11 to the first annual report on HCIA R2.

EARLY IMPLEMENTATION EXPERIENCE

The first year of the HCIA R2 evaluation has focused on developing a baseline
understanding of Boston Medical Center’s program, including initial implementation
experiences, initial challenges to and successes with enroliment, and the engagement and
participation of stakeholders such as partners and collaborating organizations. This narrative
presents findings from our analysis of qualitative data gathered through a review of the
awardee’s application; initial discussions with the awardee; key informant interviews conducted
during site visits to Boston Medical Center and its partner, Baystate Medical Center (Baystate),
in October 2015; and a review of the awardee’s reports, submitted to the implementation and
monitoring contractor through August 31, 2015.

In addition to providing a general description of Boston Medical Center’s program, this
narrative addresses four questions:
1. How effectively has the program been implemented?

2.  What are the facilitators of and challenges to implementing the program, and what strategies
have been developed to address those challenges, including the effectiveness of those
strategies?

How does the awardee make decisions about program-related changes?

4. To what extent have the awardee and implementing sites begun to plan for or implement
payment reforms?
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We also provide a brief summary of Boston Medical Center’s impact evaluability
assessment and identify the next steps in our evaluation.

A. Introduction

Boston Medical Center and Baystate are using HCIA R2 funds to implement the
Massachusetts Alliance for Complex Care program, referred to as the Collaborative Consultative
Care Coordination (4C) program, which was launched on December 12, 2014.

The 4C program targets children with medical complexity (CMC), defined as children with
any one or more diagnoses reflecting a chronic condition (for example, neuromuscular disorders,
autism spectrum diagnoses, or congenital defects). The program helps these children and their
families to coordinate social, educational, financial, developmental, behavioral, and medical
services. Boston Medical Center hypothesizes that improving care coordination for CMC and
their families will lead to improved child functional status and caregiver experience, as well as
care that is less costly.

The 4C program has three goals:

1. By December 2014, to ensure that CMC in Massachusetts and their primary care providers
(PCPs) have access to comprehensive diagnostic services, multidisciplinary care planning,
and care coordination

2. By March 31, 2017, to improve the functional status of children enrolled in the program and
to lower stress and alleviate depression in parents and other caregivers

3. By March 31, 2017, to achieve an approximately 13 percent reduction from baseline in the
per beneficiary per year total cost of care by reducing hospitalizations

Other key characteristics of the 4C program are described in Table 1.
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Table 1. Boston Medical Center: 4C characteristics at a glance

Program characteristic

Description

Purpose

Components

Target population

Theory of change/theory
of action

Payment model

Award amount
Launch date?
Setting

Market area
Market location

Core outcomes

The Collaborative Consultative Care Coordination (4C) program from Boston Medical Center
(BMC) helps children with medical complexity (CMC) and their families to coordinate social,
behavioral, and medical services.

e  Care coordination (primary)

e Health information technology (secondary)

To be eligible for 4C services, referred CMC must have empirical evidence of high utilization.

For example, 10 or more combined ED or clinic visits; 10 or more days in the hospital; or be at
risk of high utilization, including:

e Receiving referrals to multiple specialists (for example, neurology, pulmonology,
endocrinology, and so on)

e Having conditions that affect multiple body systems (for example, head, lungs and
glands)

e  Experiencing an ICU admission that causes a significant change in a child’s health and
need of services

e Any complicating psychosocial and economic factors that are (or are at risk of) adversely
affecting outcomes, including children whose caregivers have significant stressors

BMC and Baystate hypothesize that improving care coordination for CMC will lead to
improved child functional status and caregiver experience, as well as care that is less costly.

Per capita care management payment

In Year 3, the payment model will consist of a monthly collaborative care management and
consultation fee costing less than health plans can expect to save by purchasing the 4C
program'’s service for CMC. Fees will be based on actual savings accrued to date on CMC
enrolled in the program.

$6,128,059

December 12, 2014

Acute care, nonprofit, academic medical centers
Urban

Massachusetts (Boston and Springfield)

1. Improved care coordination

2. Improved child functional status
3. Improved caregiver experience
4. Lower costs of care

aAfter a planning period, the awardee’s program became operational as of this date.

B. Methods

The evaluation team developed this narrative based on (1) the awardee’s application;
(2) self-reports submitted by Boston Medical Center to the implementation and monitoring
contractor that cover the first year of the cooperative agreement (September 2014 to August
2015); and (3) telephone discussions with the awardee; and (4) interviews with 4C program

leaders and staff during our site visits to Boston Medical Center and Baystate (October 26 to 29,
2015). We used a standardized document review tool to abstract key data from the application,
the first four quarters of the awardee’s self-reports, including operational plans, self-
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measurement and monitoring plans, program narratives, progress reports, and other supplemental
materials. During the visits, we interviewed program leaders and frontline and administrative
staff.

A two-person team conducted the interviews using semi-structured protocols. After
obtaining consent from respondents, we audio-recorded and transcribed all interviews. A team
member received training, achieved inter-rater reliability on coding, and coded the transcripts to
organize the data for analysis. The team then extracted coded data pertaining to the research
questions identified in Section C below. Using these extracts and information from the awardee
self-reports, the evaluation team synthesized the information into this narrative on Boston
Medical Center’s implementation experience.

C. Findings
1. How effectively has the program been implemented?

Boston Medical Center developed the 4C program based on the competencies and functions
in the Framework for High-Performing Pediatric Care Coordination (Table 2). This framework
defines pediatric care coordination as a patient- and family-centered, assessment-driven, team-
based activity designed to meet the needs of children and youth while enhancing the caregiving
capabilities of families.® In the first year of program implementation, Boston Medical Center and
Baystate adapted the program when necessary to meet participant and family needs while
adhering to these competencies and functions.

Table 2. Framework for high-performing pediatric care coordination

Care coordination competencies Care coordination functions

1. Develops partnerships 1. Provides separate visits and care coordination interactions
2. Communicates proficiently 2. Manages continuous communications

3. Uses assessments for intervention 3. Completes/analyzes assessments

4. s facile in care-planning skills 4. Develops care plans with families

5. Integrates all resource knowledge 5. Managesl/tracks tests, referrals, and outcomes

6. Possesses goal/outcome orientation 6. Coaches patients/families

7. Takes an adaptable and flexible approach 7. Integrates critical care information

8. Desires continuous learning 8. Supports/facilitates care transitions

9. Applies team-building skills 9. Facilitates team meetings

10. Is adept with information technology 10. Uses health IT

Source: Antonelli, R.C., J.W. McAllister, and J. Popp. “Making Care Coordination a Critical Component of the Pediatric
Health System: A Multidisciplinary Framework.” The Commonwealth Fund, May 2009.

To meet enrollment goals, 4C program staff are using multiple approaches to raising
awareness of program services among providers and families in the Baystate and Boston
Medical Center communities so that providers will refer CMC, or families themselves will
seek out program services. Program leaders and frontline and administrative staff advertise

L Antonelli, R.C., J. W. McAllister, and J. Popp. “Making Care Coordination a Critical Component of the Pediatric
Health System: A Multidisciplinary Framework.” The Commonwealth Fund, May 2009.
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program services throughout local community health centers, primary care practices, intensive
care units, and professional associations. Program leaders and frontline staff noted that, despite
enrollment challenges including weather-related program delays and lack of access to claims
data to identify eligible children, their efforts to market the program have been quite successful.
Boston Medical Center and Baystate expect to enroll 500 participants by the end of the
cooperative agreement and to retain 450 of them (expecting a 10 percent disenrollment rate).?
During the site visit, we learned that Boston Medical Center was in the early stages of
developing a discharge protocol to disenroll participants who become disengaged from the
program, meaning they do not return phone calls from program staff or they miss appointments.
As of August 31, 2015 (the end of the program’s fourth quarter), Boston Medical Center and
Baystate had enrolled and served 86 participants, 10 more than projected, and both sites had
identified potential participants whom they were planning to enroll in the near future (Figure 1).
As of October 29, 2015, neither Boston Medical Center nor Baystate had disenrolled any
participants.

Figure 1. Projected versus actual cumulative direct participants served
through year 1
100
90 125%

80

70

60

50

40

30

Number of program participants

20

10 0%
0
0
Q1 Q2 Q3 Q4
mmm Actual direct program participants served ==mProjected direct participants served for year 1

Source: Data file from the implementation and monitoring contractor; first, second, third, and fourth program quarters:
September 2014-August 2015.

