April 2016

Evaluation of the Multi-Payer Advanced
Primary Care Practice (MAPCP)
Demonstration

Second Annual Report

Prepared for

Suzanne M. Wensky, PhD

Centers for Medicare & Medicaid Services
7500 Security Boulevard, Mail Stop WB-06-05
Baltimore, MD 21244-1850

Prepared by

RTI International

3040 Cornwallis Road

Research Triangle Park, NC 27709

The Urban Institute
National Academy for State Health Policy

RTI Project Number 0212790.005

PRI

INTERNATIONAL



Evaluation of the Multi-Payer Advanced Primary Care Practice (MAPCP) Demonstration

Second Annual Report
by
RTI International
Donald Nichols, Project Director Vincent Keyes Heather Beil
Susan Haber, Deputy Project Director Carol Urato Patrick Edwards
Melissa Romaire, Deputy Project Director ~ Ann Larsen Mark Graber
Joshua M. Wiener Lisa Lines Leila Kahwati
Musetta Leung Will Parish Wayne Anderson
Kevin Smith John Shadle Nancy McCall*
Nathan West Jerry Cromwell Martijn Van Hasselt*
Asta Sorensen Ellen Wilson Doug Raeder*
Kathleen Farrell Thomas Morgan Rebecca Perry*
Pamela Spain Benjamin Koethe Meghan Howard*
Noélle Siegfried Lexie Grove Rachel Bidgood*
Stephanie Kissam Lindsay Morris Douglas Kamerow*
Chris Beadles Celia Eicheldinger Heather Kofke-Egger*
Amy Kandilov Laura Dunlap Christina Villella*
The Urban Institute
Stephen Zuckerman Nicole Cafarella Lallemand Rachel Burton
Kelly Devers Rebecca Peters Robert Berenson
National Academy for State Health Policy
Neva Kaye Barbara Wirth Amy Clary
Mary Takach Charles Townley Mlchae1'Stanek
Diane Justice Rachel Yalowich Sarah Kinsler

Anne Gauthier
Federal Project Officer: Suzanne M. Wensky

RTI International
CMS Contract No. HHSM-500-2010-000211

April 2016

This project was funded by the Centers for Medicare & Medicaid Services under contract no.
HHSM-500-2010-000211. The statements contained in this report are solely those of the authors
and do not necessarily reflect the views or policies of the Centers for Medicare & Medicaid
Services. RTI assumes responsibility for the accuracy and completeness of the information
contained in this report.

*Formerly with RTI International

RTI International is a registered trademark and a trade name of Research Triangle Institute.



CONTENTS

3 ] A Ao 1) 1 04 PP xxiil

Chapter 1 Multi-Payer Advanced Primary Care Practice (MAPCP) Demonstration
Evaluation Second Annual Report: Introduction, Organization, and Data and

IMIEEIOMS ...ttt ettt ettt e ettt e ettt e et e e nbeenbeeenbe e bt e enbeesaens 1-1
1.1 Overview of the MAPCP Demonstration and Evaluation............ccccceeevevcvieenieennneen. 1-1
1.1.1 Overview of the MAPCP Demonstration ...........ccceeeuveeveieenciieesinieenieeeevee e 1-1
1.1.2  Overview of the MAPCP Demonstration Evaluation............c.cceceevieeiiennnnnn. 1-2
1.1.3  Organization of the Second Annual Report...........cccceeviiniiiiiiniiiiiieeiieeeee, 1-5

1.2 Overview of Evaluation Design and Qualitative and Quantitative Data and
IMEEROMS ...ttt ettt ettt et e ettt e e e enbeesaeenbeenne 1-6
1.2.1 Identification of Intervention Beneficiaries...........coceeveeriieniienieeniienieeieeee. 1-6
1.2.2  Identification of Comparison Beneficiaries...........cceoeevueerireriienieenienieeieeene. 1-7

1.2.3 Entropy Balanced Weighting of Comparison Beneficiaries for

Comparability to MAPCP Demonstration Intervention Beneficiaries ........... 1-10
1.2.4 Qualitative Data and Methods ............cccoovvieiiiiiiiiicecceeeeeee e 1-11
1.2.5 Quantitative Data for Assessment of OUtCOMES .........cccveeviieriieniienieeniienniene 1-13
1.2.6  Quantitative Methods for Evaluation of Early Outcomes..............cccvveennnnnee. 1-23
1.2.7 Methods for Evaluating Budget Neutrality.........ccccccoeeviiieriiieeniieeeiee e 1-31
Chapter 2 Cross-State FINAINGS ......ccccviieiiieiiiieiiieeciee ettt ettt e et eesaee e s reeesareeennseeens 2-1
2.1 INIHAIVE FEALUTES ..uviiiiiieiiiie ettt e e s e e reeennseeennneas 2-1
2.1.1  State ENVITONMENT.....cuviiiiiiieeiiieeiieeeiee ettt eee et e et e e e teeeereeeesreeesnneeenneas 2-1
2.1.2  DemonStration SCOPE.......c.eeeueerreeruiertierreenieesteeteesteesseessseeseessseenseessseenseessnes 2-2
2.1.3  Practice EXPECtatiOnS.........ccccuieriieriieriienieeiieeiteeiteete et eiaeeieeseaeeseesneeenaeesenas 2-4
2.1.4  SUPPOTE t0 PraCHICES ..eevuvieniieeiiieiieiiieiieee ettt ettt ettt ettt saae e e 2-5
82 1111 0) (<) 003017210 10 o PR 2-6
2.2.1 Major Changes During the Second Year of the Demonstration....................... 2-6
2.2.2  Major Implementation Issues During the Second Year...........ccoevvevvvennenennnen. 2-7
2.2.3 External and Contextual Factors Affecting Implementation...............c.c..c...... 2-8
2.2.4  Lessons Learned ........ccccoevuieiiiiiieiiieiieeieeee ettt 2-9
2.3 MAPCP Demonstration Web Portal and Quarterly Data Reports and Files ........... 2-10
2.3.1 Portal Users and USAZE .......cccueeruieruieeiieniieeieeniie et eiee ettt saee e esee e ene 2-11
2.3.2  Technical ASSISTANCE......ccvieeiurieeiirieeiieeeiee et e erteeerreeeaaeeeraeesreeensreeeenseeenens 2-12
2.3.3  Feedback from PractiCes .......ccceeiuiiiiiiiieiiiieciie e 2-12
2.3.4 Web Portal Lessons Learned ...........ccccoeviieiiiiiieiiienieeiieiecieeee e 2-13
2.4 Practice TranSformation..........cceeouiiiieeiiienieeieeeie ettt ettt eeeesee e 2-13
2.4.1 Changes Practices Made During Year TWO.......ccccoevieeiiienieiiienieeieeieeen, 2-13
2.4.2  Technical ASSISTANCE. ......ccueeevuiieeiiiieeiieeeieeeeiee et e eireeeeaeesreeesreeeseseeeenseeennns 2-19
2.4.3  Payment SUPPOTILS .....ueeeeriuiiieeeiiiieeeeieeeeeeiireeeeeiteeeseereeeesseseeeesnnseeeesennseeeeanns 2-20

i1



2.5 OULCOIMIES ettt e ettt e e e e e e e e et e ee e e e e e e et aa e eaaeeeeeeetanaaaaeeeeeeeeanes 2-25

2.5.1 Quality of Care, Patient Safety, and Health Outcomes.............cccceecurerirennennn. 2-25
2.5.2  Access to Care and Coordination of Care...........ccceevveeeeiiencieeniieeniee e 2-32
2.5.3 Patient Experience With Care..........cccccueeeiiiieiiiiiiiieeciieeeee e 2-36
2.5.4 Effectiveness (Utilization & EXpenditures).........cccecveeevieeniieerieeeiieesiieeene, 2-37
2.5.5 Special POPUlations.........cceeriiiiiieiieeiieie ettt 2-42

2.6 Budget Neutrality in Year Two of the MAPCP Demonstration............cccceeevuenne. 2-52
2.7 Potential Future Issues for States, CMS, and Federal Evaluators .............cccccuu...... 2-53
Chapter 3 NEW YOTK ...oooiiiiiiiiieeii ettt ettt ettt e eibe et e e nbeeseesnbeenbeesnseenseens 3-1
3.1 State IMpPlementation .........c.ceeeiiieriieeiiie ettt ettt e s e s e e ereeesaseeenaeas 3-1
3.1.1 New York Profile as of November 2013 Evaluation Site Visit...........cccocc....... 3-2
3.1.2 LOGIC MOAEL....ooeiiiieieee e 3-9
3.1.3  Implementation ..........cceevieeiiierieeiiienie ettt ettt e e 3-11
3.1.4  Lessons Learned........cccuieiiieiieiiiiiieieeieee et 3-13

3.2 Practice Transformation..........cceeeeuieeriieeiiieeeiie et eiee e aee et e e eae e e sereeeeeseeenene 3-14
3.2.1 Changes Practices Made During Year TWO.......ccccevcuveiriiiiinciieeeiieeeiee e 3-15
3.2.2  Technical ASSISTANCE. .....c.ueeeriieeiiieeiieeeiieeeeeeete et e eree e sree e eeseseeeearee e e 3-18
3.2.3  Payment SUPPOTT....cccuieeiiieiiieeiiee ettt ettt ee et e e sabeeeasee e 3-19
3.2.4 Discussion of Practice Transformation.............cccceevveeriieniieniienienieeieeene, 3-19

3.3 Quality of Care, Patient Safety, and Health Outcomes ..........c.cccccvervciereiiieenneennne. 3-20

3.3.1 Implementation of State Initiative and Practice Features Expected to
Improve Quality of Care, Patient Safety, and Health Outcomes During

Y QAT TWO ettt 3-20

3.3.2 Changes in Quality of Care, Patient Safety, and Health Outcomes................ 3-22

3.3.3 Discussion of Quality of Care, Patient Safety, and Health Outcomes............ 3-26

3.4 Access to Care and Coordination 0f Care..........cceeevereerienieeiienieneeieseeeeeee e 3-26
3.4.1 Implementation of State Initiative and Practice Features Expected to

Improve Access to Care and Coordination of Care During Year Two........... 3-26

3.4.2 Changes in Access to Care and Coordination of Care...........cccccceevveenirennnenne. 3-28

3.4.3 Discussion of Access to Care and Coordination of Care...........c.cceeereeneennene 3-32

3.5 Beneficiary Experience With Care ...........cccceecueeiiieiiieniienie e 3-33
3.5.1 Implementation of State Initiative and Practice Features Expected to

Improve Beneficiary Experience with Care During Year TWO ......c..cccueeueee. 3-33

3.5.2 Changes in Beneficiary Experience with Care ..........cccccoeveeeiienieniienieennene, 3-35

3.6 Effectiveness (Utilization & EXpenditures).........ccccceeeieriieiienieeniienieeiieeeeeiee e 3-35
3.6.1 Implementation of State Initiative and Practice Features Expected to

Affect Patterns of Utilization and Expenditures During Year Two................ 3-35

3.6.2 Changes in Utilization and Expenditures.............cccecveviieiieniienienieenieeene, 3-36

3.6.3 Medicare Budget Neutrality in Year Two of the ADK Demonstration.......... 3-41

3.6.4 Discussion of Effectiveness ........ccceeiiiiiiiiiiiiiiiiiiieeeeeeee e 3-46

v



3.7 Special POPUIAtIONS. ......ccueeiiiiiiieiiieiieeiie ettt et 3-47
3.7.1 Targeting of Special Populations and Tailored Interventions During

Y AT TWO ettt e et e e e e e e e taa e e e e e e e e e e naaraaeeaeaens 3-47

3.7.2  Changes Experienced by Special Populations...........ccccceevveeiienieniieniennene 3-47
3.7.3 Discussion of Special Populations............ccccceevieriieiiieniiiiienieeiece e 3-71

3.8 Discussion of New York’s Year Two Findings and Next Steps........ccccccveveveerueennee. 3-73
Chapter 4 Rhode ISIand............cooouiiioiiiieiieeeee ettt et esaneeea 4-1
4.1 State IMPlemMentation ...........cceccuieriiiiiieiieeie ettt aeeeibe et e e eseeas 4-1
4.1.1 Rhode Island State Profile as of October 2013 Evaluation Site Visit............... 4-2
4.1.2  LOZIC MOAEL.....cooiiiiiiie et 4-11

i NG TN 0101 (300 TS 01 213 (o) 4 WU 4-13
4.1.4 Lessons Learned........cccoeecuiiiiiiiieiiiii e 4-15
4.2 Practice Transformation...........ccueeeiuiieeiiieeeiiie ettt et et et e e evee e eveeeeeree e 4-16
4.2.1 Changes Practices Made During Year TWO........ccceeveeiienieeiienieiieeiieen 4-16
4.2.2 Technical ASSISTANCE.......c..eiiieiiiiiieeiiiie e ettt e e e et e e eeaaaee e 4-20
4.2.3  Payment SUPPOTL.......oeeeeiiiiieeeiiiee ettt e e et e e st e e e e sbaeeeseeraeeeenns 4-20
4.2.4 Discussion of Practice Transformation.............cccceeeeiiiiiiiiiiiie e 4-21

4.3 Quality of Care, Patient Safety, and Health Outcomes.............cceeceeviierienirennennnen. 4-22

4.3.1 Implementation of State Initiative and Practice Features Expected to
Improve Quality of Care, Patient Safety, and Health Outcomes During

Y AT TWO ittt ettt e 4-22
4.3.2 Changes in Quality of Care, Patient Safety, and Health Outcomes................ 4-23
4.3.3 Discussion of Quality of Care, Patient Safety, and Health Outcomes............ 4-27
4.4 Access to Care and Coordination of Care...........coocueeviiiiiiiiiiiiiienieieeee e 4-28
4.4.1 Implementation of State Initiative and Practice Features Expected to
Improve Access to Care and Coordination of Care During Year Two........... 4-28
4.4.2 Changes in Access to Care and Coordination of Care...........cccccveeeveeeennennnee. 4-30
4.4.3 Discussion of Access to Care and Coordination of Care............cccccueevueennenne. 4-34
4.5 Beneficiary Experience With Care ..........ccoceeviieiiiiiiienieeiieceecieeee e 4-34
4.5.1 Implementation of State Initiative and Practice Features Expected to
Improve Beneficiary Experience with Care During Year TWO .......ccccevvveennnnn. 34
4.5.2 Changes in Beneficiary Experience with Care ...........ccoccevveiieeiieeniieesieeeeienne 36
4.6 Effectiveness (Utilization & EXpenditures)..........ccceevieeeiienieeiiienieeieenieeeeeeee e 4-36
4.6.1 Implementation of State Initiative and Practice Features Expected to
Affect Patterns of Utilization and Expenditures...........cccceevveevcieencieeenneenne, 4-36
4.6.2 Changes in Utilization and Expenditures............cccceeeveeeviieniieeniieecie e, 4-38
4.6.3 Medicare Budget Neutrality in Year Two of the Care Transformation
COllabOTALIVE. ...ttt et 4-41
4.6.4 Discussion Of EffectiVeness ........ccoueiiiiiiiiiiiiiieiiieieeeee e 4-47
4.7 Special POPUIAtIONS .....ccuviiiiiieeiiieciie et e et e e eree e e e eeneeenene 4-48
4.7.1 Targeting of Special Populations and Tailored Interventions During
Y QAT TWO ettt et 4-48



4.7.2 Changes Experienced by Special Populations............cccoevveeiienieniieniennnnne 4-48

4.7.3 Discussion of Special Populations............ccceeveeeiiienieeiiieniecieeieceeeeeeen 4-64

4.8 Discussion of Rhode Island’s Year Two Findings and Next Steps..........ccccceuvee.e. 4-65
Chapter 5 VEIMONL. ... ..cciiiiiiiiiieeiieeieeeite ettt ettt ettt et et te et e e s e esbe e st e esbeeseessseenseesnseenseans 5-1
5.1 State IMpPlementation .........c.cceeuiieiiieeiiieeiee et ree e e e s e e s e e sereeesnseeenneas 5-1
5.1.1 Vermont State Profile as of November 2013 Evaluation Site Visit.................. 5-2
5.1.2 0 LoGIC MOAEL....oioiiiieiiieeeeee et e e 5-9
5.1.3  Implementation ..........cceevieeiiierieeiiieniie ettt ettt et 5-11
5.1.4  LesSons Learned ........ccooviieiieiiiiiiieieeieeee ettt 5-14