Notes: Projected direct participants served reflects the cumulative and unique number of individuals the awardee
estimated to ever be served in the program through August 2015. Direct program participants refers to the total
number of unique participants who have received services directly funded by the HCIA R2 award from program
launch through the fourth program quarter. Boston Medical Center does not have indirect program participants.

2 After enrolling, participants remain enrolled for the duration of the program unless they reach the age of 22. At
that point, they will be transitioned into adult care.
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During our site visits, several respondents talked about how Baystate faces fewer enrollment
challenges because it is the only pediatric hospital in Springfield, Massachusetts, where it is
located. In contrast, Boston Medical Center faces competition from several other pediatric
providers in the Boston area who offer services to CMC. As a result, Boston Medical Center is
enrolling a higher percentage of children with complex behavioral health issues as a percentage
of their total enrolled patient population, while Baystate is enrolling a higher percentage of
children with complex medical issues.

In May 2015, program leaders refined the eligibility criteria to more clearly define the
desired patient profiles. During our site visits, program leaders noted that the criteria were
flexible based on the complex care pediatrician’s subjective assessment of CMC’s and their
family’s social and medical needs. Current eligibility criteria program participants include at
least one of the following:

e Have had 10 or more emergency department (ED) or clinic visits combined in the calendar
year before they were referred to the program

e Have had 10 or more days in the hospital in the calendar year before they were referred

e Are at risk of high service use, including being referred to numerous specialists; having
conditions that affect several body systems; being admitted to an intensive care unit related
to a significant change in both health and the need for services; or having any complicating
psychosocial and economic factors that are adversely affecting—or that could adversely
affect—outcomes, including caregivers experiencing significant stressors®

The program launched in December 2014 at Baystate and January 2015 at Boston Medical
Center. Both sites have generally implemented the program based on the original timeline, with
the exception of developing a patient registry. Boston Medical Center plans to work with the
Analysis Group” to develop a patient registry that will track diagnoses, referrals, laboratory
results, and health outcomes in addition to alerting program staff when contact with a family is
necessary. However, Boston Medical Center has faced difficulty obtaining from payers the
claims data necessary to develop the patient registry. The awardee has data sharing agreements
in place with some payers that are participating in the development and testing of the payment
model, but the awardee has encountered problems identifying necessary data fields, determining
data availability, and formatting data requests. Boston Medical Center leaders were attempting to

3 From the program launch in December 2014 through mid-May 2015, the eligibility criteria included CMC with
evidence of at least one of the following: conditions affecting three or more organ systems, ongoing involvement
with three or more specialists, 10 clinic visits in a year, 10 hospital days, a pediatric intensive care unit (PICU) or
neonatal intensive care unit (NICU) admission for a chronic condition that will likely have prolonged morbidity and
complexity, complicating psychosocial and economic factors that are (or are at risk of) adversely affecting
outcomes; and, in combination with the above, a behavioral health or developmental diagnosis with complicating
medical or psychosocial issues in the child or a family member.

4 The Analysis Group is a consulting group that provides expertise in economics, finance, and health care analytics
and strategy to a wide range of companies.
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overcome this challenge by seeking guidance from other awardees who have been successful in
obtaining claims data from payers.

2.  What are the facilitators of and challenges to implementing the program, and what
strategies have been developed to address those challenges, including the effectiveness
of those strategies?

a. Primary Component: care coordination

The care coordination functions that Boston Medical Center and Baystate are implementing
as part of the 4C program include an initial multidisciplinary assessment at enroliment;
comprehensive care plan development; referrals to social, educational, behavioral, and medical
services; and ongoing collaborative care coordination. The 4C staff are organized into teams that
comprise a nurse care coordinator, a social worker, a family navigator, a child psychiatrist (or
child psychologist), a nutritionist, and a complex care pediatrician. The nurse care coordinators
are the clinical hub of each team. The team is led by the complex care pediatrician who is not the
participant’s PCP.

The 4C care teams have developed parternships with PCPs and specialists who see
much value in referring children and families to the program. The 4C care teams will not
enroll a child without the PCP’s authorization. If the referral comes from someone other than the
PCP, the complex care pediatrician calls the PCP to discuss the program and assess the PCP’s
interest in having his or her patient enroll. One of the 4C care team members noted that the team
views the PCP as “the boss” and itself as a care support program; team members make
recommendations to the PCP based on their comprehensive assesssment but will not pursue
medical services for the participant without the PCP’s authorization. The 4C providers and
program staff acknowledged that families can become overly reliant on them because of the
substantial resources they are able to offer; as a result, they educate families on their role versus
the PCP’s role in their medical care. The 4C staff perceived that some PCPs were initially wary
that the 4C program would take patients away from them, but over time most PCPs came to
appreciate the services provided to their patients by the program.

To meet the myriad needs of participants and families, program leaders and frontline
and administrative staff emphasized the importance of being part of a team of self-
motivated individuals with professional expertise and a commitment to the population
served by the program. Program leaders and frontline and administrative staff described
themselves and each other as being passionate about
helping the participants and families involved in the 4C
program. They cited efforts to meet the many, diverse

“Our team is amazing, honestly. | have
to say I've never worked with people like
this. Everyone’s really invested, really

passionate, really like it's all about needs of participants and families, such as acquiring

making our families get to that better mattresses and winter coats; helping families to obtain
place . .. so everyone has the same utility shut-off protection, access to food pantries, and
mentality, and | love it." funds to pay overdue bills; and going to the registry of

— 4C program staff member

motor vehicles to help parents complete paperwork.
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Program leaders and frontline staff described how
constant communication supported teamwork necessary to | “Butone of the really nice things is
meet participant and family needs. The 4C care team that with a team, you can get a lot
members noted the value of the entire team debriefing after more information, you can get

. ) . .. information from multiple sources,
every intake and assessment appointment to discuss participant | ang they will do the legwork that's
and family needs and brainstorm about necessary referrals. necessary for many families.”
This post-assessment debriefing ensures that all team members — 4C provider
have the opportunity to give immediate input on each
participant’s care plan and that different needs are addressed without duplicative efforts. Team
members described how communication among the team helped them to be mindful of one
another’s expertise, increasing the distinct contributions made by individual team members and
the resources they have access to that benefit participants and families. In addition, program staff
who share a workspace described how it facilitates teamwork because they can overhear each
other’s telephone conversations, so they are aware of the status of referrals. They said the shared
workspace also facilitates brainstorming necessary to resolve complicated issues, such as finding
transportation. However, some program staff raised concerns about the potential for Health
Insurance Portability and Accountability Act (HIPAA) violations when discussing participants in
a shared workspace.

Program staff noted that the initial multidisciplinary intake and assessment
appointment does not give them enough time to gather necessary information from
participants and families. Both Boston Medical Center and Baystate schedule the intake
assessment appointments on a specific day each week. (Boston Medical Center schedules the
appointments on Wednesday mornings, and Baystate schedules them all day on Fridays). Each
appointment is two hours. During that time, each care team member tries to gather information
from the family to make an assessment based on his or her professional expertise. Program staff
mentioned that it is difficult for families to come in during the week and that the two-hour
appointment time can be long and tiring for participants and families; the families have long
stories as well as a lot of needs and resource constraints. The two-hour time slot is insufficient
for each team member to gather information necessary to make assessments and fully understand
the family’s needs. In addition, families often arrive late, leaving even less time for program staff
to spend with them. During the appointment, families sometimes mention immediate
“emergency” needs, such as dealing with being evicted, that put additional pressure on the care
team and make it challenging to manage the team’s time. Another challenge, particularly in
connection with participants who have PCPs who are outside of the Boston Medical Center or
Baystate networks, is that program staff typically have very little or outdated information about
the participant before the intake and assessment appointment.
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“We started doing the home visits because we
realized there’s no way that anyone can really be
inside a room for two hours seeing a nutritionist, a
psychologist . . . and also because the social work
piece, a nonmedical piece, | feel like it really needs a
separate time to kind of just give mom or dad just a
little bit of time to process that piece and not so much
focus on everything else that's going on with their
child. We do this pre-intake conference that we talk
about family life, what supports are in place, what
supports need to be in place, and just get a sense of
what is going on and how we can help really.”

— 4C program staff member

Program staff have developed
strategies for overcoming the challenges
posed by the intake and assessment
appointments. To facilitate information
gathering during the two-hour assessment
appointment, program staff started scheduling
telephone calls or home visits with families
before the assessment appointments. During
this pre-intake phone call, program staff
discuss the support the family is receiving and
the agencies that are involved in the
participant’s care. Program staff also request
the participant’s medical records from all of

the participant’s providers as soon as a consent form is signed. To further increase the efficiency
of gathering information during the two-hour assessment appointments, program staff have
started to meet with the family in pairs: the nurse care coordinator and physician will meet
together with the family to do a medical history and explain care planning; then the social worker
and family navigator; then the psychiatrist and the developmental behavioral physician; and then,

if necessary, the nutritionist.

b. Secondary Component: health IT

The 4C program staff use a secure, cloud-based, Internet portal (ACT.md) to ensure that the
comprehensive care plan is available to families, PCPs, and other providers involved in the
participant’s care. The nurse care coordinator develops the comprehensive care plan® in ACT.md
after the multidisciplinary assessment and before the follow-up visit that occurs one month after
the assessment. During the follow-up visit, the team reviews the comprehensive care plan with
the family before it is made available to others on ACT.md.

®The comprehensive care plan includes three sections. The first section has basic information, including the
guardian’s name, address, and telephone number. It also includes the participant’s medical record numbers,
diagnoses, allergies, insurance information, and advance directives. The second section includes emergency plans.
The third section includes information about the specialist providers from whom the participant receives care and
information about hospitalizations or surgeries that could have residual effects on the participant.
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Program staff described a number of benefits to maintaining care plans in ACT.md.
ACT.md makes the care plan available to providers across multiple systems and gives them a
comprehensive understanding of the participant. As a result, providers do not have to spend time
interviewing the family and reaching out to other providers to gather the information they need
to make treatment decisions. Program staff perceive that ACT.md should be easy for families to
use and that it provides a way to communicate with families other than the phone. Program staff
also noted the benefit of ACT.md in helping them manage relevant tasks among the team,
standardize program workflows, and improve care coordination because everyone can see what
each team member is working on for each participant and understand the implications of the
status of other tasks for their own tasks.

Providers outside the program are generally not “[ACT.md] is just another system that

accessing the care plan in ACT.md despite its useful, they have to learn. Another system
comprehensive information. Program staff invite other that they have to enter into in addition
providers involved in the participants’ care to use to [the EMR]. They probably have

another system for something. . . . We
use just so many systems already.”

— 4C program staff member

ACT.md, but the providers rarely do so. However,
program staff provided a few examples in which families
referred a provider to the care plan in ACT.md, who then
expressed appreciation for having access to
comprehensive patient information.

Families are slow to access their child’s care plan in ACT.md. Program staff review the
care plan in ACT.md with all families to ensure that they understand it and are comfortable with
its content before the care plan can be accessed by others. However, few families use the care
plan in ACT.md regularly. For example, staff instruct families to use the care plan during
emergencies; however, the majority of families who have taken a participant to the emergency
department (ED) have not told the ED staff about the care plan in ACT.md and in some cases
have spent time working with the ED staff to recreate information contained in the care plan,
such as a list of the participant’s current medications. Program staff mentioned a number of
obstacles that families face in accessing ACT.md, including weak literacy skills, no email
address, or lack of regular access to a computer with Internet access or to a smart phone that is
compatible with ACT.md. Program staff believe that families find ACT.md cumbersome to use
at first and—just as providers—might already be accessing a number of systems, including a
school portal and an electronic medical record (EMR) portal. Program staff believe in the
potential of ACT.md to support families and hope that they will be able to help families
overcome these obstacles. They are also working with the ACT.md vendor to adapt it so that it
will be easier for families to use.

11
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Program staff have faced challenges
“They are a relatively new platform, so we've been using ACT.md. ACT.md was initially

growing together. . . . We'll tell them the needs that we e
have for the platform. Then being able to see those complex and not user frlendly, but the

implemented and work in that direction together, it's ve_ndor has been rESponSive a_nd has vv_orke_d
been really pretty neat. . . . And | feel like every ime we | With program staff to customize and simplify
talk to parents, patients, or other community health it. For example’ program staff pushed for

centers that we invite onto the platform, it's not exactly ACT.md to develop a smartphone app that
hat t, butiti ki V! . .y- .
whatwe want, But IHis a workin progress.” would be easier for families to access their
— 4C administrative staff
care plan, and ACT.md programmers

complied.

The ACT.md has not been integrated with the EMR. Program staff can manually put the
ACT.md care plan in the EMR such that it is the first thing anyone will see when they access a
participant’s record; program staff perceive this as being a good advertisement for the 4C
program and the care plan. However, putting the care plan in the EMR takes time. Furthermore,
the EMR must be manually updated each time the care plan is changed in ACT.md or it will be
out of date. Another challenge related to the lack of integration between ACT.md and the EMR
is that program staff must document changes in both systems. This requires putting information
in one system and copying it to the other—a time-consuming process fraught with technical
difficulties, including ACT.md crashing.

3. How does the awardee make decisions about program-related changes?

Program staff are tracking in-person encounters, telephone encounters, and electronic
encounters and are reporting this information to the Centers for Medicare & Medicaid Services
(CMS). Boston Medical Center is relying on program staff to manually track these encounters in
ACT.md. As the number of program participants has grown, tracking encounters manually has
gotten more difficult. Administrative staff hope they can work with the ACT.md vendor to
develop an automated method of tracking encounters. At this point, program staff are not using
encounter information to make program-related changes during implementation.

Program staff provided examples of program adaptations that they have made based
on their experience with the program. One such adaptation resulted from their realization that
the screening tools initially selected to track improvements in child functional status and daily
living skills took too much time to administer and were a burden to participants and their
families. Program staff identified different screening tools.

12
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Program leaders and frontline and
administrative staff noted the benefits of “What's so neat about this is that we can
approaching the implementation of the 4C program adjust it to what suits our needs as we
flexibly and fine-tuning as it grew. Program leaders move along, which is what they've been

. . . doing since the beginning. So if we find
defined the r_ole_s peeded for the care team and identified something that's not working as well [as
the types of individuals who would best fill them. They expected], we can tweak it.”

then systematically recruited staff who had the requisite —_ 4C program staff member

professional training, relevant experience, and an
obvious commitment to the program’s goals. Program staff appreciated having the opportunity to
refine their roles in the program and establish workflows that would make the program a success.
They also appreciated having the opportunity to develop the program over time and refine it
based on participants’ needs. For example, one staff member said that she learned that in order to
reduce the number of no-shows for the initial intake visit, she had to call the families to remind
them. She also had to figure out how to organize the information she was collecting during
intake so that she was not just taking random notes. The mental health providers described
having to adjust their usual approaches to assessment and treatment planning. For example, in
their usual role as mental health provider they are responsible for the patient’s case. But in the
4C program they act as consultants who recommend referrals, so they had to determine how to
manage families’ expectations and establish boundaries around the extent of mental health care
they were providing.

4. To what extent have the awardee and implementing sites begun to plan for or
implement payment reforms?

Boston Medical Center developed its payment model based on the theory that if the care
provided to CMC is coordinated and proactively managed, then they and their families will have
better access to needed medical, behavioral, and social services, thus reducing hospitalizations.
As a result, the cost of caring for CMC will decrease.

Boston Medical Center and Baystate plan to demonstrate a decrease in costs by obtaining
baseline cost and utilization data for all enrolled participants from participating payers. They will
then use these data to track cost, utilization, and quality. In Year 3 of the cooperative agreement,
they expect to develop a monthly care coordination and consultation fee that is less than the costs
saved by payers whose beneficiaries are enrolled in the 4C program but high enough to yield a
positive margin for themselves. The payment model will be implemented differently in the two
sites. Baystate is joining an accountable care organization, which would likely invest in
sustaining the program if it improves health outcomes and achieves cost savings. As a safety net
hospital, Boston Medical Center receives disproportionate share hospital payments, making a
payment model for the 4C program more complicated. So, if the program reduces the cost of care
to the medical center resulting in a reduction in hospital revenue, the disproportionate share
hospital payments would neutralize the financial benefit of the program for Boston Medical
Center. Program leaders were uncertain about the implications of this issue on payment model
development; however, they confirmed support from the medical center for developing a
payment model to sustain the program.

13
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The biggest challenge that Boston Medical Center faces in implementing payment
reform is obtaining baseline cost and utilization data for all enrolled participants. Without
these data, Boston Medical Center will not be able to demonstrate that the 4C program reduces
the costs of providing care to CMC. In the third program quarter (March through May 2015), 4C
staff developed a billing system to track costs associated with care provided to program
participants in order to determine reimbursement rates for 4C services.