5.2 Practice Transformation..........c.ceouiiiiieiieeiiienie ettt 5-15
5.2.1 Changes Practices Made During Year TWo.......ccccoeeueeeiieiiieniieniiecieeieee, 5-16
5.2.2  Technical ASSISTANCE......cueeereiieeiiieeiieeetie e et e et e et e e e e e sereeeenaee e 5-18
5.2.3  Payment SUPPOTT......ceeeiuiiieeeiiiiee ettt ee e e e et e e e s e e e e snaeeeeenees 5-19
5.2.4 Discussion of Practice Transformation.............cccceevueeriieiieniienienieeieeee, 5-20

5.3 Quality of Care, Patient Safety, and Health Outcomes.............ccococeeviierienirenneennen. 5-20

5.3.1 Implementation of State Initiative and Practice Features Expected to
Improve Quality of Care, Patient Safety, and Health Outcomes During

Y AT TWO .ottt ettt e s 5-20

5.3.2 Changes in Quality of Care, Patient Safety, and Health Outcomes................ 5-22

5.3.3 Discussion of Quality of Care, Patient Safety, and Health Outcomes............ 5-26

5.4  Access to Care and Coordination 0f Care..........cceeevereerienieeniinieneeiesieeeeesees 5-26
5.4.1 Implementation of State Initiative and Practice Features Expected to

Improve Access to Care and Coordination of Care During Year Two........... 5-26

5.4.2 Changes in Access to Care and Coordination of Care............cccceeeeveeeennennnee. 5-28

5.4.3 Discussion of Access to Care and Coordination of Care...........ccceevereeneenene 5-32

5.5 Beneficiary Experience With Care............cccoecueeviieniieniienieeiieeie e 5-32
5.5.1 Implementation of State Initiative and Practice Features Expected to

Improve Beneficiary Experience with Care During Year Two ...........c.......... 5-32

5.5.2  Changes in Beneficiary Experience with Care ..........ccccceevveriieniieniieniiennene, 5-34

5.6 Effectiveness (Utilization & EXpenditures)..........cccceevierieeiiieniiieniienieeiieeieeiee e 5-34
5.6.1 Implementation of State Initiative and Practice Features Expected to

Affect Patterns of Utilization and Expenditures During Year Two................ 5-34

5.6.2 Changes in Utilization and Expenditures.............ccocvevvieiieniienienieenieene 5-35

5.6.3 Medicare Budget Neutrality in Year Two of the Blueprint for Health........... 5-41

5.6.4 Discussion of EffeCtiVENess .......cccuevueriiriiniiiiinienieieseeceee e 5-46

5.7  Special POPULAtIONS. .......eiiiiiieiieeiiie ettt e e e e e e eeaee e 5-47
5.7.1 Targeting of Special Populations and Tailored Interventions During

Y AT TWO ottt et e 5-47

5.7.2  Changes Experienced by Special Populations...........ccccceeveeriieniiniieniennene. 5-48

5.7.3 Discussion of Special Populations............cccccveeeeieeniiiinciiicie e 5-75

vi



5.8 Discussion of Vermont’s Year Two Findings and Next Steps........cccceevvevviieneenee.

Chapter 6 NOTth CaroliNa..........cocuiieeiiiieiiieeeie et e e e e e sbeeeebeeesnreeeenseeenseas
6.1  State IMPIeMENTAtION .......eevuiiiiieiiieiierie ettt ettt eeeaee e

6.1.1 North Carolina State Profile as of October 2013 Evaluation Site

6.1.2 LOZIC MOAEL.....ceiioiiiiiee e e
6.1.3 IMPlementation.........cceerieiiiierieeiiieie ettt ettt et
6.1.4 LesSons Learned.........ccccueiieiiieiiiieiieeeeeee et
6.2  Practice TranSformation...........cccuiiiieiiiiiiiiiiie et eaee e e eeaaee e
6.2.1 Changes Practices Made During Year TWO.......cccceveuveerciiienciieeeee e
6.2.2 Technical ASSISTANCE........ccceeiuiiieeeiiiieeeeeieee e e et e e et e et e e eees
6.2.3  Payment SUPPOTT.....cccueeiiiiiiiiieeiieeeitee ettt ee et e eeibee e
6.2.4 Discussion of Practice Transformation............c.ccceeeevveiviiieiicieeeeiiee e,
6.3 Quality of Care, Patient Safety, and Health Outcomes............ccoceveviienienireneennen.

6.3.1 Implementation of State Initiative and Practice Features Expected to
Improve Quality of Care, Patient Safety, and Health Outcomes During

Y QAT TWO ettt
6.3.2 Changes in Quality of Care, Patient Safety, and Health Outcomes................
6.3.3 Discussion of Quality of Care, Patient Safety, and Health Outcomes............
6.4 Access to Care and Coordination 0f Care..........cceeevereerieneeiiinieneeieseeceeesees
6.4.1 Implementation of State Initiative and Practice Features Expected to
Improve Access to Care and Coordination of Care During Year Two...........
6.4.2 Changes in Access to Care and Coordination of Care...........ccccceevveerirennnenne.
6.4.3 Discussion of Access to Care and Coordination of Care............ccecerveneennen.
6.5 Beneficiary Experience With Care ...........cccceecueeiiieniieniienieeiieeieeeeee e
6.5.1 Implementation of State Initiative and Practice Features Expected to
Improve Beneficiary Experience with Care During Year TWO ......c..cccueeueee.
6.5.2 Changes in Beneficiary Experience with Care ..........cccccoeeeeviieiieniieniiennene,
6.6 Effectiveness (Utilization & EXpenditures).........cccceevierieeiiienieeniienieeieeieeiee e
6.6.1 Implementation of State Initiative and Practice Features Expected to
Affect Patterns of Utilization and Expenditures During Year Two................
6.6.2 Changes in Utilization and Expenditures.............cccccveviiieiieniienienieeieenne,
6.6.3 Medicare Budget Neutrality in Year Two of the North Carolina MAPCP
DemMONSEIALION......ceutiiiiiieiie ettt
6.6.4 Discussion of EffectiVeness .......c.cceveriiriiniiiienieniciieseeeieee e
6.7  Special POPULAtIONS......cccuiiiiieiieiiiciiee ettt et
6.7.1 Targeting of Special Populations and Tailored Interventions During
Y QAT TWO ettt et
6.7.2 Changes Experienced by Special Populations...........ccccceevieiiienieniieniennene,
6.7.3 Discussion of Special Populations............cccceevieviieiiieniiiiienieeieceee e
6.8 Discussion of North Carolina’s Year Two Findings and Next Steps ............c.........

vil



Chapter 7 MINNESOTA ....ccvieiiiieiieeiieeiiecie et ete et e ette et estteebeestteebeeseeesbeeseeenseenseesnseenseassseenseens 7-1

7.1 State IMPIemeENtation ........cc.ceeeiieeriieeiiie ettt ettt e e sre e e saeeesabeeesnseeenneas 7-1
7.1.1 Minnesota State Profile as of October 2013 Evaluation Site Visit................... 7-2
71,2 LOZIC MOAEL....coiiioiiiiieece e 7-12
7.1.3  IMPIemMENtation .........ccceerieiiiierieeiieeiie ettt ettt ettt et e be e s ebeeeeeeene 7-14
7.1.4  Lessons Learned...........cocviiiiuiiieiiiieeiiee et 7-16

7.2 Practice TranSformation...........cccueiiiiiiiiiiiiiiie et e e e e eeaaee e 7-17
7.2.1 Changes Practices Made During Year TWO.......cccevcveerciiiinciieeeiie e, 7-17
7.2.2 Technical ASSISTANCE.........cceeiuiieieeiiiieeeeeteee e et eetee e e et e et e e 7-22
7.2.3  Payment SUPPOTT.....cccueeeriieiiiieeiiie ettt ettt ee et e e eeabee e 7-22
7.2.4 Discussion of Practice Transformation............ccccceeevuveeeeiiriiiieeeciie e 7-24

7.3 Quality of Care, Patient Safety, and Health Outcomes ............cccccceeviienienirenneennen. 7-24

7.3.1 Implementation of State Initiative and Practice Features Expected to
Improve Quality of Care, Patient Safety, and Health Outcomes During

Y QAT TWO ettt 7-24

7.3.2  Changes in Quality of Care, Patient Safety, and Health Outcomes............... 7-26

7.3.3 Discussion of Quality of Care, Patient Safety, and Health Outcomes............ 7-30

7.4 Access to Care and Coordination of Care...........coceverveirieneeiiinieneieneceiesee 7-30
7.4.1 Implementation of State Initiative and Practice Features Expected to

Improve Access to Care and Coordination of Care During Year Two........... 7-30

7.4.2 Changes in Access to Care and Coordination of Care............cccceevvrenirennnnnne. 7-31

7.4.3 Discussion of Access to Care and Coordination of Care...........ccccevuerveneenene 7-35

7.5 Beneficiary Experience With Care ...........ccccoecveeiiieriieniienieeiecee e 7-35
7.5.1 Implementation of State Initiative and Practice Features Expected to

Improve Beneficiary Experience with Care During Year TWO ......c..ccueeueee. 7-35

7.5.2  Changes in Beneficiary Experience with Care ..........cccccoevveviieniienieeniiennene, 7-36

7.6  Effectiveness (Utilization & EXpenditures).........ccoceeeiieriiiiiieniiienienieeiieeieeiee e 7-36
7.6.1 Implementation of State Initiative and Practice Features Expected to

Affect Patterns of Utilization and Expenditures During Year Two................ 7-36

7.6.2 Changes in Utilization and Expenditures.............cccocveeiieiieniieniienieeieenne, 7-37

7.6.3 Medicare Budget Neutrality in Year Two of the HCH Initiative ................... 7-40

7.6.4  Discussion of EffectiVeness ........ccceeiiiiiiiiiiiiiiiiiiieeeee e 7-46

7.7 Special POPULAtIONS. .......viiiiieeiie ettt e e e e sre e e sareeeneseeenene 7-47
7.7.1 Targeting of Special Populations and Tailored Interventions During

Y AT TWO .ottt ettt et e 7-47

7.7.2 Changes Experienced by Special Populations...........ccceceeevciiieniiieinieeenieeenne, 7-47

7.7.3  Discussion of Special Populations............ccccveeeeiiivciiiniiiiiieecee e 7-63

7.8 Discussion of Minnesota’s Year Two Findings and Next Steps ........ccccceevveeeuvennee. 7-63

CRAPLET 8 IMAINEC. ... .eeiuiieiiieiiie ettt ettt ettt e tteeabe e steeabeesseeesbeesseesnseeseesnseenseesnseenseens 8-1

8.1 State IMplementation ...........cocuiiiiiiiiiiie e 8-1

8.1.1 Maine State Profile as of September 2013 Site Visit.......cccoocuerieiniiiniieniiennnen. 8-2

viil



8.1.2  Lo@IC MOAEL....ccueiiiiiiiieiiee e e 8-11

8.1.3  ImPIementation ........cccueevuieriieiiieiieeiie ettt ettt ettt 8-13
8.1.4  LessONSs Learned ........cccovieeiiieiiieeeiie ettt 8-15
8.2 Practice Transformation.........ccceeecuiieriiieiiieeciee ettt e e s e eereeeeaveeeeeees 8-16
8.2.1 Changes Practices Made During Year TWO......c.cccccueeveiiieriiieencieeeiee e, 8-17
8.2.2  Technical ASSISTANCE. ......c.cevvieiiieriieiieeieeiee et eite ettt eae et e eeaeesaeeebee e 8-20
8.2.3  Payment SUPPOTT....cc.eeiiiiiiiiiieiie ettt 8-20
8.2.4 Discussion of Practice Transformation............cccceeevueevierciienieniienieeieeeeee. 8-20
8.3 Quality of Care, Patient Safety, and Health Outcomes............cccccvvvvcireecirenieeenen. 8-21

8.3.1 Implementation of State Initiative and Practice Features Expected to
Improve Quality of Care, Patient Safety, and Health Outcomes During

Y QAT TWO ettt 8-21

8.3.2 Changes in Quality of Care, Patient Safety, and Health Outcomes................ 8-22

8.3.3 Discussion of Quality of Care, Patient Safety, and Health Outcomes............ 8-26

8.4 Access to Care and Coordination 0f Care............ccveeueerieriieniienieeiie e 8-26
8.4.1 Implementation of State Initiative and Practice Features Expected to

Improve Access to Care and Coordination of Care During Year Two........... 8-26

8.4.2 Changes in Access to Care and Coordination of Care...........cccceevverirenennen. 8-28

8.4.3 Discussion of Access to Care and Coordination of Care..........c.ccccvevvrenennee. 8-31

8.5 Beneficiary Experience with Care ..........cccceeevieeiiieeiiieeieeceeeee e 8-31
8.5.1 Implementation of State Initiative and Practice Features Expected to

Improve Beneficiary Experience with Care During Year TWO ......c..cceeueee. 8-31

8.5.2 Changes in Beneficiary Experience with Care ...........cccoeceeviiniiiinieniieieenen. 8-33

8.6 Effectiveness (Utilization & EXpenditures)........cccceeeveeevieeeiiieeniieeeiie e 8-33
8.6.1 Implementation of State Initiative and Practice Features Expected to

Affect Patterns of Utilization and Expenditures During Year Two................ 8-33

8.6.2 Changes in Utilization and EXpenditures............cccocueevieriieniienieenieeieeeeeee. 8-34

8.6.3 Medicare Budget Neutrality in Year Two of the Maine PCMH Pilot............ 8-37

8.6.4 Discussion of EffectiVeness .......ccceeiueiiiiiiiiiiieiieieeee e 8-43

8.7  Special POPUIAtIONS .......eeiiiieeiieeciie ettt stee e e e enree e eaeeeaaeas 8-44
8.7.1 Targeting of Special Populations and Tailored Interventions During

Y QAT TWO ettt et 8-44

8.7.2 Changes Experienced by Special Populations...........cccceevvvievciiencieenieeenen. 8-45

8.7.3 Discussion of Special Populations............cccueeeviieeiiieeiiieiiieeeieceee e, 8-61

8.8 Discussion of Maine’s Year Two Findings and Next Steps ........cccoccvevviienienieenne 8-61

Chapter 9 MIChIGAN.......cccciiiiiie et e e et e et e e e baeeesseeesssaeesnseeessseeennseeens 9-1

0.1  State IMPIeMENTAtION ...c.eeeiieiiiiiiieiiie ettt et e seaeeseeeeae e 9-1

9.1.1 Michigan State Profile as of October and November 2013 Evaluation

STEE VISIE ettt ettt ettt et 9-2

0.1.2  LOoGIC MOMECL.....coiiiieiieeee et e e 9-11

0.1.3  ImPlementation ..........cceerieeiiierieeiiieniie et eie ettt et e et ebeessaeeseeeneeenne 9-13

X



0.1.4  LeSSONS LEAITIEA. ... . e 9-16

9.2 Practice TranSformation...........c..cocviiiiiieiiiiie ettt e eeeree e 9-16
9.2.1 Changes Practices Made During Year TWO.......ccccoevveeriieiiieniieiieeieeieeeen 9-17
0.2.2  Technical ASSISTANCE.........ccceiuiieieiitiiie e eeeee e e et e e et e et e e e 9-21
0.2.3  Payment SUPPOIL......coeviiiiieeiiiieeeeieee ettt e e e e et e e e e e e e e nnaeeeeeneee 9-21
9.2.4 Discussion of Practice Transformation..............ccceeevveeeciiiiiciieeciie e, 9-22