D. Impact evaluability assessment

After reviewing information in program documents and from interviews with program staff,
we have identified two major barriers to conducting a rigorous impact analysis of the program in
time for the project’s final report in January 2019. The first barrier is the small number of
publicly insured children targeted for enrollment whom we can include in a claims-based
analysis using Medicaid or CHIP data (n = 400). In addition, Boston Medical Center and
Baystate will enroll the 400 children on a rolling basis through the end of the third year of the
cooperative agreement. Some children will not be enrolled for long enough to receive program
benefits by the end of the agreement. The second barrier is the two- to three-year lag in
Medicaid/CHIP data availability in Massachusetts. These data lags will not allow enough time
for enough children to accrue program benefits by the time we need to conduct our impact
analysis. The awardee is negotiating with the state and with CMS to see if it can access treatment
group claims (and to provide them to us) in a more timely way. We will also monitor CMS’s
transition to the T-MSIS, the agency’s new Medicaid data system that is in the operational test
phase, to determine whether it reduces the time lag for receiving Massachusetts Medicaid data
for a comparison group.

We will monitor program enrollment and Medicaid data availability for Boston Medical
Center. If enrollment continues on schedule and if Medicaid data lags continue to be at least two
years, we recommend forgoing a claims-based impact evaluation. However, if Boston Medical
Center enrolled at least 400 Medicaid or CHIP beneficiaries by early 2016 (well ahead of
schedule) and if Massachusetts Medicaid data became available for the treatment and
comparison groups with less than a two-year lag, we would recommend reconsidering an impact
evaluation.

E. Next steps

We look forward to working with Boston Medical Center for the remaining portion of the
cooperative agreement. Specifically, we will be working on both the implementation and impact
evaluations, as described below.

1. Implementation evaluation

During the next year, we will continue to review quarterly reports submitted by the awardee
to the implementation and monitoring contractor. In addition, we will conduct virtual site visits
consisting of series of telephone interviews with awardee and program leaders and staff in the
summer of 2016. We will use these telephone interviews to follow up on issues identified during

14
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the site visit in the fall of 2015. Specifically, we will inquire about recent changes to the
program, obtain information on the enrollment process, and update our understanding of the
challenges to and facilitators of implementing program components. We will document our
findings on these topics in future reports.

2. Impact evaluation

Over the next several months, we will have ongoing discussions with Boston Medical
Center to determine its success in negotiating with MassHealth to receive Medicaid claims data
on a lag shorter than two years. We will also monitor Massachusetts’ transition to T-MSIS to
determine the data lag in that system. In addition, Boston Medical Center will send us its first
finder file. As soon as the 2014 Medicaid claims data are available from Boston Medical Center
or from CMS, we can link the finder file to the claims data and calculate baseline descriptive
statistics about program participants—including, their age; sex; and baseline health care
utilization (that is, hospitalizations, readmissions, and ED visits) and costs.

Boston Medical Center is collecting survey data using the Pediatric Quality of Life
Inventory (PedsQL) to assess participants’ functional status at baseline and every six months
thereafter. Boston Medical Center and its local evaluator, Analysis Group, will be conducting
time-trend analyses to assess whether participants’ functional status improves over time. Boston
Medical Center will include these findings in reports to CMS. However, given the lack of data
from a comparison group, Boston Medical Center will not be able to determine whether any
changes over time are due to the program versus other factors. In light of challenges obtaining
Medicaid claims data for evaluating the 4C program, we have spoken with Boston Medical
Center and Analysis Group about their plans for the PedsQL data and are exploring whether
Mathematica can add value to the analyses they have already planned. However, given the lack
of comparison group data, we are unlikely to be able to add value to what Boston Medical Center
and Analysis Group are already doing.
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FINDINGS AT A GLANCE (September 1, 2014-October 16, 2015)

Successes

e Transition coordinators are on board at each facility. Staff have been trained and are using the
new decision support tool (called Engage) and the associated monitoring reports.

e Frontline staff and facility leaders report that participants and families are more engaged and
more consistently prepared to safely transition home.

Challenges and strategies to address them

o  Staff turnover and vacancies following the departure of transition coordinators have been a
challenge. The leaders of the Patient Centered Care Connections (PCCC) program have
created a transition coordinator sustainability plan and are working with facilities when turnover
occurs.

e Lack of consistent, multidisciplinary buy-in across facilities has been a challenge. PCCC leaders
are working with nursing home leaders and transition coordinators on how to reinforce the
importance of engaging staff across disciplines—for example, by using Engage and working
closely with transition coordinators.

Lessons learned

e  Multidisciplinary team engagement is needed to support transition coordinators’ efforts on
creating a more robust transition planning process and in using the Engage decision-support
tool.

e The level of engagement and commitment of facility leaders to the program and of support for a
multidisciplinary approach to transition planning are important to the program’s success.

e  The regular presence and availability of PCCC staff at participating nursing homes helps
(1) reinforce program processes, such as working with team members of all disciplines;
(2) provide continuous technical assistance on software; and (3) educate facilities on how to
monitor their own performance.

e An emphasis on proper documentation (such as greater specificity of payer source) and the
development of additional data tracking systems for performance measurement and monitoring
are also needed.

Note: This narrative describes the awardee’s implementation experience from the beginning of the
cooperative agreement through the end of our site visit on October 16, 2015. Unless otherwise
noted, enroliment data are current as of August 31, 2015, according to the awardee’s self-report
submitted to the implementation and monitoring contractor.

BACKGROUND ON THE HCIA R2 INITIATIVE AND EVALUATION

On September 1, 2014, the Center for Medicare & Medicaid Innovation (CMMI) awarded
Round Two of the Health Care Innovation Awards (HCIA R2) as cooperative agreements to 39
organizations. These cooperative agreements extend from September 1, 2014, to August 31,
2017. CMMI selected organizations whose goals are to (1) reduce Medicare, Medicaid, and
Children’s Health Insurance Program costs in outpatient or post-acute settings; (2) improve care
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for patients with special needs; (3) test new financial and clinical models for specific provider
types; and (4) improve the health of specific populations by enhancing patient engagement and
improving disease prevention, wellness, and comprehensive care. The 39 awardees target a
diverse set of populations, operate across a wide range of organizations, and have developed a
large variety of delivery system and payment models.

CMMI selected Mathematica Policy Research and its partners to conduct an independent
evaluation of HCIA R2 programs. The goals of this evaluation are to assess the extent to which
the programs are transforming the delivery and financing of health care services and improving
the coordination, efficiency, and quality of care. At the end of each evaluation year, Mathematica
will submit an annual report. The purpose of the first annual report is to:

1. Describe the operational characteristics of each of the HCIA R2 programs

2. Summarize findings about each awardee’s early implementation experiences

3. Assess the facilitators of and barriers to each awardee’s success in implementing its
program during the first year of the award

One of the 39 HCIA R2 programs is the Patient Centered Care Connections (PCCC)
program, which is being implemented by CareChoice Cooperative. In this document (referred to
as a “narrative”), we examine this program’s first year of implementation. It is one of 39 such
narratives included in Volume 11 to the first annual report on HCIA R2.

EARLY IMPLEMENTATION EXPERIENCE

The first year of the HCIA R2 evaluation has focused on developing a baseline
understanding of CareChoice’s program, including initial implementation experiences, initial
challenges to and successes with enrollment, and the engagement and participation of
stakeholders such as partners and collaborating organizations. This narrative presents findings
from our analysis of qualitative data gathered through a review of the awardee’s application;
initial discussions with the awardee; key informant interviews conducted during a recent site
visit to CareChoice; and a review of CareChoice reports submitted to the implementation and
monitoring contractor through August 31, 2015.

In addition to providing a general description of CareChoice’s program, this narrative
addresses four questions:
1. How effectively has the program been implemented?

2. What are the facilitators of and challenges to implementing the program, and what strategies
have been developed to address those challenges, including the effectiveness of those
strategies?

How does the awardee make decisions about program-related changes?
4. To what extent has the awardee begun to plan for or implement payment reforms?
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We also provide a brief summary of CareChoice’s impact evaluability assessment and
identify next steps in our evaluation.

A. Introduction

CareChoice, a cooperative of nursing homes, senior independent housing, and assisted living
communities in Minnesota, received an HCIA R2 award to pilot the PCCC program. The PCCC
program seeks to improve the care and safety of and reduce the total cost of care for post-acute
care patients in nursing homes (also known as skilled nursing facilities, or SNFs) who are
transitioning back to the community. The participating sites include 10 SNFs that will test how
additional staffing, decision support tools, and training impact the patient transition experience,
as well as health and cost outcomes, through two primary components—(1) improving patient
and family engagement and (2) transitional care coordination (for the remainder of this
document, we will refer to all patients on the transitional care unit [TCU] as participants).* The
program’s additional staffing consists of a newly created transition coordinator position at each
participating facility, who will have responsibility to develop comprehensive transition plans for
participants using a web-based decision support tool called Engage.? This tool is designed to
assist multidisciplinary teams (social workers, therapists, nurses, admissions staff, and medical
records staff) working in post-acute care settings with tracking and completing a robust transition
planning process, beginning when patients are admitted to the TCU and including “learning
lessons” with participants and their families.

The training component of the program involves identification and completion of lessons
that serve as key facilitators of increasing participant and family engagement in the participant’s
care. Learning lessons are short education modules within the Engage tool that teach participants
important information about specific health conditions or general wellness, such as improved
nutrition. These lessons give residents information on how to care for their health and look for
signs of changes in health quality. During the participant’s stay, the transition coordinators and
other staff conduct relevant lessons with the participant and his or her family. A lesson is
considered complete once a facility staff member has gone through the lesson in person with the
participant and gauged comprehension, either through test questions reviewed at the end of the
lesson or based on general engagement during the conversation. With the support of the
multidisciplinary team, the transition coordinators prepare a comprehensive transition plan,
including copies of all completed learning lessons, and review the plan with participants prior to
discharge. The transition plan is sent home with participants and faxed to each participant’s
primary care physician or specialist.

! Although not all TCU patients will be included in the program’s final evaluation data, all of them receive the
transition services associated with the PCCC. For example, individuals participating in the program but later
transferred to a long-term care bed or hospice will be excluded from the data analysis. Patient exclusions are
described in more detail in the impact analysis section later in this report.

2 The Engage web tool was created by Align, an organization focused on improving care transitions in the post-
acute care arena.
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The PCCC gives each of the participating facilities HCIA R2 award money to pay for a
transition coordinator’s salary and discretionary supplies; facilities have the flexibility to either
hire new transition coordinators or recruit existing staff to take on this new role.® Award monies
are not used to support other staff at the facilities who are involved in the PCCC’s transition
coordination activities. Frontline staff explained that although they had done transition planning
activities before the PCCC, those activities often began near the end of a patient’s stay and
produced less comprehensive documents that did not seem as helpful to patients and caregivers
as those produced through the PCCC program.

In addition to the web-based Engage tool, the PCCC program integrates principles of Project
RED (Re-Engineered Discharge),* a nationally recognized guiding framework for discharge
planning and transition process improvement. During the initial program implementation phase,
a representative from Align (the organization that created Engage) went to every participating
nursing home for a full day to train staff on Engage. At that time, all transition coordinators and
any other staff the facility chose to include participated in 6.5 hours of in-person training. PCCC
leaders and Stratis, the internal evaluation contractor, also taught this group about the relevant
components of Project RED. Following this initial training, new staff added to a facility’s
transition team are to be trained by the transition coordinator. Program staff provide the
transition coordinators additional support as they train new staff. Transition coordinators hired
after the onset of the program receive the full 6.5 hours of in-person training by Align, along
with training from program staff.

The transition coordinators are expected to provide ongoing training and support to the rest
of the multidisciplinary team as each member uses Engage to document and monitor his or her
part of the transition work. The transition coordinator’s role also typically includes performing
the majority of the tasks related to PCCC program coordination and reporting, as well as
reviewing the team’s final transition care plan with participants and conducting post-transition
follow-up phone calls. Neither program staff nor the Engage tool prescribes how facilities are to
divide the workload among team members; facilities determine the structure and staffing that
works best for their organization. However, PCCC leaders stressed that the program is designed
to be multidisciplinary and will be most successful when there is careful coordination across the
full team of individuals involved in transition planning—including nurses, physical therapists,
social workers, and individuals from admissions and medical records—in addition to the
transition coordinators.

3 One facility we visited chose to divide the transition coordinator role between two individuals already working at
the facility, assigning .5 FTE to each.

4 Project RED (Re-Engineered Discharge) is a program originally designed for hospitals to improve the transition
process and increase opportunities for patient engagement. The program was later adapted to the nursing home
environment, a setting where transition planning has been less of a focus because most patients are typically long-
term residents who are not discharged to home. Transition planning has become even more critical in nursing homes
as the acuity level of patients being cared for in them has increased.
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PCCC leaders and staff monitor the program components through utilization reports using
performance metrics and targets specifically developed for the PCCC by program staff and
Stratis. Program staff will evaluate the impact the program has on participant satisfaction,
hospital readmissions, and total cost of care, with the assistance of Stratis. Align and the PCCC
also produce multiple aggregate reports on facility performance to highlight and explore
opportunities for improvement in documentation and program implementation. Several
additional facility-specific reports and real-time digital dashboards are available through the
Engage tool. Individual facilities use these reports to identify ways to improve the transition
planning process. The dashboards help users track upcoming tasks, such as which follow-up calls
need to be completed when, and note progress made in completing each participant’s transition
care plan. Align continues to develop new reports based on input from participating PCCC
facilities.

Participants are asked a few short survey questions about their experiences soon after
admission to a facility through the administration of Engage’s survey tool, called “In the
Moment.” Transition coordinators or other designated staff administer a second “In the Moment”
transition readiness survey shortly before each participant is discharged. Transition coordinators
and quality improvement teams can use these results to determine if scores improve over a
participant’s stay. Facilities can produce a summary report reflecting a 12-week rolling average
of participant answers and scores to the “In the Moment” surveys. In addition, authorized facility
staff can produce a patient snapshot report, which shows each individual participant’s answers to
the surveys. Each facility’s transition coordinator determines which staff members have access to
view or enter data in Engage.

Facility staff (typically the transition coordinator) also conduct a satisfaction survey two
days after the participant transitions to home and follow up with telephone calls after 30 days and
90 days. During these three calls, they collect self-reported hospital readmission data from the
participant or the caregiver. Staff reported that most participants are pleased that the facility is
taking the time to call them. Staff also reported that participants are more likely to call with
questions after discharge because key staff phone numbers are provided in each transition care
plan and participants are reminded before they leave the facility that they can always call the care
team members if they have questions or concerns. Table 1 summarizes key PCCC
characteristics.
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Table 1. CareChoice: PCCC characteristics at a glance

Program characteristic Description

Purpose

Components

Target population

Theory of change/theory
of action

Payment model
Award amount
Launch date®
Setting

Market area
Market location

Core outcomes

A newly introduced role at nursing homes—the transition coordinator—in concert with a web-
based decision support tool (Engage) will increase patient and family engagement with staff
and improve the process of transitioning back home in the community, thereby reducing
unnecessary hospital readmissions and improving the quality of care delivered.

e Patient and family engagement (primary): Increased communication between members of
multidisciplinary transition team and patients and families, including opportunities for
feedback and education

e Transitional care coordination (primary): Improved transition process with increased
communication among multidisciplinary transition team and more comprehensive transition
documentation for patients and caregivers

e Quality improvement and workflow process redesign (secondary)
e Education and training (secondary)

Medicare, Medicaid, and dually eligible beneficiaries admitted to participating nursing facilities
as short-stay patients

PCCC will reduce the total cost of care as well as hospital readmissions for post-acute nursing
home patients through improved care and safety of patients as they return to their homes in the
community.

RUGs? per diem payment plus shared savings for participating providers (proposed)
$3,347,584

January 1, 2015

Transitional care units in participating nursing homes

Urban, suburban

Minnesota

e Reduced total cost of care for post-acute nursing home patients and reduced hospital
readmissions

¢ Increased patient and family satisfaction and understanding of the discharge plan

28RUGSs are Resource Utilization Groups, the payment categories in Medicare’s prospective payment system for Medicare
SNFs. An SNF resident’s RUG is determined by the severity of the resident’s medical condition and skilled care needs.

bAfter a planning period, the awardee’s program became operational as of this date.