9.3 Quality of Care, Patient Safety, and Health Outcomes ............ccccceeviieiienirenneennen. 9-23

9.3.1 Implementation of State Initiative and Practice Features Expected to
Improve Quality of Care, Patient Safety, and Health Outcomes During

Y AT TWO ittt ettt e 9-23

9.3.2 Changes in Quality of Care, Patient Safety, and Health Outcomes................ 9-23

9.3.3 Discussion of Quality of Care, Patient Safety, and Health Outcomes............ 9-27

9.4 Access to Care and Coordination of Care............coecueeuieiiiiiiieniiceiienieeeeeeeeee e 9-27
9.4.1 Implementation of State Initiative and Practice Features Expected to

Improve Access to Care and Coordination of Care During Year Two........... 9-27

9.4.2 Changes in Access to Care and Coordination of Care............ccccceeeeveeeennennee. 9-29

9.4.3 Discussion of Access to Care and Coordination of Care...........cccccceeevueennnenne. 9-33

9.5 Beneficiary Experience With Care ...........cccceecveeiiieniieniienieeieceeeeeee e 9-34
9.5.1 Implementation of State Initiative and Practice Features Expected to

Improve Beneficiary Experience with Care During Year Two ...........ccce..... 9-34

9.5.2  Changes in Beneficiary Experience with Care ..........cccccoevveviienieniieniiennene, 9-34

9.6 Effectiveness (Utilization & EXpenditures).........ccccceeevierieeiiieniiieniienieeniieeie e 9-34
9.6.1 Implementation of State Initiative and Practice Features Expected to

Affect Patterns of Utilization and Expenditures During Year Two................ 9-34

9.6.2 Changes in Utilization and Expenditures.............cccceeeiieiieniieniienieenieeene, 9-35

9.6.3 Medicare Budget Neutrality in Year Two of MiPCT .........cccccoeiiiniiiiiennnnnne. 9-40

9.6.4 Discussion Of EffeCtiVeNeSss ........cccvieriiieiiieniieiieeieeiieee e 9-46

0.7  Special POPUIAtIONS ........eieieiiieiieeiie et e eree e 9-47
9.7.1 Targeting of Special Populations and Tailored Interventions During

Y AT TWO ittt ettt e 9-47

9.7.2 Changes Experienced by Special Populations...........ccccceevveriienieniieniennene 9-47

9.7.3 Discussion of Special Populations............cccccveeeeiiinciiiiiiiinieecee e 9-74

9.8 Discussion of Michigan’s Year Two Findings and Next Steps........ccccceevevveerreennne. 9-75

Chapter 10 Pennsylvania...........ccccieriiiiiiiiiieiiecie ettt ettt e e 10-1

10.1 State Implementation ...........ccccuiieiiieeiiie ettt eeenaee e 10-1

10.1.1 Pennsylvania State Profile as of October 2013 Evaluation Site Visit............ 10-2

10.1.2 Lo@IC MOEL.....ioiiiiiiiiieieetee ettt et 10-11

10.1.3 IMpPlementation .........ccceeeieeiiienieeiienie ettt e tee et eireebeesnaeeneens 10-11

10.1.4 Lessons Learned ..........coeiiiiiiiiiiiiienieeeescee et 10-15

10.2 Practice Transformation............coouiiiieiiiiiieiie et 10-16

10.2.1 Changes Practices Made During Year TWO.......cccevcvieeciieeciieeiie e 10-16



10.2.2 TEChNICAl ASSISTATICE . .. et ans 10-19

10.2.3 Payment SUPPOTL.....ccueieiiieeriieeniiieeiteeertee ettt e st e e st e sbeeesebeeesabeesnreeens 10-20
10.2.4 Discussion of Practice Transformation...........ccccceeeeeveeeiieeeiieeniie e 10-21
10.3 Quality of Care, Patient Safety, and Health Outcomes ..........c..ccccvvevevrerciirennennn. 10-22

10.3.1 Implementation of State Initiative and Practice Features Expected to
Improve Quality of Care, Patient Safety, and Health Outcomes During

Y QAT TWO ittt 10-22
10.3.2 Changes in Quality of Care, Patient Safety, and Health Outcomes.............. 10-23
10.3.3 Discussion of Quality of Care, Patient Safety, and Health Outcomes.......... 10-27
10.4 Access to Care and Coordination of Care...........cccceeveverienienieniinieneee e 10-27
10.4.1 Implementation of State Initiative and Practice Features Expected to
Improve Access to Care and Coordination of Care During Year Two......... 10-27
10.4.2 Changes in Access to Care and Coordination of Care...........cccceecverveniennene 10-28
10.4.3 Discussion of Access to Care and Coordination of Care...........cccceveruennne. 10-32
10.5 Beneficiary Experience With Care...........ccccveeeiieeiiieeiiie e 10-33
10.5.1 Implementation of State Initiative and Practice Features Expected to
Improve Beneficiary Experience with Care During Year TWO ..........c......... 10-33
10.5.2 Changes in Beneficiary Experience with Care ..........ccccceevievieiciieniienieennen, 10-34
10.6 Effectiveness (Utilization & EXpenditures)........cccveeeveeeeiieniieeniieeeiieeeiee e 10-34
10.6.1 Implementation of State Initiative and Practice Features Expected to
Affect Patterns of Utilization and Expenditures During Year Two.............. 10-34
10.6.2 Changes in Utilization and EXpenditures............ccceecveereieeriiieencieeeniee e 10-35
10.6.3 Medicare Budget Neutrality in Year Two of the Chronic Care Initiative .... 10-39
10.6.4 Discussion of EffectiVeness ........coceeiiiiiieiiiiiiiiiceiieeeceee e 10-45
10.7 Special POPUIAtIONS. .......c.cooiiiiiiiiieiieie ettt 10-46
10.7.1 Targeting of Special Populations and Tailored Interventions During
Y QAT TWO ettt 10-46
10.7.2 Changes Experienced by Special Populations............ccccceeeveviieniieinciieennenns 10-47
10.7.3 Discussion of Special PoOpulations............ccceeevuieriieiienieiiiieniecieeieeeie e 10-67
10.8 Discussion of Pennsylvania’s Year Two Findings and Next Steps............ccc........ 10-68
Chapter 11 ConCIUSION.......ciiiiiiiiiieeiee et et e et e e e eae e sreeeenaeeessreeesnseeenseas 11-1
RETETEICES ...ttt et b ettt st e bt et eae et et R-1
List of Figures
1-1 Conceptual framework for the MAPCP Demonstration evaluation...........c.cccceeveeeneen. 1-3
2-1 Percent of practices logging on to the Web portal at least once within the
quarter: July 2012 through June 2013 .......cccoiiieiiieiieeeeeeeee e 2-11
3-1 Logic model for New York ADK Demonstration...........cceeeverierienieeienienenieneenens 3-10
4-1 Logic model for Rhode Island Chronic Care Sustainability Initiative........................ 4-12
5-1 Logic model for Vermont’s Blueprint for Health.............cocooiriiniiiiniiniiiiie, 5-10
6-1 Logic model for North Carolina MAPCP Demonstration...........ccccecveevevveenveeenneeenne. 6-12
7-1 Logic model for Minnesota’s HCH initiative..........ccoevveeciieniieiienieciieeceeeee e 7-13

X1



8-1 Logic model for Maine PCMH Pilot........cccoooiiiiiiiiiiiiieiieie e 8-12
9-1 Logic model for MiPCT PrOJECT.....cccciiieiiieeiiieeiie ettt ettt e e 9-12
10-1 Logic model for Phase II Pennsylvania CCl ...........cccocoiiiiiiiiieniieieieeeeee e, 10-12
List of Tables
1-1 Intervention and comparison areas by MAPCP Demonstration state ..............ccoe....... 1-8
1-2 Number of interviews by type and state in Year Two site visits for

evaluation of the MAPCP Demonstration ..........ceeeeeerieenieeiiieniieiienieeieesee e 1-14
1-3 Analysis periods used in the evaluation of the MAPCP Demonstration..................... 1-16
2-1 MAPCP Demonstration state participation in federal initiatives to improve

delivery of care as of December 31, 2013 .......oooiiiiiiieeieeeeeee e 2-2
2-2 MAPCP Demonstration scope as of the end of Year Two in each state ...........c..c........ 2-3
2-3 PCMH recognition requirements for practices participating in MAPCP

DEMONSIIALION «..eveiieiiiieeiteeet ettt ettt ettt et sbe et sseesaeenneas 2-14
2-4 PMPM payments to MAPCP Demonstration practiCes.........cc.eevveerrrveerireeeriveeenveeenne 2-21
2-5 PMPM payments to MAPCP Demonstration supporting organizations..................... 2-23
2-6 Comparison of average changes for process of care indicators: First 2 years

Of MAPCP DemONSIIAtION .....eouvieiiiiieiiniieniieieete ettt s 2-28
2-7 Comparison of average change estimates for health outcomes: First 2 years

Of MAPCP DemONSIIAtION .....couviiiiiiiiiiriieniieieeie sttt ettt 2-30
2-8 Comparison of average changes for access to care and coordination of care:

First 2 years of MAPCP Demonstration...........cccueeeuierieeieerieeiiienieeieesieeeieesiee e 2-34
2-9 Comparison of average changes for Medicare expenditures and utilization

rates: First 2 years of MAPCP Demonstration .........c.cceeeeviereenieeieneenienienieeieeeenens 2-38
2-10 Comparison of average changes for utilization rates: First 2 years of

MAPCP DemMONSIIAION......ccuviiiiiiiiieriieteeitesieete ettt ettt et st saee b enees 2-40
2-11 MAPCP Demonstration special populations by state...........ccceeevveercieerieeencieeceieeeene 2-43

2-12 Comparison of average changes of MAPCP Demonstration on total

Medicare expenditures among special populations of Medicare FFS

beneficiaries: First 2 years of MAPCP Demonstration ............ccceevevevveerienieeieneene. 2-44
2-13 Comparison of average changes of MAPCP Demonstration on selected

outcomes among beneficiaries with multiple chronic conditions:

Beneficiaries assigned to MAPCP Demonstration PCMHs and comparison

PCMHs: First 2 years of MAPCP Demonstration............ccccecevvereenienieneenieneeneenens 2-48

Xil



2-14

3-1

3-2

3-3

3-4

3-5

3-6

3-8

3-9a
3-9b
3-9¢
3-10

3-11

3-12

3-13

3-14

3-15

Comparison of average changes of MAPCP Demonstration on selected

outcomes among beneficiaries with multiple chronic conditions:

Beneficiaries assigned to MAPCP Demonstration PCMHs and comparison
non-PCMHs: First 2 years of MAPCP Demonstration ............cccccveeeeveeeeieeneieeencneeenns
Estimates of gross savings, MAPCP Demonstration fees paid, and net

savings: Year Two of MAPCP Demonstration ............cccueeevveeerieeenieesiieesneeeeiee e

Number of practices, providers, and Medicare fee-for-service beneficiaries
participating in the New York Adirondack Medical Home Demonstration................
Characteristics of practices participating in the New York Adirondack

Medical Home Demonstration as of June 30, 2013 .....oooviiiiiiiiiiiiiiiiieeeeee e
Demographic and health status characteristics of Medicare fee-for-service
beneficiaries participating in the New York Adirondack Medical Home
Demonstration from July 1, 2011, through June 30, 2013 ........cccoviiieiiiieeieeeiee
New York: Comparison of average change estimates for process of care
indicators: First 2 years of MAPCP Demonstration............cceeeeveeercieeeeieeesieeesveeenne
New York: Comparison of average change estimates for health outcomes:

First 2 years of MAPCP Demonstration............cccveeevieerieeeniieeieeeieeesieeeeveeeevee e
New York: Comparison of average change estimates for access to care and
coordination of care: First 2 years of MAPCP Demonstration .............cccceeevveeenvennnee.
New York: Comparison of average change estimates for expenditures: First

2 years of MAPCP DemonStration ..........ccueeeeuveerieeeeiieesieeesieeeeeeesneeesveeeeneeesnseeennne
New York: Comparison of average change estimates for utilization: First 2

years of MAPCP Demonstration .........c..ccccuieeeiieeiiieeiiee e eeeeevee e e snee e en
New York: Estimates of gross savings, fees paid, and net savings, Year One............
New York: Estimates of gross savings, fees paid, and net savings, Year Two...........
New York: Estimates of gross savings, fees paid, and net savings, all years .............
New York: Comparison of average change estimates for total PBPM

Medicare expenditures among special populations: First 2 years of MAPCP
DEMONSLIALION ...ttt ettt sttt sttt et e beesaeeene
New York: Comparison of average change estimates for process of care

indicators among Medicare beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration............cccceeceerieeiiienieeiienie e
New York: Comparison of average change estimates for health outcomes

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP Demonstration .........c..ccccuieeeiieeniieeiiee e eieeeeveeesveeesnee e en
New York: Comparison of average change estimates for access to care and
coordination of care among Medicare beneficiaries with multiple chronic
conditions: First 2 years of MAPCP Demonstration...........c.cecveveeverieneenieneenennnn
New York: Comparison of average change estimates for expenditures

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP Demonstration .........c..ccccuieeeiieeniieeiiee e eieeeeveeesveeesnee e en
New York: Comparison of average change estimates for utilization among
Medicare beneficiaries with multiple chronic conditions: First 2 years of

MAPCP DemMONSIALION ....c.eeiieniiiiieriieieeitesieeste ettt ssee e enneas

xiil



3-16

3-17

3-18

3-19

4-1

42

4-3

4-4

4-6

4-7

4-8

4-9

4-10

4-11a

4-11b

4-1lc

4-12

4-13

New York: Comparison of average change estimates for PBPM Medicare

expenditures among beneficiaries with behavioral health conditions: First 2

years of MAPCP DemonsStration ...........cceeeieerieeiieniienie e sieeiee e eveeieessve e 3-64
New York: Comparison of average change estimates for behavioral and

non-behavioral health care utilization among beneficiaries with behavioral

health conditions: First 2 years of MAPCP Demonstration ..........ccccceeeevveeeveeennneennne. 3-65
New York: Comparison of average change estimates for selected

expenditure and utilization measures among disabled Medicare

beneficiaries: First 2 years of MAPCP Demonstration ............ccccoeeeveenienieneeniennene. 3-67
New York: Comparison of average change estimates for selected

expenditure and utilization measures among Medicare beneficiaries

attributed to practices in Pod 2 (Lake George) and PCMH comparison

groups: First 2 years of MAPCP Demonstration...........ceeeevveeieneenieneenieenieneenieeeenn. 3-69
Number of practices, providers, and Medicare FFS beneficiaries

participating in the Rhode Island CST ..........cccciiiiiiiiiiiieeeee e 4-4
Characteristics of practices participating in the Rhode Island CSI as of June

30, 2003 et bbbt ettt ettt 4-5

Demographic and health status characteristics of Medicare fee-for-service
beneficiaries participating in the Rhode Island CSI from July 1, 2011,

through June 30, 2013 ...t 4-6
PMPM payment rates to CSI practices under April 2013 Developmental

CONETACE ...t s e 4-10
Performance thresholds for quality metrics, 2013-2014, Rhode Island ..................... 4-23
Rhode Island: Comparison of average change estimates for process of care

indicators: First 2 years of MAPCP Demonstration............cceeeeveeeriieeeecieeenieeeeveeenne 4-24
Rhode Island: Comparison of average change estimates for health

outcomes: First 2 years of MAPCP Demonstration ............ccceeeeveeercieeencieeeniee e, 4-26
Rhode Island: Comparison of average change estimates for access to care

and coordination of care: First 2 years of MAPCP Demonstration..............c.cccuuee.e. 4-32
Rhode Island: Comparison of average change estimates for expenditures:

First 2 years of MAPCP Demonstration...........ccccveeeiieerieeerieeeiieeieeeeieeeevee e e 4-38
Rhode Island: Comparison of change estimates for utilization: First 2 years

Of MAPCP DemONSIratioN ......cc.cecuiruieniiriiniiiiieienieeieeeceieeteee ettt 4-41
Rhode Island: Estimates of gross savings, fees paid, and net savings, Year

O et et 4-44
Rhode Island: Estimates of gross savings, fees paid, and net savings, Year

W0 ettt ettt 4-45
Rhode Island: Estimates of gross savings, fees paid, and net savings, all

DL €SP RP 4-46

Rhode Island: Comparison of average change estimates for total PBPM

Medicare expenditures among special populations: First 2 years of MAPCP
DEMONSIIALION ...ttt et sttt b e et sbe et eseesbeenaeas 4-49
Rhode Island: Comparison of average change estimates for process of care

indicators among Medicare beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration............cccuveeeieeerieeeniieeiieeiieeeieeeevee e 4-51

X1v



4-14

4-15

4-16

4-17

5-10a
5-10b
5-10c¢
5-11

5-12

Rhode Island: Comparison of average change estimates for health outcomes

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP DemonStration ...........cceeeuierieiiieniienieesiie e eiee e eiee e eieesee e 4-53
Rhode Island: Comparison of average change estimates for access to care

and coordination of care among Medicare beneficiaries with multiple

chronic conditions: First 2 years of MAPCP Demonstration..........cccccccveeeveeennnennee. 4-55
Rhode Island: Comparison of average change estimates for expenditures

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP DemonStration ...........cceeeuierieriieniieeieeriieeie e eae e seee e 4-57
Rhode Island: Comparison of average change estimates for utilization

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP Demonstration .........c..ccccuieeeiieeniieeiiie e eieeeeveeesveeesvee e en 4-60
Rhode Island: Comparison of average change estimates for PBPM Medicare
expenditures among beneficiaries with behavioral health conditions: First 2

years of MAPCP DemoOnStration ...........ccceeeuierieiiieniieeieesiiesie et saeeveesnee e 4-62
Rhode Island: Comparison of average change estimates for behavioral and
non-behavioral health care utilization among beneficiaries with behavioral

health conditions: First 2 years of MAPCP Demonstration ..........ccceeeeveeeecveeennveennne. 4-63

Number of practices, providers, and Medicare fee-for-service beneficiaries

participating in the Vermont Blueprint for Health ... 5-4
Characteristics of practices participating in the Vermont Blueprint for
Health as of June 30, 2013 ...ooooiiiiiiiiieeee et e e e 5-5

Demographic and health status characteristics of Medicare fee-for-service
beneficiaries participating in the Vermont Blueprint for Health from July 1,

2011, through June 30, 2013 .....oooiiieeeee et 5-6
Vermont: Comparison of average change estimates for process of care

indicators: First 2 years of MAPCP Demonstration............ccceeeevveeecieeencieeeseeeesveeenne 5-22
Vermont: Comparison of average change estimates for health outcomes:

First 2 years of MAPCP Demonstration...........ccccveeeiieerieeeniieeiieeieeeseeeeveeeevee e 5-25
Vermont: Comparison of average change estimates for access to care and

coordination of care: First 2 years of MAPCP Demonstration ............cccceeevveeennennee. 5-30
Healthier Living Workshops offered during the first three quarters of 2013 .............. 5-33
Vermont: Comparison of average change estimates for expenditures: First

2 years of MAPCP Demonstration ...........cccueecuierieeiiienieeieenie et 5-36
Vermont: Comparison of average change estimates for utilization: First 2

years of MAPCP DemonStration ...........ccceeeueeriieriieniienieeriiesie e sae e seee e 5-40
Vermont: Estimates of gross savings, fees paid, and net savings, Year One.............. 5-42
Vermont: Estimates of gross savings, fees paid, and net savings, Year Two ............. 5-43
Vermont: Estimates of gross savings, fees paid, and net savings, all years................. 5-45

Vermont: Comparison of average change estimates for total PBPM

Medicare expenditures among special populations: First 2 years of MAPCP
DEMONSIIALION ...ttt et sttt b e et sbe et eseesbeenaeas 5-49
Vermont: Comparison of average change estimates for process of care

indicators among Medicare beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration............cccuveeeieeerieeeniieeiieeiieeeieeeevee e 5-52

XV



5-13

5-14

5-15

5-16

5-17

5-18

5-19

5-20

5-21

5-22

6-2

6-3

6-4

6-5

6-6

6-7

Vermont: Comparison of average change estimates for health outcomes

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP DemoOnStration ...........ccceeevierieriieniieeieeiiieeieeiee e sveeiee e 5-54
Vermont: Comparison of average change estimates for access to care and

coordination of care among Medicare beneficiaries with multiple chronic

conditions: First 2 years of MAPCP Demonstration...........ccceeeevveercieeeecneeencieeesveeenne, 5-56
Vermont: Comparison of average change estimates for expenditures among

Medicare beneficiaries with multiple chronic conditions: First 2 years of

MAPCP DemMONSIALION ....cuveiieniiriieriieteeitest ettt ettt e e see i eneeas 5-59
Vermont: Comparison of average change estimates for utilization among

Medicare beneficiaries with multiple chronic conditions: First 2 years of

MAPCP DemMONSIIATION .....ccutiiiiieiieiie ettt ettt ettt et st b e seeebeesaeeene 5-62
Vermont: Comparison of average change estimates for PBPM Medicare

expenditures among beneficiaries with behavioral health conditions: First 2

years of MAPCP DemoOnStration ...........ccceeeuierieiiieniieeieesiiesie et saeeveesnee e 5-64
Vermont: Comparison of average change estimates for behavioral and non-

behavioral health care utilization among beneficiaries with behavioral

health conditions: First 2 years of MAPCP Demonstration ..........ccceeeevveeecveeennneennee. 5-66
Vermont: Comparison of average change estimates for selected expenditure

and utilization measures among disabled Medicare beneficiaries: First 2

years of MAPCP DemonStration ...........ccceeevierieriieniieeieesiie st eiee e eiee e eiee e e 5-68
Vermont: Comparison of average change estimates for selected expenditure

and utilization measures among dually eligible Medicare beneficiaries: First

2 years of MAPCP DemonStration ..........cueeeeueeeeiieeeniieesieeeseeeeeeesieeesneeeeneeesnveeenee 5-70
Vermont: Comparison of average change estimates for selected expenditure

and utilization measures among rural Medicare beneficiaries: First 2 years

Of MAPCP DemONSIIAtION ...c..couviiiiiiiiiiriieniieieeite sttt s 5-72
Vermont: Comparison of average change estimates for selected expenditure

and utilization measures among Medicare beneficiaries participating in the

SASH program: First 2 years of MAPCP Demonstration............ccccceeeevveenvieenveeenneen. 5-73
Characteristics of CCNC networks participating in the North Carolina

MAPCP DemMONSIATION ....c..eeiiiiiriieteeiieeiterte ettt ettt st ae s sbe et naes 6-3
Number of practices, providers, and Medicare fee-for-service beneficiaries

participating in the North Carolina MAPCP Demonstration ..........cc.cceceeveevuenveniennnene. 6-5
Characteristics of practices participating in the North Carolina MAPCP

Demonstration as of September 30, 2013........ccooiiiiiiiiieieeieee e 6-5

Demographic and health status characteristics of Medicare fee-for-service
beneficiaries participating in the North Carolina MAPCP Demonstration

from October 1, 2011, through September 30, 2013 ........c.cooeiiiriiiirieeeeeeee e, 6-6
North Carolina MAPCP Demonstration Payments ............cceeeeeeeveerieesieeenieenveeneeesneenn. 6-9
North Carolina: Comparison of average change estimates for process of

care indicators: First 2 years of MAPCP Demonstration ..........ccccecevverieeieneeniennnene 6-26
North Carolina: Comparison of average change estimates for health

outcomes: First 2 years of MAPCP Demonstration ...........cccceceeveevienieneenieneenennene 6-29

Xvi



6-8

6-9

6-10

6-11a

6-11b

6-11c

6-12

6-13

6-15

6-16

6-17

7-2

North Carolina: Comparison of average change estimates for access to care

and coordination of care: First 2 years of MAPCP Demonstration.............c.cccuuee..... 6-33

North Carolina: Comparison of average change estimates for expenditures:

First 2 years of MAPCP Demonstration............ccccuveeeiieeriieeniieeieeeieeeeieeeevee e 6-40

North Carolina: Comparison of average change estimates for utilization:

First 2 years of MAPCP Demonstration...........ccccveeevieerieeenieeeiieeeieeeeieeeeveeeevee e 6-42

North Carolina: Estimates of gross savings, fees paid, and net savings, Year

01 e e et a———— 6-45

North Carolina: Estimates of gross savings, fees paid, and net savings, Year

North Carolina: Comparison of average change estimates for total PBPM
Medicare expenditures among special populations: First 2 years of MAPCP

DEMONSITALION .oeeeiiiiiiiiiiiieeeeeeeee e 6-51

North Carolina: Comparison of average change estimates for process of care
indicators among Medicare beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration...........ccccveeevieerieeenieeeiiesiieesveeeevee e e 6-53

North Carolina: Comparison of average change estimates for health
outcomes among Medicare beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration............cocueveereeieneenienieneenieeiesieenie e 6-56

North Carolina: Comparison of average change estimates for access to care
and coordination of care among Medicare beneficiaries with multiple

chronic conditions: First 2 years of MAPCP Demonstration..........c.cccccceeeeveeennnennee. 6-58

North Carolina: Comparison of average change estimates for expenditures
among Medicare beneficiaries with multiple chronic conditions: First 2

years Of MAPCP DemonStration ...........ccceeeuieiieiiieniienieeriie et eveeieesene e 6-61

North Carolina: Comparison of average change estimates for utilization
among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP Demonstration .........c.c.ccccuieeeiieerieeeriie e eeeeeveeesveeeenee e en 6-63

North Carolina: Comparison of average change estimates for PBPM
Medicare expenditures among beneficiaries with behavioral health

conditions: First 2 years of MAPCP Demonstration...........c.ceceeveeverienieenieneeniennnn 6-65

North Carolina: Comparison of average change estimates for behavioral and
non-behavioral health care utilization among beneficiaries with behavioral

health conditions: First 2 years of MAPCP Demonstration ..........cccceeeevveeecveeenneennee. 6-67

North Carolina: Comparison of average change estimates for selected
expenditure and utilization measures among Medicare beneficiaries

attributed to practices in Network 2: First 2 years of MAPCP Demonstration........... 6-69

Number of practices, providers, and Medicare fee-for-service beneficiaries
participating in the Minnesota HCH INitiative ..........ccceeeeiieiiiieiiieeciieeeee e
Characteristics of practices participating in the Minnesota HCH initiative as

of September 30, 2013 ... ..o enaeas

Xvii



7-3

7-5

7-6

7-8

7-9

7-10a
7-10b

7-10¢c

7-11

7-12

7-13

7-14

7-17

7-18

8-1

Demographic and health status characteristics of Medicare fee-for-service
beneficiaries participating in the Minnesota HCH initiative from October 1,

2011, through September 30, 2013 ....cooiiiiiieieeee e 7-7
Payer care coordination PAYMENLS........ccccuuieeeiiieriiiieeiieeereeerteeeeeeeaeeesreeeereeeenree e 7-10
Minnesota: Comparison of average change estimates for process of care

indicators: First 2 years of MAPCP Demonstration............cceeeevveeecieeencneeenieeenveeenne 7-26
Minnesota: Comparison of average change estimates for health outcomes:

First 2 years of MAPCP Demonstration............cccveeeieeerieeenieeeiieeieeeeveeeevee e e 7-29
Minnesota: Comparison of average change estimates for access to care and

coordination of care: First 2 years of MAPCP Demonstration ...........c.ccceeeevveeennennnee. 7-33
Minnesota: Comparison of average change estimates for expenditures: First

2 years of MAPCP DemonStration ..........ccueeceueeeriieeeniieesieeesieeeeeeeeeeesveeeeneeesnseeenene 7-38
Minnesota: Comparison of average change estimates for utilization: First 2

years of MAPCP Demonstration .........c..ccecuiieeiieeeieeeiiie e eeeeeieeeeveeesveeeenee e en 7-40
Minnesota: Estimates of gross savings, fees paid, and net savings, Year One ........... 7-43
Minnesota: Estimates of gross savings, fees paid, and net savings, Year

WO ettt et ettt ettt et e 7-44
Minnesota: Estimates of gross savings, fees paid, and net savings, all years ............. 7-45
Minnesota: Comparison of average change estimates for total PBPM

Medicare expenditures among special populations: First 2 years of MAPCP
DEMONSIIALION «..oviiieiiiieeiteeit ettt sttt et sbe et e e bt enaeas 7-49
Minnesota: Comparison of average change estimates for process of care

indicators among Medicare beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration...........ccccveeeiieerieeerieeeiiesieeeeveeeeveeeevee e 7-51
Minnesota: Comparison of average change estimates for health outcomes

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP DemonStration ...........ccceeeveeriieniieniieeieesiie e eiee e eeee e eveesire e 7-52
Minnesota: Comparison of average change estimates for access to care and

coordination of care among Medicare beneficiaries with multiple chronic

conditions: First 2 years of MAPCP Demonstration...........ccceeeeveeerciveercieeenieeceveeenne, 7-54
Minnesota: Comparison of average change estimates for expenditures

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP DemoOnStration ...........cceeevieriieriieniienieesiie e eiee et sve e sire e 7-57
Minnesota: Comparison of average change estimates for utilization among

Medicare beneficiaries with multiple chronic conditions: First 2 years of

MAPCP DemMONSIIATION .....ceutiiiieeiiieiie ettt ettt ettt e st e bt e sateebeeseeeene 7-59
Minnesota: Comparison of average change estimates for PBPM Medicare

expenditures among beneficiaries with behavioral health conditions: First 2

years of MAPCP DemoOnStration ...........cceeeueeriieeiieniienieeriie e eiee e esiee e eveeseeeeneens 7-61
Minnesota: Comparison of average change estimates for behavioral and

non-behavioral health care utilization among beneficiaries with behavioral

health conditions: First 2 years of MAPCP Demonstration ..........cccceeeevveeecveeenneennee. 7-62
Number of practices, providers, and Medicare fee-for-service beneficiaries

participating in the Maine PCMH Pilot..........cccoooiiiiiiiiiiiiiiieceeeeee e 8-5

xviii



8-2

8-3

8-4

8-5

8-6

8-7

8-8

8-9a
8-9b
8-9¢
8-10

8-11

8-12

8-13

8-14

8-15

8-16

8-17

9-1

Characteristics of practices participating in the Maine PCMH Pilot as of

December 31, 2013 .. e 8-5
Demographic and health status characteristics of Medicare fee-for-service

beneficiaries participating in the Maine PCMH Pilot from January 1, 2012,

through December 31, 2013 ....oiiiiiiiiie et 8-7
Maine: Comparison of average change estimates for process of care

indicators: First 2 years of MAPCP Demonstration..........ccceeeveveenierienieenieneenennnn 8-23
Maine: Comparison of average change estimates for health outcomes: First

2 years of MAPCP Demonstration...........cccueecuierieeiiienieeieeniie e 8-25
Maine: Comparison of average change estimates for access to care and

coordination of care: First 2 years of MAPCP Demonstration ............c.cccccueervvennnne. 8-29
Maine: Comparison of average change estimates for expenditures: First 2

years of MAPCP DemonStration ...........ccceeeueerieiiieniienieesiie st eiee e eiee e eieeseee e 8-35
Maine: Comparison of average change estimates for utilization: First 2

years of MAPCP DemoOnStration ...........ccceeeuierieiiieniieeieesiiesie et saeeveesnee e 8-37
Maine: Estimates of gross savings, fees paid, and net savings, Year One.................. 8-40
Maine: Estimates of gross savings, fees paid, and net savings, Year Two ................. 8-41
Maine: Estimates of gross savings, fees paid, and net savings, all years.................... 8-42