B. Methods

The evaluation team developed this narrative based on qualitative analyses of (1) the
awardee’s application; (2) self-reports submitted by CCC to the implementation and monitoring
contractor that cover the first year of the award (September 2014 to August 2015); and (3) data
gathered during initial telephone discussions with the awardee and during our site visit to the
PCCC program from October 13 through 16, 2015. For our document review, we used a
standardized tool to abstract key data from the application, the first four quarters of program
documents, operational plans, self-measurement and monitoring plans, program narratives,
progress reports, and other supplemental materials.
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In order to achieve diversity in the five facilities we visited, we considered both their
settings (urban versus suburban) and sizes (number of beds). We chose these characteristics
based on preliminary discussions with PCCC leaders, who noted that the participating nursing
homes have more similarities than differences in terms of program implementation, but vary in
location and size across the 10 participating homes. All 10 sites participated in a previous
program focused on reducing avoidable hospital admissions called Resident Centered Care
Connections; all are members of CareChoice.

The site visits were conducted in the Minneapolis—St. Paul region of Minnesota with the
following five participating facilities: (1) Crestview Lutheran Home, (2) Guardian Angels Senior
Services, (3) Ramsey County Care Center, (4) Mount Olivet Careview Home, and (5) Three
Links Care Center. In addition to visiting with the leaders, TCU staff, and care coordination
teams at these five facilities, we met with the following groups to learn more about the program
and the data collection and reporting processes: (1) CareChoice leaders, (2) PCCC program staff,
(3) Stratis, and (4) the PCCC liaison for Align’s Engage tool. We also observed the October
monthly meeting of the transition coordinators, which included staff from all 10 participating
SNFs.

At each SNF, the team met with administrators, directors of nursing, transition coordinators,
and team members involved in the transition planning process. We toured each SNF, spoke with
these staff members, observed the interactions among team members, and observed their use of
the Engage tool to better understand the similarities and differences in implementation across
facilities. At one SNF, we also observed a transition coordinator conducting a learning lesson
with a participant who was being discharged that day.

A two-person team conducted the interviews using semi-structured protocols. After
obtaining consent from interviewees, we recorded audio from the interviews and later transcribed
the recordings. An analyst from the HCIA R2 team, separate from the two-person site visit team,
received training; achieved inter-rater reliability on coding; and applied codes to identify
program components, research questions, and concepts that described the implementation
experience. The team then extracted text pertaining to the research questions. Using these
extracts and information from the document review as necessary, the evaluation team
synthesized the material into this report on the PCCC’s implementation experience.

C. Findings
1. How effectively has the program been implemented?

Overall, the PCCC implementation has gone well and been implemented within the
projected timeline. Program staff encountered a few challenges during the implementation
process, mainly in the form of lower enrollment than anticipated and from SNF staff turnover.
As discussed in more detail below, PCCC leaders guided the program through these challenges
and developed strategies to address turnover in transition coordinators. The program exceeded
some of its original performance targets on several process measures—including, timely
transmission of the transition plan to the relevant outpatient provider, and attempted and
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successful follow-up calls after discharge. The program also exceeded targets on all three
satisfaction questions asked on the first follow-up call. Program staff worked with the Centers
for Medicare & Medicaid Services to increase targets on these measures, as well as a few others,
to facilitate continued progress.

Staff at facilities we visited regularly implemented the “In the Moment” surveys at the
beginning and end of each participant’s stay; they reported benefiting from this effort. Facility
staff used different processes to address concerns and less favorable ratings provided by
participants through these surveys. Some facilities immediately direct the complaint to the
department best able to address the problem, while others continue working within established,
more formal grievance systems.

Figure 1. Projected versus actual cumulative direct participants served
through year 1
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Source: Data file from the implementation and monitoring contractor; first, second, third, and fourth program quarters;
September 2014-August 2015.

Note: Projected direct participants served reflects the cumulative and unique number of individuals the awardee
estimated to ever be served in the program through August 2015. Direct program participants refers to the total
number of unique participants who have received services directly funded by the HCIA R2 award from program
launch through the fourth program quarter. CareChoice does not have indirect program participants.
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2.  What are the facilitators of and challenges to implementing the program, and what
strategies have been developed to address those challenges, including the effectiveness
of those strategies?

The two primary components of the PCCC program (patient and family engagement,
transitional care coordination) are closely linked. Although we are distinguishing between these
two components for evaluation purposes, program staff consider them parts of an integrated
program. The main new features introduced by the PCCC—the transition coordinator and the
Engage decision support software—also involve both primary program components. As a result,
the key facilitators and barriers that we discuss below affect both program components.

The PCCC experienced lower than expected enrollment. There were a number of
contributing factors to the lower enroliment, which will ultimately result in award budget
reductions. First, original enrollment estimates were based on projected numbers of TCU beds as
reported by the facilities agreeing to participate in the program. For one home, these estimates
reflected anticipated construction and the addition of TCU beds that did not materialize.
Following delayed renovations to expand its TCU, this facility dropped out of the program,
bringing the total number of participating facilities from 11 to 10. Other reasons for the reduced
enrollment projections included lower than expected census and initial challenges in obtaining
consent from participants to share their cost data.® Nursing homes also experienced a below
average census due to environmental factors, such as the emergence of accountable care
organizations and the changing health care market in Minnesota.

The PCCC sustained turnover in staff, especially in transition coordinators, in the first
year. Facilities experiencing the loss of a transition coordinator in the first year of the program
found it challenging to maintain buy-in and engagement across the team without the transition
coordinator’s continuous support and monitoring. PCCC program staff work closely with
administrators and other staff at these facilities to develop interim plans to ensure that the more
robust transition planning and work within Engage continues. Even in facilities that have had the
same transition coordinator since the program began, continuous efforts are necessary to work
with new team members to bring them up to speed on the program and their role in the process.
Turnover also affected frontline staff awareness and understanding of the performance
monitoring tools provided by the Engage tool and PCCC program staff.

a. Primary component: patient and family engagement

The immediacy of feedback and increased patient interaction enabled transition
coordinators and team members to see positive impacts on patient care. The transition
coordinators and team members felt strongly that the structured learning lesson approach is
improving patient care and educating participants on their care, safety, and medication use. This

® When the PCCC experienced lower than anticipated levels of consent, program staff determined that some facility
staff did not understand that participants need only to consent to having their cost data shared and that consent is not
needed to benefit from program services (participate). Once the purpose of the consent form was clarified with SNF
staff, the percentage of patients consenting to share data increased to the levels expected.
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focus on improving patient care helped motivate frontline staff, even if they were not involved in
the larger program monitoring aspect of PCCC. Participant educational materials and Engage
tools are well designed and are felt to be benefitting participants. Frontline staff in all five
facilities visited found the available learning lessons were written in an appropriate tone and at
the appropriate educational level. Lessons are taught by registered nurses, licensed practical
nurses, and transition coordinators (some of whom are social workers rather than nurses). They
reported that the lessons and the Engage tool consistently ensured more interaction with and
thorough education of participants. All frontline staff felt the lessons and tools were benefiting
participants and improving their care.

Staff members have to actively identify which lessons to give to participants using the
Engage tool, ensuring that they make deliberate decisions about which lessons will likely be
most beneficial for each individual participant. Team members also indicated that many patients
were grateful to have the learning lesson materials in hard copy as part of the transition plan they
are given when they are discharged to home.

The program’s survey tools provided consistent and actionable feedback that helped
improve communication opportunities for both staff and participants. Facility staff reported
that they carefully reviewed survey results, especially the scores and reports, soon after
admission to determine how to improve participant experience. Frontline staff explained that the
“In the Moment” survey introduced a more formalized process to ensure that they were being
proactive in asking for feedback. This immediate feedback from the surveys results in facility
staff being more attentive to participant needs and addressing them earlier in a participant’s stay.
Managers reported that they integrated this feedback into process improvement activities, leading
to prompt changes in care in response to a participant’s requests. This interaction helps build
trust and pave the way for staff to work more effectively with participants throughout the
transition planning process.

) _ Dedicated transition staff along with the
We did a lot of the same things [before the Engage tool increase patient “touches,” which
PCCC program], but it was just not as well . . . .
coordinated. This Engage program and this In turn lrr_lp_rov_e t_he quality of C_are delivered.
structure of the components of the grant, it gave Although it is d'_f_ﬁCUl_t t.O capture_ in a formal way,
us the system for funneling everything together staff at each facility visited mentioned that the

and creating a nice little package in terms of the | combination of the addition of another full-time

communication with families. Before, when we staff member (the transition coordinator)® and

used to communicate with families, each t fi fthe E tool h lted i
department might talk to them. But now it's systematic USGIO . € Pgage 09 as resulted In
better coordinated.” more communication (“touches”) between the staff

—Participating nursing home staff | and participants, smoother transitions to home, and

6 Participating facilities receive funds for one full-time equivalent position to coordinate the care transition process.
Although the PCCC encourages facilities to hire one individual to lead the process, some facilities spread the
responsibilities across several staff. The quality of the responsible employees and their ability to work closely with
the full multidisciplinary team and patients are reportedly more important than whether the new FTE position and
role is shared across several staff.

10
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improved quality of care. Some touches, such as the “In the Moment” surveys, are structured,
while others are more informal. Team members indicated that an increase in the frequency of
useful conversations between staff, participants, and families begins much earlier in the process
and continues as they jointly develop a realistic transition plan. The number of increased
interactions varied based on TCU size; in one nursing home with a smaller TCU, the transition
coordinator reported talking to every participant on the TCU every day to check in, build rapport,
and ensure that the necessary coordination occurred.

The Engage tool does not include a way to prioritize learning lessons when staff
identify a large number of potentially appropriate lessons for a participant. Frontline staff
found that dealing with the large number of potentially valuable lessons in a limited time frame
was challenging. Program staff encourage facility staff to review participants’ learning gaps and
identify priorities during team meetings to ensure the most appropriate learning lessons are
identified well before discharge. The Engage tool tracks the number of lessons identified for
completion based on the team’s entries, then tracks the number of completed lessons for each
participant.

Staff must decide how to prioritize which lessons to give and how many to cover during the
stay or to include in the transition plan. The PCCC program requires facilities to review the
lesson on medication safety with each participant. There is, however, variation across facilities
and individual participants in terms of the other lessons taught, because many participants
present with multiple chronic conditions and varying levels of ability to process information. In
some facilities’ daily meetings, the team members agree on which lessons need to be completed
by each participant based on their knowledge of that individual’s condition, length of stay, and
ability to process information. In other facilities, the responsibility for deciding when and how
many lessons to complete for a given participant falls mostly on a nurse or the transition
coordinator. Some transition coordinators and nurses indicated that while they spent more time
teaching than they had before the PCCC was introduced, they do not always have adequate time
to teach all relevant learning lessons during a short stay.

Facilities addressed the challenge of wanting to provide many learning lessons over a short
stay in various ways. One facility now has a nurse that teaches lessons during her weekend shifts,
when there is often more time and families can be more readily engaged. Another facility sends
home additional relevant learning lesson materials in the participant’s transition plan, even if the
lesson has not been taught during the participant’s stay, to make the information readily available
to participants and families once they have more time to digest the material.

11
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There are gaps in the learning lessons available in the Engage software.’ Staff
specifically mentioned the need for Engage to add learning lessons on important topics such as
diabetes care and pain management, which are frequently necessary for the TCU patient
population. Most facilities addressed the gaps in Engage lesson content by identifying materials
from various online sources and creating lessons of their own. PCCC program staff and Stratis
recently changed the data documentation process so that the number of facility-developed
lessons are now reported and the system more accurately reflects the amount of teaching and
patient engagement occurring as part of the program.

b. Primary component: transitional care coordination

Positive feedback from participants and families on the transition plan reinforced for
staff the importance of comprehensive discharge planning. Staff at every facility visited
reported that (1) the addition of the transition coordinator role and (2) the introduction of the
Engage tool along with the transition plan it produces have helped participants transition more
safely to home, be more informed about their condition, and be better prepared for what to do
should their condition worsen. Staff indicated that the process of completing the elements of the
transition care plan using Engage, the ability to monitor what remains to be done early in the
process, and the increased engagement with patients during their stay has improved the care
delivered. One SNF administrator, who was hired after the PCCC program was in place for
several months, said: “The one thing | have found about this program is that they have really
incorporated it into their daily system. If | wanted to get rid of it, they would revolt.” Staff
members reported that participants like having all the information about their care plan and
medications in one place, including information from the physical therapy team and other staff
outside of the nursing unit.

Staff at each of the facilities visited noted that
“From a nursing manager piece, | like that it is a prior to the introduction of the PCCC, discharge
systematic approach. Before, the information planning was less consistent and comprehensive.
was not standard or the best, depending onthe | - participants did not get a comprehensive transition
skills of that nurse. Now, there is a real format. It :
is very complete and we can be confident that plan t_O take home with them_that th_oroughly
everything is there and be sure that the patient explained what occurred during their stay, what to
can get home comfortably.” expect after they left, and what to do if their
—Participating director of nursing | ~condition worsened unexpectedly. Now, the
transition coordinator discusses the transition care
plan with the participant (or caregiver) and reviews information on the participant’s current
medications—including, dosing and timing—as well as diet, therapy, and upcoming
appointments. The transition coordinator also goes over an easy-to-read summary of care with

! Align originally developed a small set of learning lessons in response to a Centers for Medicare & Medicaid
Services program to reduce hospital readmissions and help hospitals avoid unnecessary readmissions for key
diagnoses, such as congestive heart failure, pneumonia, elective total knee and hip replacements, chronic obstructive
pulmonary disease, and acute myocardial infarction. These diagnoses are not necessarily those most relevant for
TCU patients returning to their homes in the community who may have more pressing concerns, such as managing
their pain or doses of insulin.

12
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the participant. This written plan notes the preceding stay at a hospital and includes copies of the
materials reviewed in learning lessons during the participant’s stay.

Staff noted pre-PCCC discharge documents were usually shorter; more hastily prepared
(sometimes typed, sometimes handwritten); and generally not reflective of important facts
learned and shared with the participant and
family by the full care team. Earlier plans “It's [transition planning] dong more timely. All of
typically were much less useful to the participant, | e sudden we would geta discharge notice and

. . . then run in and start education. Now, we start
the family, and the relevant outpatient providers. | gischarge planning up-front because we have

Team members mentioned that many patients information and it is more formalized and it gets
find it difficult to remember all of the instructions | us thinking about the end discharge date [early
they are given right before discharge and key on}.”

family members may not have heard them. This —Participating nursing home staft

more comprehensive description of what
occurred during their stay and plan for the transition period—which includes easy-to-reference
instructions for medication dosing and the reasons for each medication—remains with

participants and their families and includes important information for providers after discharge.

Low levels of engagement and buy-in from facility leaders can negatively impact team
engagement and necessary culture change. Although the transition coordinators at each
facility oversee the daily use of the Engage tool, engagement from facility leaders helps push for
larger culture change and team involvement. Program staff reported that when team members
enter information about their own work activity into the Engage tool—for example, physical
therapy plans, medical equipment needed, learning lessons conducted, and so on—they are more
likely to be invested in working with and supporting the participant and the transition
coordinator’s work. We saw variation in the extent to which a full team is engaged in the
program. For example, one facility’s transition coordinator conducted almost all the data entry in
Engage and worked with participants, with limited apparent support from other team members.
At another facility, seven different staff members were regularly using the Engage tool. One of
the facilities with less-engaged staff had experienced turnover in both its administrator and
transition coordinator since the program began.

PCCC staff is working to encourage facilities to involve teams in the Engage tool through
regular meetings with administrators, directors of nursing, and transition coordinators. They
continue to emphasize the importance of the program in bringing about a more comprehensive
and consistent approach to effective transition planning. Both frontline and program staff
indicated that focusing early on the transition planning process is not yet the norm in nursing
homes and this shift in orientation takes time. Multidisciplinary involvement from the day of a
participant’s admission is a relatively new approach for SNFs, in which the focus is often on the
larger portion of their population who are long-term residents.

One replacement transition coordinator was hired from within and was already a respected
team member; another facility hired a new staff member who required more time to build
personal relationships and trust with other members of the team in order to be fully effective.

13
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Program staff are meeting the challenge of turnover by working closely with facility leaders.
Facilities are trying to identify champions for the program and spread program engagement
beyond the transition coordinator. Program staff also help facilities develop an action plan to
continue running the program during periods involving extended absences of transition
coordinators.

The Engage tool has some interoperability issues with other important data sources,
forcing staff to re-enter information in multiple tools. The tool does not link with any of the
facilities’ electronic medical record (EMR) systems, so SNF staff add the medication lists and
key descriptive participant information to Engage. Multiple staff members indicated that this
duplication of effort is a problem. Some facilities addressed this challenge by splitting the re-
entry tasks across different departments, including
medical records staff. All staff agreed that it is
important to have medication data in both tools in

“Oh yes, as someone new coming into the
system, (Engage) is very user-friendly. And it is
designed in such a way [as] to be dummy proof.

... Itis very much intuitive if you take the time order to reflect the most current medication list in
to just read what it says. Anybody can go the transition plan going home with the
through there and figure it out.” participants and being sent to physicians.