Maine: Comparison of average change estimates for total PBPM Medicare

expenditures among special populations: First 2 years of MAPCP

DEMONSIIALION «..oviiieiiiieeiteeit ettt sttt et sbe et e e bt enaeas 8-46
Maine: Comparison of average change estimates for process of care

indicators among Medicare beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration............cccveeeiieerieeenieeeiieeieeesreeeeveeeevee e 8-48
Maine: Comparison of average change estimates for health outcomes

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP DemonStration ...........ccceeeveeriieniieniieeieesiie e eiee e eeee e eveesire e 8-49
Maine: Comparison of average change estimates for access to care and

coordination of care among Medicare beneficiaries with multiple chronic

conditions: First 2 years of MAPCP Demonstration...........ccceeeeveeercieeercieeeniee e, 8-52
Maine: Comparison of average change estimates for expenditures among

Medicare beneficiaries with multiple chronic conditions: First 2 years of

MAPCP DemMONSIALION ....cueeiieniiiiieriieieeite sttt sttt sb e e sseesaeenneas 8-55
Maine: Comparison of average change estimates for utilization among

Medicare beneficiaries with multiple chronic conditions: First 2 years of

MAPCP DemMONSIIATION .....ccutieiiieiieiie ettt ettt ettt e bt e ieeebeesaeeene 8-57
Maine: Comparison of average change estimates for PBPM Medicare

expenditures among beneficiaries with behavioral health conditions: First 2

years of MAPCP DemonStration ...........ccceeeveerieriieniienieeiieeieeiee e eiee e eieeseeeeaeens 8-59
Maine: Comparison of average change estimates for behavioral and non-

behavioral health care utilization among beneficiaries with behavioral

health conditions: First 2 years of MAPCP Demonstration ...........ccccceeeeveeeeveeenneennne. 8-60

Number of practices, providers, and Medicare fee-for-service beneficiaries
participating in the MiPCT Project.......ccceevieriieiiiiiiieiieeie et 9-4

X1X



9-2

9-3

9-4

9-5

9-6

9-7

9-9

9-10a
9-10b
9-10c
9-11

9-12

9-13

9-17

9-18

9-19

Characteristics of practices participating in the MiPCT project as of

December 31, 2013 .. e 9-5
Demographic and health status characteristics of Medicare fee-for-service

beneficiaries participating in the MiPCT project from January 1, 2012,

through December 31, 2013 ..o 9-6
PMPM MiPCT project payment amMOUNES ..........ccveerureerveeerreeerereeeiereesreeesseeesneeennneas 9-9
Michigan: Comparison of average change estimates for process of care

indicators: First 2 years of MAPCP Demonstration............cceeeevveeriieeeeiveeenieeeeveeenne 9-24
Michigan: Comparison of average change estimates for health outcomes:

First 2 years of MAPCP Demonstration...........cccceeeevieerieeeriieeieeeeeesveeeeveeeevee e 9-26
Michigan: Comparison of average change estimates for access to care and

coordination of care: First 2 years of MAPCP Demonstration ...........c.cccceeeveeeennennee. 9-30
Michigan: Comparison of average change estimates for expenditures: First

2 years of MAPCP DemonStration ..........cueeeeuieerieeeniieesiieesieeeseeesneeesveeesneeesnseeenene 9-37
Michigan: Comparison of average change estimates for utilization: First 2

years of MAPCP DemonsStration .........c..cccuveeeiieeniieeiiie et eveeesvee e snee e ea 9-40
Michigan: Estimates of gross savings, fees paid, and net savings, Year One............. 9-43
Michigan: Estimates of gross savings, fees paid, and net savings, Year Two ............ 9-44
Michigan: Estimates of gross savings, fees paid, and net savings, all years............... 9-45

Michigan: Comparison of average change estimates for total PBPM

Medicare expenditures among special populations: First 2 years of MAPCP
DEMONSLIALION ...ttt ettt sttt st e b et e e beesaeeene 9-49
Michigan: Comparison of average change estimates for process of care

indicators among beneficiaries with multiple chronic conditions: First 2

years of MAPCP DemoOnStration ...........ccceeeuierieniieniieeieeriie e e eveeieesiee e 9-51
Michigan: Comparison of average change estimates for health outcomes

among beneficiaries with multiple chronic conditions: First 2 years of

MAPCP DemMONSIIAtION .....coutiiiiieitieiie ettt ettt ettt ettt s e b e sateebeeseeeene 9-53
Michigan: Comparison of average change estimates for access to care and

coordination of care among beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration............cccceecueerieeiiienieeiiienie e 9-55
Michigan: Comparison of average change estimates for expenditures among

Medicare beneficiaries with multiple chronic conditions: First 2 years of

MAPCP DemMONSIIATION .....ccutiiiiieiiieiie ettt ettt ettt ettt st e bt esateebeesaeeene 9-58
Michigan: Comparison of average change estimates for utilization among

beneficiaries with multiple chronic conditions: First 2 years of MAPCP

DEMONSIIALION ...ttt et sttt b e et sbe et eseesbeenaeas 9-61
Michigan: Comparison of average change estimates for PBPM Medicare

expenditures among beneficiaries with behavioral health conditions: First 2

years of MAPCP DemonsStration .........c..cccuveeeiieeniieeiiie et eveeesvee e snee e ea 9-63
Michigan: Comparison of average change estimates for behavioral and

nonbehavioral health care utilization among beneficiaries with behavioral

health conditions: First 2 Years of MAPCP Demonstration ...........c..cecceveevereeneennens 9-64
Michigan: Comparison of average change estimates for selected expenditure

and utilization measures among disabled Medicare beneficiaries: First 2

years of MAPCP Demonstration .........c..ecccuieeeiieeniieeriie e eiee e e sveeeevee e en 9-66

XX



9-20

9-21

10-1

10-2

10-3

10-4

10-5

10-6

10-7

10-8

10-9

10-10a

10-10b

10-10c

10-11

10-12

10-13

10-14

10-15

Michigan: Comparison of average change estimates for selected expenditure

and utilization measures among dually eligible Medicare beneficiaries: First

2 years of MAPCP Demonstration...........cccueeeieeiiienieeniienie e see e
Michigan: Comparison of average change estimates for selected expenditure

and utilization measures among non-White Medicare beneficiaries: First 2

years of MAPCP Demonstration .........cc.ccccuieeeiieeriieeiiee e e

Number of practices, providers, and Medicare fee-for-service beneficiaries
participating in the Pennsylvania CClI............cccooviiiiiiiniieiiieiecicceeeee e
Characteristics of practices participating in the Pennsylvania CCI as of

DecemDbBEr 31, 2013 et e e
Demographic and health status characteristics of Medicare fee-for-service
beneficiaries participating in the Pennsylvania CCI from January 1, 2012,

through December 31, 2013 .....ooiiiiiiieeeecee et e e e
PMPM payments to participating PractiCes.........ccuerureruierurerieenieeieeseeeneeeseeenseennnes
Pennsylvania: Comparison of average change estimates for process of care
indicators: First 2 years of MAPCP Demonstration...........ccceeeveeeereenienieneeniennenne.
Pennsylvania: Comparison of average change estimates for health

outcomes: First 2 years of MAPCP Demonstration ...........cccceeeeeereenienieneeniennenne.
Pennsylvania: Comparison of average change estimates for access to care

and coordination of care: First 2 years of MAPCP Demonstration.............cc..cc.......
Pennsylvania: Comparison of average change estimates for expenditures:

First 2 years of MAPCP Demonstration.............ccceeeueeriienieenieenieeieeeie e eee e
Pennsylvania: Comparison of average change estimates for utilization: First

2 years of MAPCP Demonstration...........ccceeeieeriienieeniienie et
Pennsylvania: Estimates of gross savings, fees paid, and net savings, Year

O .ttt ettt et b ettt e bt e
Pennsylvania: Estimates of gross savings, fees paid, and net savings, Year

Pennsylvania: Comparison of average change estimates for PBPM

Medicare expenditures among special populations: First 2 years of MAPCP
DeMONSEIALION ...ttt ettt ettt e e e
Pennsylvania: Comparison of average change estimates for process of care
indicators among Medicare beneficiaries with multiple chronic conditions:

First 2 years of MAPCP Demonstration.............ccceeeveeriierieenieenieeieesie e
Pennsylvania: Comparison of average change estimates for health outcomes
among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP Demonstration .........cc.ccccuveeeiieeiiieeiiee e eeee e e
Pennsylvania: Comparison of average change estimates for access to care

and coordination of care among Medicare beneficiaries with multiple

chronic conditions: First 2 years of MAPCP Demonstration...........cccceeeeeveeeenenenne.
Pennsylvania: Comparison of average change estimates for expenditures

among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP Demonstration .........cc.ccccuveeeiieeiiieeiiee e eeee e e

xXx1



10-16

10-17

10-18

10-19

Pennsylvania: Comparison of average change estimates for utilization
among Medicare beneficiaries with multiple chronic conditions: First 2

years of MAPCP Demonstration...........cccueeeueerieeriienieeniienieeiee e see e

Pennsylvania: Comparison of average change estimates for PBPM
Medicare expenditures among beneficiaries with behavioral health

conditions: First 2 years of MAPCP Demonstration...........cccceeeveevciveenneeenee.

Pennsylvania: Comparison of average change estimates for behavioral and
nonbehavioral health care utilization among beneficiaries with behavioral

health conditions: First 2 years of MAPCP Demonstration ..........ccccceceevuennee

Pennsylvania: Comparison of average change estimates for selected
expenditure and utilization measures among rural Medicare beneficiaries

First 2 years of MAPCP Demonstration...........cccccveeeveeeriieesieeenieeeiee e

Comparison of average demonstration effect estimates for primary care
visits (per 1,000 beneficiary quarters): Year Two of MAPCP Demonstration
Comparison of average demonstration effect estimates for PBPM Medicare
expenditures and behavioral health care utilization among beneficiaries with

behavioral health conditions: Year Two of MAPCP Demonstration..............

xxii



ABD
ACO
ACSC

ADK Demonstration

ADT
AHEC
AHI
AHRQ
AMI
APCD
ARC
ARRA
BCBS
BCBSM
BCBSNC
BCBSRI
BH
BHHO
BMI
BQPP
CAH
CAHPS
CCA
CCNC
CCS
CCT
CDC
CEDARR

CG
CHF
CHT
CME
CMIS

LIST OF ACRONYMS

EVALUATION OF THE MULTI-PAYER ADVANCED
PRIMARY CARE PRACTICE (MAPCP) DEMONSTRATION

aged, blind, or disabled

accountable care organization

ambulatory care sensitive conditions
Adirondack Medical Home Demonstration
Admission-Discharge-Transfer

Area Health Education Centers
Adirondack Health Institute, Inc.

Agency for Healthcare Research and Quality
acute myocardial infarction

all-payers claims database

Actuarial Research Corporation

American Recovery and Reinvestment Act
Blue Cross Blue Shield

Blue Cross Blue Shield of Michigan

Blue Cross Blue Shield of North Carolina
Blue Cross Blue Shield of Rhode Island
behavioral health

behavioral health home organizations
body mass index

Blue Quality Physician Program

critical access hospital

Consumer Assessment of Healthcare Providers and Systems
clinical care associate

Community Care of North Carolina
Clinical Classification Software
community care team

comprehensive adult diabetes care

Comprehensive Evaluation, Diagnosis, Assessment, Referral, and
Re-evaluation

comparison group

congestive heart failure

community health team

continuing medical education

Case Management Information System

xxiii



CMMI
CMS
CcOoC
CO-0OP
COPD
CPT
CRF
CSI
CSS
CVD
D-in-D
DME
DOH
DPW
E&M
EDB
EHR
EOHSS
EQuIP
ER
ERISA
ESRD
FFS
FQHC
FTE
FY
GOHCR
HCC
HCDS
HCH
HCPCS
HDL
Health IT
HHA
HIE
HIPAA
HITECH
HIXNY

Center for Medicare & Medicaid Innovation
Centers for Medicare & Medicaid Services
Continuity of Care Index

Consumer Operated and Oriented Plan

chronic obstructive pulmonary disease

Current Procedural Terminology

chronic renal failure

Chronic Care Sustainability Initiative

Council of Subspecialty Societies
cerebrovascular disease
difference-in-differences

durable medical equipment

Department of Health

Department of Public Welfare

evaluation and management

Enrollment Data Base

electronic health record

Executive Office of Health and Human Services
Expansion and Quality Improvement Program
emergency room

Employee Retirement Income Security Act of 1974
end-stage renal disease

fee-for-service

federally qualified health centers

full-time equivalent

fiscal year

Governor’s Office for Health Care Reform
Hierarchical Condition Category

Health Care Delivery Systems

Health Care Homes

Healthcare Common Procedure Coding System
high-density lipoprotein

health information technology

home health agency

health information exchange

Health Insurance Privacy and Accountability Act
Health Information Technology for Economic and Clinical Health
Health Information Xchange New York

XX1v



HMO
HRSA
HSA
ICD-9-CM

IMPaCT
IPPS

IT

IVD
LCSW
LDL-C
LPN
LTCH
MAeHC
MAPCP
MAT
MCO
MDM
MiHIN
MiPCT
MMIS
MPHI
MU
NCDHHS/ORHCC

NCH
NCQA
NEPA
NPI
NPPES
NYS DOH
OHIC
OPD
OR
P4P
PAFP
PBPM
PBPQ

health maintenance organization
Health Resources and Services Administration
health service area

International Classification of Diseases, Ninth Revision, Clinical
Modification

Infrastructure for Maintaining Primary Care Transformation
inpatient prospective payment system
information technology

ischemic vascular disease

licensed clinical social worker

low-density lipoprotein cholesterol

licensed practical nurse

long-term care hospital

Massachusetts e-Health Collaborative
Multi-Payer Advanced Primary Care Practice
medication assisted therapy

managed care organization

Master Data Management

Michigan Health Information Network
Michigan Primary Care Transformation Project
Medicaid management information system
Michigan Public Health Institute

meaningful use

North Carolina Department of Health and Human Service’s Office of
Rural Health and Community Care

National Claims History

National Committee for Quality Assurance
northeast Pennsylvania

National Provider Identifier

National Plan and Provider Enumeration Systems
New York State Department of Health

Rhode Island Office of the Health Insurance Commissioner
outpatient department

operating room

pay-for-performance

Pennsylvania Academy of Family Physicians

per beneficiary per month

per beneficiary per quarter

XXV



PCMH
PDSA
PGIP
PGP
PMPM
PO

PPC®PCMH™

PQI
PS
PVD
QDC
QFE
RHC
RHIO
RIQI
RN
Rol
RUI
SASH
SEPA
SIM
SNF
SPA
SQRMS
STDF
TCOC
TIN
UB
VCCI
VHCURES

VHIE
VITL

patient-centered medical home
Plan-Do-Study-Act

Physician Group Incentive Program
Physician Group Practice

per member per month

provider organization

Physician Practice Connection Patient-Centered Medical Home
Prevention Quality Indicator

propensity score

peripheral vascular disease

Quality Data Center

quarterly fixed effects

rural health clinic

Regional Health Information Organization
Rhode Island Quality Institute

registered nurse

return on investment

Resource Use Index

Support and Services at Home

southeast Pennsylvania

State Innovation Model

skilled nursing facility

State Plan Amendments

Statewide Quality Reporting and Measurement System
standardized difference

Total Cost of Care

tax identification number

uniform billing

Vermont Chronic Care Initiative

Vermont Healthcare Claims Uniform Reporting and Evaluation
System

Vermont’s Health Information Exchange
Vermont Information Technology Leaders

XXVl



CHAPTER 1
MULTI-PAYER ADVANCED PRIMARY CARE PRACTICE (MAPCP)
DEMONSTRATION EVALUATION SECOND ANNUAL REPORT: INTRODUCTION,
ORGANIZATION, AND DATA AND METHODS

1.1 Overview of the MAPCP Demonstration and Evaluation

1.1.1 Overview of the MAPCP Demonstration

For the Multi-Payer Advanced Primary Care Practice (MAPCP) Demonstration, the
Centers for Medicare & Medicaid Services (CMS) joined state-sponsored initiatives to promote
the principles characterizing patient-centered medical home (PCMH) practices. After a
competitive solicitation, eight states were selected for the MAPCP Demonstration: Maine,
Michigan, Minnesota, New York, North Carolina, Pennsylvania, Rhode Island, and Vermont.
Although the demonstration in all eight states was to start on July 1, 2011, only New York,
Rhode Island, and Vermont became operational on that date. Minnesota and North Carolina
became operational on October 1, 2011, and Maine, Michigan, and Pennsylvania became
operational on January 1, 2012.

Each state PCMH initiative participating in the MAPCP Demonstration was required to
be implemented by a state agency as part of a state-sponsored reform initiative. Medicare joined
state reform initiatives already in progress. Medicaid and major private health plan(s) are
participating in all eight initiatives. Several programs, such as Rhode Island, also have
substantial participation among self-insured groups. Many state programs are exceeding the
MAPCP Demonstration requirement for at least 50 percent private-payer participation.

In the request for applications, states were instructed that the average Medicare per
member per month (PMPM) payment should not exceed $10, and that the payment methods
should be applied consistently by all participating payers—but not necessarily at the same dollar
level—unless a compelling case for an alternative was made. Each state has its own payment
levels and established its own methods. For example, Vermont pays practices differentially based
on the National Committee for Quality Assurance (NCQA) PCMH Recognition level. In
contrast, Minnesota pays practices differentially based on the number of patient comorbidities.

State initiatives also were required to promote the principles of advanced primary care
practice (APCP), but each state had broad flexibility to adopt its own definition of what
constitutes such practice. All of the MAPCP Demonstration states (except for Michigan and
Minnesota) elected to define advanced primary care (APC) in alignment with the NCQA PCMH
Recognition standards. Further, states added expectations for practices to reflect local priorities.
For the remainder of this report, we use the term PCMH to refer to all practices participating in
state MAPCP Demonstration initiatives, with the exception of Minnesota, where we use the term
Health Care Homes (HCH), consistent with its naming convention.

Each state initiative was required to make provisions for the integration of community-
based resources to support APCPs. Several states (Maine, New York, North Carolina, Michigan,
Rhode Island, and Vermont) are funding community health teams (CHTs), community-based
practice support networks, or physician organizations to perform this function.
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Further, each state initiative was required to provide for the ongoing measurement of
quality and performance and evaluation of the initiative’s impact. Several states formed
partnerships with state universities to conduct these evaluations.

To provide the “prospective assurance” of budget neutrality, states were required to
identify and present persuasive evidence supporting their projections that CMS participation in
the state initiative would result in savings to Medicare at least equal to the amount of CMS
payments to participating practices. This provided CMS with measurable outcomes for purposes
of evaluation.

1.1.2 Overview of the MAPCP Demonstration Evaluation

In 2011, CMS selected RTI International and its subcontractors, the Urban Institute and
the National Academy for State Health Policy, to evaluate the MAPCP Demonstration. The goal
of the evaluation is to identify features of the state initiatives or the participating PCMH
practices that are positively associated with improved outcomes. The evaluation uses a mix of
qualitative and quantitative methods to capture each state’s unique features and to develop an in-
depth understanding of the transformative processes occurring within and across the states’
health care systems and participating PCMH practices, thereby allowing us to link structural and
process changes directly to outcomes.

Figure 1-1 shows the conceptual framework for the MAPCP Demonstration evaluation,
organized into six main domains: State Initiative Implementation, Practice Transformation,
Access to Care and Coordination of Care, Beneficiary Experience with Care, Quality of Care and
Patient Safety, and Effectiveness (Utilization of Health Services and Expenditures). In our
evaluation we also consider Special Populations. Although each state initiative has unique
aspects, the framework reflects common features of the interventions and broad areas of outcomes
within our evaluation design. The framework abstracts from other factors also influencing
evaluation outcomes, such as individual beneficiary characteristics and the broader health care,
social, political, economic, and physical environment in which the PCMH initiatives operate.

As shown in Figure 1-1, the state-sponsored initiatives are undertaking a range of
strategies to promote the transformation of participating practices to PCMH practices. In addition
to payments from the major payers to participating practices, other strategies include practice
coaching and learning collaboratives; development of data systems and health information
technology infrastructure to provide decision support tools, facilitate information exchange
among providers, and achieve meaningful use objectives; feedback to practices on quality,
utilization, and cost outcomes; and integration of community-based resources.

These strategies are intended to support transformation of participating practices to
embody the principles of the PCMH model (American Academy of Family Physicians et al.,
2007). The PCMH model expands on the chronic care model developed by Wagner (1998),
which identified six elements of a delivery system that lead to improved care: the community,
the health system, self-management support, delivery system design, decision support, and
clinical information systems (Glasgow, Orleans, & Wagner, 2001; Wagner, 2002; Wagner et al.,
2001). Beneficiaries in these transformed practices are expected to have better access to care and
better-coordinated care; to receive safer, higher quality care; and to be more engaged in decision
making about their care and management of their health conditions.

1-2



€1

MAPCP Demonstration
Implementation

e Patient-centered
medical home
certification
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from Medicare,
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learning
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e Integration of
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Figure 1-1

Conceptual framework for the MAPCP Demonstration evaluation
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As in the chronic care model, patients and providers in PCMHs interact more
productively, which can lead to improved functional and clinical outcomes. As a result, patients
are expected to have more efficient patterns of health service utilization, thereby promoting the
triple aim of improving beneficiary experience with care, improving health outcomes, and
reducing per capita total expenditures (Berwick, Nolan, & Whittington, 2008). Improved health
outcomes also can result in reduced service utilization.

To test whether the MAPCP Demonstration is associated with success, individual-,
practice-, and system-level primary and secondary data are being collected and analyzed to
answer research questions organized in three broad evaluation domains: State Initiative
Implementation, Practice Transformation, and Outcomes. Outcomes include clinical quality of
care and patient safety, access to and coordination of care, beneficiary experience with care,
patterns of utilization, Medicare expenditures, budget neutrality, and special populations. The
evaluation team worked collaboratively with CMS, other CMS demonstration evaluation
contractors (e.g., RAND), and evaluators of non-CMS PCMH initiatives, such as the Multi-State
PCMH Collaborative and the PCMH Evaluators Collaborative, to identify a set of core outcome
measures and specifications to use in this report. The evaluation team also identified additional
outcome measures to evaluate across all eight states for both Medicare and Medicaid
beneficiaries. Lastly, the evaluation team reviewed states” MAPCP Demonstration applications to
determine the types of utilization and expenditure reductions each state expected and developed
analytic variables for these services to allow for direct examination of budget neutrality annually.
Appendix A contains a table of the evaluation research questions by each evaluation domain and
summarizes the methods, outcome measures, and data sources used to answer those questions.

The evaluation uses a mixed-method design, with both quantitative and qualitative
methods and data. Mixed-methods research is well suited for accomplishing the goals of this
evaluation because different methods yield different insights. Quantitative methods are well
suited to outcome evaluation and answering a variety of questions about whether and by how
much costs were reduced and quality and safety improvements achieved for various types of
beneficiaries and practices. The goal of the quantitative analyses is to estimate the association
between the MAPCP Demonstration and changes in patient utilization, costs, and other
outcomes. In contrast, qualitative methods are well suited for process evaluation and providing
data on the historical and current context of the state initiatives; their key features and how they
evolve over time; barriers and facilitators to implementation; perceived benefits and costs or pros
and cons for practices and patients; and lessons learned. Qualitative analyses for the evaluation
are intended to complement the quantitative methods.

The evaluation team is conducting multiple rounds of primary and secondary data
collection. Findings from the first year of the MAPCP Demonstration were reported to CMS in
the First Annual Report (CMS, 2015). Findings from the second year of the demonstration are
included herein. The Third Annual Report will include findings from the third year of the
demonstration. A Final Report will include results from our cross-state analyses. With multiple
rounds of quantitative and qualitative analyses, we are able to report both qualitative and
quantitative findings along a continuum of state implementation and practice transformation
maturation. Our principal focus is conducting eight separate within-state evaluations. Qualitative
analyses of the MAPCP Demonstration are conducted within each state three times and reported
in the First, Second, and Third Annual Reports, and will be reported across the eight states in the
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last year of the evaluation. Medicare quantitative outcomes analyses for each state were
conducted twice, for the First and Second Annual Reports, and will also be conducted for the
Final Report. Medicaid quantitative outcomes analyses for each state will be conducted for the
Final Report. RTI continues to work with each state to obtain Medicaid claims data directly from
the states, their contractors, or managed care organizations providing health care insurance for
Medicaid beneficiaries. Finally, a smaller set of three quantitative analyses related to budget
neutrality, utilization, and expenditures will be conducted across the eight states, allowing us to
examine features of the state initiatives or the participating PCMH practices associated with
positive outcomes.

This Second Annual Report contains findings from the second round of site visits, which
occurred in October and November 2013, to each of the eight MAPCP Demonstration states and
quantitative data analyses for the second year of each state demonstration. The quantitative
analyses are restricted to Medicare fee-for-service (FFS) beneficiaries.

To allow sufficient time for Medicare claims to be submitted and processed, we restrict
our quantitative analyses to Medicare beneficiaries assigned to practices participating in the
Vermont, New York, and Rhode Island state initiatives from July 1, 2011, through June 30,
2013; in the Minnesota and North Carolina state initiatives from October 1, 2011, through
September 30, 2013; and in the Pennsylvania, Maine, and Michigan initiatives from January 1,
2012, through December 31, 2013. Thus, we evaluated the second year of the MAPCP
Demonstration for all eight states.

1.1.3  Organization of the Second Annual Report

The Second Annual Report contains the qualitative and quantitative findings from the
second year of evaluation. The remainder of this chapter (Section 1.2) provides an overview of
our MAPCP Demonstration evaluation design and the qualitative and quantitative data and
methods used in this report.

Chapter 2 provides a summary of qualitative and quantitative findings across the eight
demonstration states and across the key evaluation domains of State Initiative Implementation,
Practice Transformation, and Outcomes (clinical quality of care, patient safety and health
outcomes, access to care and coordination of care, beneficiary experience with care,
effectiveness [utilization, expenditures, and budget neutrality], and special populations). The
chapter starts with a snapshot of key features of the eight initiatives (Section 2.1). Section 2.2
summarizes key themes and early implementation findings from the state site visits and
concludes with lessons learned. Section 2.3 provides usage data and feedback from users of the
RTI Web portal. Section 2.4 summarizes key qualitative findings related to practice
transformation activities during the second year of the MAPCP Demonstration. Section 2.5
provides a cross-state summary for five quantitative outcomes. Section 2.6 summarizes the
Medicare budget neutrality results in Year Two of the demonstration. Section 2.7 provides an
overall summary of implications of the findings for states, CMS, and evaluators.

Chapters 3 through 10 provide detailed qualitative and quantitative findings for all eight
MAPCP Demonstration states. Each chapter has eight sections: state initiative implementation;
practice transformation; clinical quality of care, patient safety, and health outcomes; access to
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care and coordination of care; beneficiary experience with care; effectiveness (utilization,
expenditures, and budget neutrality); and special populations. Each chapter concludes with a
discussion of Year Two findings and next steps for the state initiatives.

Chapter 11 incorporates findings from both the qualitative and quantitative analyses to
highlight overarching themes and similarities across the eight state initiatives. We summarize
common implementation activities that were new in Year Two and provide a discussion of
expected outcomes. We identify common challenges that surfaced in Year Two or remained
from Year One and lessons learned.

1.2 Overview of Evaluation Design and Qualitative and Quantitative Data and Methods

In this section, we provide an overview of our quantitative and qualitative methods. We
begin by describing the MAPCP Demonstration eligibility criteria to be met by Medicare FFS
beneficiaries to participate in each initiative and describe the method of attribution of
beneficiaries to participating PCMHs and comparison practices. Next, we provide a description
of the analytic methods used in our modeling of outcomes to adjust for partial eligibility for the
MAPCP Demonstration and to align beneficiary, practice, and geographic characteristics of the
comparison groups to the intervention groups. We then provide an overview of qualitative data
and methods. We conclude this section with an overview of quantitative data and methods used
in our evaluation, including our approach to estimating Medicare budget neutrality within the
MAPCP Demonstration.

1.2.1 Identification of Intervention Beneficiaries

Attribution to practices participating in each state’s multi-payer PCMH initiative occurs
quarterly using attribution methods independently developed by each MAPCP Demonstration
state and implemented by Actuarial Research Corporation (ARC) for all states except Minnesota
(see Appendix B for details on attribution for each state). Unlike participating practices in the
other seven demonstration states, Minnesota practices are expected to self-attribute beneficiaries
to practices and submit monthly claims for MAPCP Demonstration payments to Medicare on
behalf of all eligible patients in a practice. However, the majority of certified health care home
practices otherwise eligible for demonstration payments have not submitted monthly MAPCP
Demonstration claims to Medicare. Because of the exceptionally low observed rate of practice
billing in Minnesota’s MAPCP Demonstration, we used an attribution developed by ARC for
evaluating Minnesota.

To be eligible for participation in the MAPCP Demonstration, Medicare beneficiaries
must meet the following eligibility criteria each quarter:

¢ Bealive.
* Have Medicare Parts A and B.
* Be covered under traditional Medicare FFS.

* Have Medicare as the primary payer for health care expenses.
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* Reside in the state-specified geographic area for its initiative.

* Be attributed to a MAPCP Demonstration participating practice.

All Medicare beneficiaries meeting these six criteria are eligible for inclusion in the
evaluation sample. They also must be attributed to a participating PCMH for at least 3 months
over the course of the relevant demonstration evaluation period (i.e., 12 months, 24 months,

36 months). We removed beneficiaries with fewer than 3 months of eligibility during the
demonstration period, assuming that practices and other entities, such as the community health
teams in some states, had limited opportunity to engage and influence outcomes during the
demonstration period for beneficiaries with limited time attributed to a participating PCMH. In
removing beneficiaries with fewer than 3 months of eligibility, we minimize the potential bias to
the null of our impact analysis findings.

The MAPCP Demonstration allows for a rolling entrance of practices into and out of the
demonstration. In addition, Medicare beneficiaries are allowed to enter the evaluation on a
rolling basis, but they could lose eligibility during the demonstration if the practice to which they
were attributed drops out of the state initiative. Beneficiaries also lose eligibility when they no
longer meet the criteria listed above. Once a beneficiary is eligible for the MAPCP
Demonstration for at least 3 months, however, the beneficiary will always be included in the
evaluation. If beneficiaries lose Medicare eligibility at any time after they are attributed to a
MAPCP Demonstration practice, their outcomes are no longer observed during the periods of
lost eligibility. Thus, we consider the MAPCP Demonstration an intent-to-treat study design.

For the quantitative analyses, claims data are included if the service was provided on a
day when the beneficiary was eligible. Claims were excluded during any periods of ineligibility.
We constructed a variable reflecting the length of time the beneficiary is eligible each quarter to
use as an analytic weight in all claims-based analyses. The eligibility fraction is defined for each
quarter as the total number of eligible days during the quarter, divided by the total number of
days alive in the quarter.!

1.2.2 Identification of Comparison Beneficiaries

We used a three-step approach to identify comparison beneficiaries for all eight MAPCP
Demonstration states: (1) identification of the geographic area from which the intervention
beneficiaries were drawn; (2) identification of primary care practices within the geographic area
that are not participating in the states MAPCP Demonstration initiative; and (3) identification of
beneficiaries that meet the MAPCP Demonstration eligibility criteria and are attributed to a
comparison group primary care practice. For each state, we identified two comparison groups:

* PCMH comparison group. Medicare FFS beneficiaries who met MAPCP
Demonstration eligibility criteria and attribution criteria to practices that had similar
PCMH recognition, but were not participating in the state’s multi-payer initiative.