—Participating nursing home staff |~ Although Align originally attempted to develop an
interface with facility EMR systems, there were
too many systems with different requirements for this to be feasible within the program budget.
However, most staff reported that the Engage tool itself is useful and for the most part very user-
friendly.

In addition to the inability to pre-populate Engage with EMR data, program staff realized
that Engage does not include all data needed for program monitoring and awardee reporting.
Because the Engage product has many other users, the vendor was not able to customize Engage
with additional fields solely to accommodate PCCC needs. Program staff created a separate data
collection tool to track the additional information and now also require facilities to enter data
into that tool. This results in further duplication of data entry by the transition coordinators.

c. Secondary component: education and training

The amount of additional staff training required beyond the initial all-day, on-site
training session has also been an ongoing challenge. One means of facilitating ongoing staff
training and education is through the monthly meetings, which are held by program staff with
transition coordinators and Align staff to share best practices, discuss problems, and review new
data and reports on program performance. During these meetings, transition coordinators discuss
challenges they are facing, discuss how to improve performance, and share best practices.
Transition coordinators and facility staff interviewed found these meetings and interactions with
PCCC and Align staff very informative. They noted that PCCC staff and the Align representative
are always available to help and are receptive to making changes to improve processes and
achieve program goals.

14
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PCCC staff also train the transition coordinators to function as on-site educators for other
staff members involved in each facility’s transition planning process and to respond to questions
from staff about using the Engage tool. Staff turnover across the transition care team impacts the
amount of training needed. Align still conducts full on-site training for new transition
coordinators, but other new staff members are trained by transition coordinators supported by
PCCC staff. New staff might require training in various transition-related responsibilities, such
as entering data and plans in Engage related to physical therapy, medical equipment, or
medications.

Most facility staff reported that the Engage tool and the initial all-day training provided by
Align and PCCC staff was very helpful. Some suggested that it would have been more helpful to
have a longer testing environment to practice in before using the live tool, while others indicated
that it was helpful to begin training several months in advance of the program going live. PCCC
staff also reported that when there was too much time between training and program launch,
retraining was sometimes necessary.

d. Secondary component: quality improvement and workflow process redesign

Many facility managers are still learning how to use information from Engage and
PCCC performance reports to affect change. Facility administrators and transition
coordinators report that some of the process improvements they are implementing require time
and, ultimately, a change in culture to be sustainable. At most facilities, transition coordinators
and administrators mentioned that they share the Engage reports on participant satisfaction and
experience with their TCU team, as well as during quality improvement meetings. Some
administrators and transition coordinators also mentioned that they would like to see more
reports with data specific to their facility, rather than in aggregate, on more program performance
metrics. Some of these metrics are reported in aggregate by Align during monthly transition
planning meetings. This additional facility-level performance reporting could help facilitate
efforts to shift organizational culture across all disciplines towards earlier planning for
transitions.

3. How does the awardee make decisions about program-related changes?

PCCC program staff, in conjunction with their advisory board and Stratis, developed a set of
performance metrics that capture process metrics, such as measures on success rates of post-
discharge calls and participant follow-up appointments with providers. They monitor the
timeliness of tasks such as the percentage of comprehensive transition plans sent to providers
within one business day of participant discharge. They also monitor data on the three satisfaction
survey questions asked during the first post-discharge phone call. Program staff carefully
monitor these metrics as well as progress being made towards meeting established targets using
an internal dashboard. Program leaders make decisions to refine data collection, reporting, and
training activities in conjunction with their board and appropriate frontline and contractor staff
(Align and Stratis). We observed many interactions between program staff, Align, Stratis, and
participating facilities. There appeared to be a clear focus on continuous program refinement and
monitoring. For example, the program staff decided that satisfaction surveys answered by
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caregivers would also be valuable, particularly if the caregiver had been actively involved in the
learning lessons and transition process. These surveys are now documented and included in
performance reports as part of the total satisfaction scores from participant satisfaction surveys.

After identifying patterns and potential opportunities for improvement in documentation or
transition program activities, program staff raise issues at monthly transition coordinator
meetings and during calls and visits to facilities. Program staff discuss possible explanations with
involved parties and work with those involved at Align, Stratis, and individual facilities to
explore opportunities for improvement.

The program staff gave several examples of how program monitoring led to discussion with
CMMI and eventually refinements in the program. After reviewing measures with Stratis and
CMMI, PCCC staff realized that the program was meeting several targets earlier than anticipated
and worked with CMMI to identify new targets. PCCC staff reported that CMMI has been
flexible and has allowed the program to adapt performance measures to better reflect knowledge
and experience gained during implementation. For example, PCCC staff discussed changing the
measure to collect the percentage of participants with follow-up appointments after discharge to
include those with both primary care and specialty providers. As previously described, the metric
counting patient satisfaction results was also refined and now reflects surveys completed with
caregivers in addition to those completed with participants. Rather than changing the structure of
the program, changes reported during our visit focused on improved data collection and
documentation.

Stratis reported that developing and refining program measures with PCCC following
implementation was more time-consuming than originally envisioned, in part because CMMI did
not require a detailed evaluation plan to be included in the awardee application. As a result,
CareChoice left the refinement of performance measurement and evaluation planning to begin
after receiving the award.

Stratis will begin to determine changes in readmission and total cost of care once claims data
are available from Medicare and the two Medicare Advantage plans that agreed to share data. In
the interim, the program is monitoring participant self-reported readmission rates gathered during
the post-transition phone calls. Stratis reported working closely with PCCC staff to clarify the
amount of time Stratis can continue to dedicate to this activity, given the time already spent in
developing and refining the initial performance metrics and data collection process for the
evaluation.

4. To what extent has the awardee begun to plan for or implement payment reforms?

PCCC and CareChoice leaders are in the early stages of developing a potential payment
model. Two Medicare Advantage plans that agreed to share data, Medica and U-Care, also
agreed to work with CareChoice to develop the payment model. The original proposal was to
develop a per diem add-on to the Resource Utilization Groups (RUGS) or health plan rates
(referred to as “RUGs Plus™) for payer consideration in order to cover the costs of more robust
planning and coordination for transition in care. The add-on payment would cover the cost of the
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transition coordinator; the software used to lead the planning process and any related supplies;
and the specialized training in program components, including Project RED. In its fourth quarter
report submitted in August 2015, PCCC leaders reported that in addition to identifying a RUGs
Plus payment, they also intend to develop a method to incentivize facilities through a shared
savings model. In this model, payers would set aside a portion of savings earned through the
program to be shared between the facility and the payer, so long as facilities met certain quality
standards.

Once claims data are available, CareChoice will further discuss how to determine the
appropriate additional payments and calculations for any shared savings with payers—after
which a timeline for finalizing the proposed payments arrangement will be identified.

CareChoice has also targeted other payers to engage in payment model discussions—the
Minnesota Department of Human Services (the agency responsible for the state’s Medicaid
program and Aging Services Division) and two smaller commercial payers—with the goal of
bringing these payers into the payment model development discussions.

D. Impact evaluability assessment

After reviewing information in program documents and from interviews with program staff,
we concluded that a rigorous impact analysis was feasible. Based on our assessment of program
evaluability, we propose a difference-in-differences design for impact evaluation, in which we
will compare treatment group outcomes with those of an external, matched comparison group.
The treatment group includes post-acute Medicare, Medicaid, and dually eligible beneficiaries
who have been discharged to home or an assisted living facility from one of the 10 participating
SNFs. The comparison group includes post-acute Medicare, Medicaid, and dually eligible
beneficiaries who have been discharged to home from a set of matched, nonparticipating SNFs
that are similar to participating SNFs.

E. Next steps

We look forward to continuing to work with CareChoice for the remaining portion of the
award period. Specifically, we will be working on both the implementation and impact
evaluations, as described below.

1. Implementation evaluation

During the next year, we will continue to review quarterly reports submitted by the awardee
to the implementation and monitoring contractor. In addition, we will conduct a virtual site visit
consisting of an intensive series of telephone calls with awardee leaders and program staff in the
summer of 2016. We will use these calls to follow up on key issues identified during the site visit
in the fall of 2015. Specifically, we will inquire about any recent changes to the program, obtain
feedback on the enrollment process, and update our understanding of the challenges to and
facilitators of implementing each program component. We will document our findings on these
topics in future reports.
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2. Impact evaluation

As stated above, the impact team will use a difference-in-differences design to test for
intervention effects among participants at participating SNFs relative to a comp