' We restricted the denominator to days alive, which effectively prevented inflating outcomes during the quarter in
which a beneficiary died.
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*  Non-PCMH comparison group. Medicare FFS beneficiaries who met MAPCP
Demonstration eligibility criteria and attribution criteria to practices without PCMH
recognition

In each state, the process began by reviewing the geographic areas of the state MAPCP
Demonstration initiative and mapping the areas by county. We next identified counties that
might serve as similar comparison geographic areas. If the demonstration permeated the entire
state, then comparisons were drawn from counties with similar characteristics in other states. A
comparison from outside the state was used only for Vermont, where the Blueprint for Health
(Vermont’s MAPCP Demonstration initiative) already had a presence in all counties in the state.
If the demonstration practices dominated in their respective areas, then the comparison area was
drawn from another set of counties elsewhere within the same state. The comparison region in
some instances was expanded to ensure that it encompassed a sufficient number of treatment
facilities (federally qualified health centers [FQHCs], rural health clinics [RHCs], and critical
access hospitals [CAHs]) and NCQA-recognized PCMHs not participating in the MAPCP
Demonstration. Finally, in five states, the comparison area is the same as the MAPCP
Demonstration county area. Table 1-1 shows the types of comparison counties for the MAPCP
Demonstration states.

Table 1-1
Intervention and comparison areas by MAPCP Demonstration state
State Demonstration area Proposed comparison area
Maine 11 counties in southern part of state Same as demonstration counties
Michigan 40 counties Same as demonstration counties
Minnesota 24 counties Same as demonstration counties
New York 7 counties in Adirondacks region 16 counties in upstate area; all FQHCs

and CAHs in nondemonstration
counties; 19 non-PCMH FQHCs from

Michigan
North Carolina 7 mostly rural counties scattered across 16 counties in remainder of state; all
state RHCs and CAHs in nondemonstration
counties; 6 PCMH CAHs from Maine
Pennsylvania 4 counties in northeast region, 5 counties in = Same as demonstration counties
southeast region
Rhode Island 3 westernmost counties in state Same as demonstration counties
Vermont All 14 counties in state 10 counties in New Hampshire and all

FQHCs in Massachusetts; 5 PCMH
FQHCs from Maine/Michigan; 6
PCMH RHCs from Maine/Michigan; 6
PCMH CAHs from Maine/Michigan

NOTES: CAH = critical access hospital; FQHC = federally qualified health center; MAPCP = Multi-Payer
Advanced Primary Care Practice; PCMH = patient-centered medical home; RHC = rural health clinic.

When comparison practices and beneficiaries were drawn from nondemonstration
regions, a preliminary list of candidate counties was created based on several county-level
characteristics (e.g., urbanization, mean annual Medicare expenditures, median household
income, and the supply of primary care physicians per 100,000 residents) compiled from
Medicare and U.S. Census data. Candidate counties were those with values for these
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characteristics within the range observed for the MAPCP Demonstration counties. If needed
(e.g., in New York), the comparison region was expanded to ensure that it encompassed a
sufficient number of PCMHs not participating in the MAPCP Demonstration.

Minnesota is one of two states that do not base PCMH status on NCQA PCMH
recognition. Instead, Minnesota uses state HCH certification to define PCMHs. Minnesota
considers all HCHs to be part of the MAPCP Demonstration, so the only comparison group is a
non-PCMH group consisting of primary care practices without HCH certification. Minnesota has
no PCMH comparison group.

After the comparison counties were determined, a list of primary care and multispecialty
medical practices in those counties was generated from Medicare claims data. This list was
compared with a list of office-based primary care and multispecialty practices to ensure that
taxpayer identification numbers found in the claims data represented primary care practices like
those involved in the MAPCP Demonstration. If a state initiative includes FQHCs, RHCs, or
CAHs, then efforts were made to supplement the comparison group with these types of
organizations. These practices were identified through two sources: Organizational National
Provider Identification numbers in claims data and organizations listed in the National Plan and
Provider Enumeration System. Practices serving fewer than 30 Medicare FFS beneficiaries per
year and those involved in other CMS PCMH initiatives or practice-based interventions were
deleted from the list of comparison practices. These initiatives include the FQHC Advanced
Primary Care Practice Demonstration, Medicare Health Care Quality Demonstration,
Independence at Home Demonstration, Health Quality Partners, Physician Group Practice
Transitional Demonstration, and Comprehensive Primary Care Initiative. These initiatives were
identified through the CMS Master Data Management (MDM) provider extract file;
organizations participating in the FQHC Advanced Primary Care Practice Demonstration were
identified by RAND.

The same protocol used to attribute individual Medicare beneficiaries to a specific
MAPCP Demonstration PCMH was used to assign comparison beneficiaries to each comparison
practice. All beneficiaries meeting the MAPCP Demonstration eligibility criteria and assigned to
a comparison practice using the state-specific assignment algorithm are members of the
comparison group. Eligibility is determined in a manner similar to that described above and using
the same “as of” eligibility date used by ARC when attributing beneficiaries to the MAPCP
Demonstration practices, with one exception. Comparison group beneficiaries are attributed to a
comparison group practice annually and are not reassigned each quarter, as in the process used by
ARC for beneficiary assignment to the intervention groups. Once a beneficiary is attributed to a
MAPCP Demonstration participating PCMH, the beneficiary is no longer eligible to be attributed
to a comparison group practice. These beneficiaries are removed from all previous quarters’
assignment to a comparison group. Given the size of the MAPCP Demonstration comparison
groups, the numbers of beneficiaries switching status are very small; removing them thus has
negligible impact on comparison groups’ outcomes over time.

MAPCP Demonstration participants are constantly changing during the course of the
study because of the entrance of new practices, the withdrawal of others, and attrition resulting
from death or other loss of participation eligibility. To emulate this situation among the
comparison groups, we check eligibility for the demonstration quarterly and remove from the
comparison group any beneficiaries no longer meeting the demonstration eligibility criteria.
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Further, we also check quarterly to determine if any comparison group practices have become
participants in any demonstration initiatives; if so, we remove them from the comparison group,
effective in the quarter in which the practice began participating in the initiative. Beneficiaries
previously assigned to these practices move to the intervention group if the ARC assignment
process assigned them to a newly participating practice; otherwise, the beneficiary is dropped
from the comparison as of that quarter. Lastly, we conduct a “true-up” of the comparison groups
annually by reapplying the beneficiary assignment algorithm at the end of each year. As with
turnover occurring in MAPCP Demonstration practices and beneficiaries, this process adds new
beneficiaries, removes those no longer receiving the plurality of their services from a comparison
group practice, and moves beneficiaries and practices from the non-PCMH comparison group to
the PCMH comparison group if their assigned practice received recognition as a PCMH during
the prior year. No changes in comparison geographic regions were made for the Year Two true-
up (first true-up). Because most comparison groups already contained nearly all existing primary
care practices in their area, the true-up process generally produced few changes in the
composition of comparison practices in most states.

1.2.3 Entropy Balanced Weighting of Comparison Beneficiaries for Comparability
to MAPCP Demonstration Intervention Beneficiaries

In general, the propensity score (PS) is the probability that a sampling unit belongs to the
intervention group, conditional on a set of observable characteristics (Rosenbaum & Rubin,
1983). In this context, the PS is the probability that a beneficiary is assigned to a MAPCP
Demonstration practice. Propensity scores are estimated from a series of logistic regression
models relating group status (MAPCP Demonstration or comparison group) to a set of
beneficiary-, practice-, and region-level characteristics. The logistic model is estimated separately
by state and separately for (1) beneficiaries assigned to MAPCP Demonstration practices and
those assigned to comparison PCMHs and (2) beneficiaries assigned to MAPCP Demonstration
practices and those assigned to comparison non-PCMH practices. The models are re-estimated
quarterly as new beneficiaries are assigned to the MAPCP Demonstration group and new
beneficiaries are assigned to PCMH and non-PCMH practices in the comparison group
(annually).

The values of the beneficiary-level covariates are taken from the period before the start of
state pilot activities; for the practice- and region-level variables, we use data from the
demonstration period. Specifically, we use the following variables:

* Beneficiary-level variables. Age, sex, Hierarchical Condition Category (HCC) score,
Charlson Index comorbidity score, and indicators for race, disability status, Medicaid,
end-stage renal disease (ESRD), and institutionalization.

* Practice-level variables. Percentage of associated providers with a primary care
specialty, solo provider practice, and indicators for FQHC, CAH, and RHCs.

* Region-level variables. Median household income (in increments of $10,000) of
beneficiary county of residence and population density of beneficiary county of
residence.

In practice, achievement of optimal covariate balance by means of logistic regression and
iterative manual model specification could be challenging. We therefore implemented entropy
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balanced weights to increase the comparability of the demonstration and comparison groups
before estimating the effects of the demonstration. Entropy balanced weights are analogous to
propensity scores for treatment and inverse probability of treatment weighting.

This method has several advantages over manually specifying a logistic regression and
checking covariate balance iteratively. It requires attention to propensity- score-generated
weights for the comparison group. It is not uncommon to achieve excellent covariate balance
between intervention and comparison groups with extremely small and extremely large weights.
These weights represent observations with minimal overlap in covariates between intervention
and comparison groups, where conclusions from multivariate models could be misleading.

Our standard procedure was to cap (recode) weights lower than 0.05 and higher than 20.
To put this in terms of randomized assignment, individuals with a less than 1 in 20 chance of
assignment to the treatment group and a greater than 20 chance of assignment to the treatment
group fall outside these cut-off points. Rather than truncating the sample and dropping these
beneficiaries, we choose to recode weights outside these cut-off points to these values (0.05 and
20, respectively). In effect, this preserves the comparison group sample at the cost of less optimal
covariate balance.

Following generation of entropy balanced weights and capping of outlier weight values,
we examine covariate balance between the intervention and comparison group for each variable
described above, using absolute mean standardized difference as a metric (see Appendix C).
Smaller values of absolute mean standardized difference are considered better because they
indicate a closer match between the means of the two samples. Generally a value of less than
0.10 (or 10%) is considered an adequate threshold for purposes of covariate balance between
intervention and comparison group. We generally observe absolute mean standardized
differences in the range of 0.00 through 0.02 for our intervention and comparison groups.

1.2.4 Qualitative Data and Methods

To address key evaluation questions and complement the quantitative methods, we use a
variety of qualitative methods and data. First, we use secondary qualitative data, such as state
applications, interim reports, and notes from monthly conference calls with selected state
officials responsible for implementing the program. Second, we conducted semistructured, in-
person interviews with a wide range of key informants during state site visits. In subsequent
years, we will conduct focus groups with beneficiaries and caregivers.

Site visits to each MAPCP Demonstration state occurred in the fall of 2013. In Year Two
of the demonstration, interviews focused on changes and implementation experiences that had
occurred since the Year One site visits in 2012. The goal was timely identification of actionable
promising practices for CMS and states and links among aspects of state initiative features,
practice characteristics, and potential outcomes. Interviews were used to gather and interpret
contextual information on how the underlying systems of the multi-payer model operated in the
year since we last spoke to stakeholders and practices within the state. We also sought to
understand the potential impact on implementation, practice transformation, and outcomes for
Medicare and Medicaid beneficiaries and special populations.

The evaluation team developed protocols for the interviews, designed to address the
research questions, which were reviewed by CMS (see Appendix A). Specifically, each major
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research question was “translated” into a set of topics and questions tailored to specific
respondent types and state programs (Kvale, 1996; Kvale & Brinkman, 2006). The evaluation
team produced six generic respondent type protocols and then customized them based on state-
specific features, to ensure that specific and unique features of state initiatives were addressed
adequately during the interviews. Respondent types included (1) state officials; (2) physicians
and administrators of practices or health systems participating in the MAPCP Demonstration;
(3) individuals representing CHTs and networks; (4) individuals representing payer
organizations, including Medicaid; (5) individuals representing local chapters of physician and
clinical professional associations; and (6) individuals representing Offices of Aging and patient
advocates.

Interviews with state officials focused on the state’s progress in implementing the
initiative in Year Two of the demonstration and on how their multi-payer initiative, including the
payment model and other efforts to support practice transformation (such as learning
collaboratives), had progressed since our last site visit. Interviews with staff from participating
PCMH practices, including staff from CHTs (for those states using CHTs as extensions of the
PCMH practices), focused on changes in Year Two made by practices in delivery of care and
health information technology use and capabilities as a result of the state initiative. We also
focused on their perceptions of the impact on quality and efficiency.

General respondent selection criteria were developed (e.g., to get representatives from
diverse types of payers and practices), and potential respondents were identified within each
respondent type category primarily through review of secondary documents, input from state
program officials, and MAPCP Demonstration tracking documents. We also occasionally used a
“snowball” sampling technique (e.g., asking respondents who else they would recommend we
speak to about a particular topic). Based on the geographic areas in each state initiative, the site
visit team also targeted different areas of each state, based either on the predefined initiative
areas or across urban and rural areas. The evaluation team chose the final list of interviewees,
which was confidential.

Types of state officials interviewed included program staff responsible for designing or
implementing the multi-payer initiative within a state and Medicaid agency staff knowledgeable
about Medicaid’s participation as a payer in the initiative. Respondents from participating private
payers and patient advocates were selected based on their involvement in the state initiative.
Provider respondents—including practice staff, representatives from provider organizations and
networks/pods, and CHTs (where applicable, because some states do not include these kinds of
teams or networks in their initiative)}—were selected to maximize diversity (e.g., urban/rural,
size, location within the state, payer mix).

Those selected for interviews were sent an initial e-mail request to participate. Those not
responding to the e-mail received a follow-up phone call requesting an interview. The majority
of individuals contacted agreed to be interviewed. When individuals were unable or unwilling to
participate in an interview, however, we contacted an alternate on our respondent list. The
majority of interviews were scheduled face-to-face during site visits, but some occurred by
phone before, during, and after the site visit. Interview duration ranged from 45 to 90 minutes,
depending on the type of respondent. A total of 269 interviews were conducted during the second
round of site visits. Table 1-2 provides a breakdown of the interviews by state and respondent

type.



A team of six to eight site visit staff was deployed to each state to conduct interviews.
Site visit teams were composed of researchers with different types of substantive and
methodological expertise and were matched to interview respondent types (e.g., physician
researchers interviewing physicians, researchers with expertise in state policy interviewing state
officials). Interviews were recorded, and note-takers used the audio files to fill in gaps in their
typed notes produced during the interview. Interview notes then were coded and analyzed.

To manage and analyze the large volume of primary and secondary qualitative data, we
used the qualitative data analysis software NVivo 9.2 This software is designed especially for
qualitative and mixed-methods research and allows integration of other data sources and
comparisons within and across states over time (Bazeley & Richards, 2000; Richards, 2009;
Sorensen, 2008).

First, site visit interview notes were loaded into NVivo. Second, we created a basic
coding scheme allowing us to identify key topics and substantive information based on the
interview data by state, respondent type, and phase of evaluation (Bradley, Curry, & Devers,
2007; Miles & Huberman, 1994). The code structure and specific codes were developed from the
conceptual framework for the MAPCP Demonstration evaluation, which is organized around the
seven domains of the evaluation and related research questions.

In this Second Annual Report, our analysis focuses on how implementation, particularly
practice transformation, relationships with other providers (e.g., specialists and hospitals), and
linkages with other community organizations, has progressed and changed since Year One site
visits. When evaluating each state MAPCP Demonstration, we primarily conducted within-state
case studies, although the report includes one cross-state chapter examining major similarities
and differences across demonstration states, programs, and aspects of their implementation
experience to date. Our primary focus is to describe implementation progress and key changes
within state initiatives since Year One site visits; state program features and their evolution over
time; the extent to which implementation and practice transformation occurred as intended;
perspectives of key stakeholders and lessons learned; and perspectives on the potential impact on
Medicare and Medicaid beneficiaries and other special populations.

1.2.5 Quantitative Data for Assessment of Qutcomes

Our quantitative analyses relied on Medicare administrative and claims data. Medicaid
analyses will be conducted for the final report. Below, we describe in more detail the Medicare
data and the methods used to construct the analytic measures of demographic characteristics,
health status, health care utilization and expenditures, quality of care, and access to and
coordination of care. By examining the first 2 years’ patterns of increases or declines in use of
health care services, Medicare expenditures, and potential improvements in quality, access, and
care coordination, we used the quantitative data to determine whether the MAPCP Demonstration
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Table 1-2

Number of interviews by type and state in Year Two site visits for evaluation of the MAPCP Demonstration

State agency

State staff
Maine 5
Michigan 6
Minnesota 6
North Carolina 9
New York 4
Pennsylvania 41
Rhode Island 8
Vermont 51
Total 50
NOTES:

1

2

3

4

5

6

7

MAPCP = Multi-Payer Advanced Primary Care Practice; — = not applicable; SASH = Support and Services at Home.

Practices

12

28

15

10

9

15

20

10

119

Community health
teams/community care

networks? Payers
4 4
— 3
_ 4
113 3
94 5
_ 4
— 8
953 3
30 34

Provider
associations

1
96
1

—_— W N W =

21

Office of Aging
staff/patient
advocates’ Total per state
4 30
2 48
5 31
1 35
— 30
1 26
1 40
1 29
15 269

Included contractors, staff of nonprofit organizations, public-private partnerships, and academic institutions involved with the state initiative.

Michigan, Minnesota, Pennsylvania, and Rhode Island do not include community health teams or community care networks as part of their initiatives.

In North Carolina, this category included care managers provided by community care networks.

In New York, this category included “pod” coordinators, health system administrators, and care managers.

In Vermont, this category included community health teams and SASH staff.

In Michigan, this category included physician organizations.

No Office of Aging staff and patient advocates were interviewed in New York because of site visit scheduling difficulties.



programs are associated with success in addressing the health system challenges they attempted to
mitigate by implementing the PCMH model. We also used these data to allow us to validate states’
underlying assumptions about achieving Medicare budget neutrality within the 3-year
demonstration period.

Medicare Data

Historical Denominator File. ARC provided a Denominator File containing CMS HCC
risk scores. The file covers a 2-year period before the start of each state MAPCP Demonstration
and includes all beneficiaries alive at the start of the historical period who either (1) lived in each
state’s demonstration area at any point during the time period covered or (2) were assigned to
one of the state demonstration practices at the start of each state demonstration period. We
specifically used this file to determine the cut-off points across all states for the baseline HCC
score categorization.

Medicare Enrollment Data Base (EDB). We used the EDB to identify days of
eligibility for the MAPCP Demonstration and provide an estimate of the fraction of the
demonstration period for which beneficiaries are eligible. This file also provides beneficiary

demographic and Medicare eligibility information for the analyses (e.g., date of birth, sex, race,
date of death).

Medicare TAP files. The TAP files contain inpatient, hospital outpatient, physician,
skilled nursing facility (SNF), home health agency (HHA), hospice, and durable medical
equipment (DME) claims for demonstration and comparison beneficiaries from January 2010
forward. These files do not include Medicare Part D (prescription drug) or Medicare Advantage
billing data, nor Medicaid claims for Medicare and Medicaid dual enrollees. These claims are
provided to ARC monthly, and ARC “nets” the claims files to identify final transaction claims
quarterly, allowing for a 4-month claims run-out period at the end of each payment quarter. At
each quarterly processing, prior quarterly netted claims files are updated with claims data
processed after the prior cut-off dates for up to a 2-year run-out period, virtually ensuring that all
paid claims are included.

Medicare National Claims History (NCH) files. RTI extracts data directly from the
NCH files using the claim discharge date to obtain claims for hospital inpatient services and
through date to obtain claims for outpatient services, physician, DME, HHA, and hospice
services before 2011.3 For this report, NCH claims with dates of service from January 1, 2006,
through December 31, 2010, were obtained.

Lists of practices and beneficiaries in other CMS demonstrations that are excluded
from comparison group practices and beneficiaries. Practices and beneficiaries identified in
these lists are excluded from the comparison group, as described in more detail in Section 1.2.2:

* RAND provides a list of FQHCs participating in the CMS FQHC Advanced Primary
Care Practice Demonstration.

3 RTI used the ARC TAP data from January 2011 forward.



* The MDM system contains identification and payment information for beneficiaries,
providers, and organizations participating in CMS-sponsored accountable care
organizations and coordinated care organizations. Programs identified in the MDM
for exclusion from the comparison group for the Second Annual Report were

— Independence at Home Practice Demonstration,

— Medicare Health Care Quality Demonstration,

— Health Quality Partners,

— Physician Group Practice Transitional Demonstration, and

— Comprehensive Primary Care Initiative.

Analytic Variables

In this report, we analyze changes during the first 24 months of the MAPCP Demonstration
period in the quarterly rate of growth for 40 utilization, Medicare expenditure, quality of care,
access, and coordination of care measures. We also assess the equivalency of trends in quarterly
rates of the outcome measures for demonstration beneficiaries relative to comparison group
beneficiaries. Table 1-3 describes the time periods for analysis for the eight participating states.

Table 1-3
Analysis periods used in the evaluation of the MAPCP Demonstration
First Second Pre- Pre-
demonstration demonstration Months of demonstration demonstration
Demonstration period period period demonstration period period
start date final end date final end date data start date end date

New York, Rhode Island, 6/30/2012 6/30/2013 24 1/1/2006 6/30/2011
Vermont 7/1/2011

North Carolina 10/1/2011 9/30/2012 9/30/2013 24 1/1/2006 9/30/2011
Maine, Minnesota,! Michigan,  12/31/2012 12/31/2013 24 1/1/2006 12/31/2011
Pennsylvania 1/1/2012

NOTES:

! Minnesota started the MAPCP Demonstration with North Carolina, in Cohort 2. Due to data availability,
attribution for Minnesota was done only back to Quarter 3. For this reason, it is considered a member of Cohort 3
for analysis purposes. Given that this decision reassigns only the first quarter of the demonstration and the
expectation is that the demonstration’s impact will not be immediate, this decision is not expected to significantly
influence the quantitative analysis results.

MAPCP = Multi-Payer Advanced Primary Care Practice.

Below, we describe the construction of analytic variables used in the regression
modeling. Demographic and health status characteristics are developed at the beneficiary level
using common reference points of time across beneficiaries, either during the year before a
beneficiary was first attributed to a MAPCP Demonstration practice or at the time a beneficiary
first was attributed to a demonstration practice. The beneficiary-level data are used in the entropy
balanced weighting procedure and the outcomes models. We also constructed a quarterly
variable reflecting the percentage of the quarter the beneficiary met the demonstration eligibility
criteria during each predemonstration quarter and each of the eight demonstration quarters.
Lastly, we constructed a number of utilization, expenditure, quality of care, access, and
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coordination of care measures described in more detail below. Additional detail on the
construction of the analytic variables at the beneficiary level is provided in Appendix D.

Beneficiary eligibility. RTI uses the Medicare EDB to determine daily eligibility during
the predemonstration and demonstration periods. Because beneficiaries do not necessarily
remain eligible for the MAPCP Demonstration throughout an entire quarter in which they were
attributed to a participating demonstration practice or comparison group practice or for the
predemonstration period, we calculate for each individual a quarterly eligibility fraction, defined
as the number of eligible days within the quarter divided by the total number of days in that
quarter. For example, a beneficiary who is MAPCP Demonstration-eligible for 30 days out of 90
has an eligibility fraction of 0.33 for that quarter. The eligibility fraction also is used to calculate
weighted average outcomes for each state and is one component of the weight used in the
weighted regression models. Beneficiaries with limited eligibility are down-weighted, thereby
preventing them from exerting undue influence on the evaluation results.

Beneficiary demographic characteristics. Age, sex, race, Medicare status (aged-in
versus disabled), and urban residence variables are created using the Medicare EDB. Age is
defined by the date the beneficiary was first assigned to a MAPCP Demonstration practice or
comparison practice. Sex and race use the Medicare EDB definitions, and that designation does
not change over time. Medicare status is constructed using the original reason for entitlement,
which also does not change over time. The zip code of the beneficiary’s residence at the time of
first assignment to a demonstration or comparison group practice is used to determine if a
beneficiary resides in a Metropolitan Statistical Area. If so, then the beneficiary is classified as
living in an urban area; otherwise, the beneficiary is classified as living in a rural area.

Medicare and Medicaid dual eligibility status. The Medicare EDB is used to determine
Medicare and Medicaid dually eligible beneficiaries during the 1-year period immediately before
their first assignment to a demonstration practice or comparison group practice. A dichotomous
variable is created to reflect dual eligibility status.

Baseline HCC risk score. The HCC risk adjustment model uses beneficiary
demographic information (e.g., sex, age, Medicaid status, disability status) and diagnosis codes
reported in Medicare claims data from the previous year to predict payments for the current year.
This risk score often is used as a proxy for beneficiary health status (severity of illness). It is
based on the average of all Medicare FFS beneficiaries’ health risk scores, calculated using the
CMS HCC risk adjustment model.# The community HCC risk score is calculated for each
beneficiary using claims one year before his or her initial assignment date to a demonstration
practice or comparison group practice, unless one or more of the following criteria were met:

4 More information can be found at http://www.cms.gov/Medicare/Health-
Plans/Medicare AdvtgSpecRateStats/Risk-Adjustors.html
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New enrollee. If the beneficiary met demonstration eligibility criteria® during the
baseline year for fewer than 9 months (75%), a new enrollee HCC score was
calculated using only the demographic characteristics.

Institutionalized. A beneficiary was assigned an institutional risk score if he or she
had two or more nursing home evaluation and management (E&M) visits within
120 days.

ESRD. For beneficiaries with ESRD during the baseline period, the HCC community
risk score was multiplied by the ESRD factor (8.937573); they are automatically
assigned to the highest HCC risk score quartile.

Beneficiaries then were assigned to one of three HCC risk score categories (low,
medium, or high) created using the 2011 HCC risk scores in the historical Denominator file from
ARC. The cut-off points were determined to contain 25 percent of the predicted healthiest
beneficiaries in the low category, 25 percent of the predicted sickest beneficiaries in the high
category, and the remaining 50 percent of beneficiaries in the medium category:

Low: 0 to 0.48.
Medium: Higher than 0.48 and lower than or equal to 1.25.

High: Higher than 1.25.

Health status. Two additional analytic variables were created to reflect health status
during the year before the beneficiary being first assigned to a demonstration or comparison
group practice:

Charlson index. The Charlson comorbidity index was created using claims data from
the inpatient, outpatient, physician, and home health claims files (Charlson, Pompei,
Ales, & MacKenzie, 1987). Claims from hospice and DME providers were excluded
from the calculation of this variable.

Comorbid conditions. Beneficiaries were identified as having a comorbid condition if
they have one inpatient claim with the clinical condition as the principal diagnosis or
two or more physician or outpatient department (OPD) claims for an E&M service
(Current Procedural Terminology, or CPT, codes 99201-99429) with an appropriate
principal or secondary diagnosis. The diagnoses on the OPD® claims are captured if
there is a CPT code of 99201-99429 on one of the revenue center lines. The
physician or OPD E&M visits have to occur on different days. Past studies conducted
by RTI identified the following as the most frequently occurring comorbid
conditions: heart failure; coronary artery disease; other respiratory disease; diabetes

5 Beneficiaries did not have to reside in the MAPCP Demonstration area during the baseline period to be
considered eligible. All other MAPCP Demonstration eligibility criteria are applicable.

6 FQHC and RHC claims are included if the CPT code is contained on the revenue center line of the OPD claim.



without complications; diabetes with complications; essential hypertension; valve
disorders; cardiomyopathy; acute and chronic renal disease; renal failure; peripheral
vascular disease; lipid metabolism disorders; cardiac dysrhythmias and conduction
disorders; dementia; stroke; chest pain; urinary tract infection; anemia; malaise and
fatigue (including chronic fatigue syndrome); dizziness, syncope, and convulsions;
joint disorders; and hypothyroidism.

Practice- and area-level characteristics. Select practice- and area-level characteristics
were considered in all regression modeling:

Practice type. A dummy indicator was created using claims data to determine whether
the beneficiary’s assigned practice was office-based, an FQHC, an RHC, or a CAH.

Percentage of providers in the practice who are primary care providers. This is a
measure of the proportion of providers in a beneficiary’s assigned practice who are
primary care providers. This measure was created from the claims data, using
provider specialty data for the unique providers that billed to a practice.

Size of the assigned practice. A binary variable was constructed to indicate if a
beneficiary’s assigned practice had one or more than one provider.

Household income. This is a measure of the median household income for the
beneficiary’s county of residence in 2010, derived from the Area Resource File.

Population density. This is a measure of the median population density for the
beneficiary’s county of residence in 2010, derived from the Area Resource File.

Medicare expenditures. Medicare expenditures are calculated on a beneficiary-quarter
level for regression modeling. For each beneficiary, per-beneficiary-per-month (PBPM)
expenditures are estimated to be one-third of their quarterly expenditures. The expenditure
variables use Medicare-paid amounts and include Medicare Parts A and B payments only,
therefore excluding third-party and beneficiary liability payments. MAPCP Demonstration
payments are removed from the calculations because the budget neutrality calculation evaluates
changes in all other Medicare expenditures relative to the demonstration payments to
participating practices. Medicare expenditures are not risk adjusted’ or price standardized.®
Medicare claims are included in the expenditure estimates if services were provided while a
beneficiary was eligible for the demonstration and attributed to a participating provider. Each
beneficiary’s eligibility fraction is used to extrapolate the expenditure data if a beneficiary does

7 We use entropy-balanced weighting to balance beneficiary, practice, and geographic characteristics among the
MAPCP Demonstration and comparison groups in regression models.

8 One potential behavioral change during the demonstration is a shift in the mix of providers treating the MAPCP
Demonstration beneficiaries, from more intensive to less intensive providers or sites of service (i.e., movement
from academic medical centers to community hospitals), either through a conscious decision by participating
providers or because of improvement in beneficiary health status. Price standardization of Medicare expenditures
potentially could remove the beneficial effect on lower expenditures that might be observed from this behavioral

change.



not have a full quarter of Medicare FFS eligibility with Medicare as the primary payer, as
claims for services provided during periods of ineligibility may not be contained in the
Medicare claims files we use for analysis. We did not, however, extrapolate the expenditure
data if the beneficiary lost eligibility because of death during the quarter. Medicare PBPM
expenditures are categorized as follows, with details provided in Appendix D:

Total Medicare expenditures. Overall expenditure amounts from the physician,
inpatient, SNF, OPD, home health, hospice, and DME Medicare claims files.

Total Medicare expenditures for services with a principal diagnosis of a behavioral
health condition. Overall expenditure amounts for which the claim had a principal
diagnosis of a behavioral health condition. This outcome was examined for an
analysis of beneficiaries with behavioral health conditions.

Total Medicare expenditures for services with a secondary diagnosis of a behavioral
health condition. Overall expenditure amounts for which the claim had a secondary
diagnosis of a behavioral health condition. This outcome was examined for an
analysis of beneficiaries with behavioral health conditions.

Acute-care inpatient hospitals, including CAHs. Expenditure amounts for acute
inpatient hospital services, identified using provider numbers for traditional acute-
care hospitals and CAHs.

Emergency room (ER) visits and observation stays. Facility and physician
expenditures for ER visits and observation stays not leading to hospitalization. These
visits or stays were identified using the OPD and physician Medicare claims files.

Other categories of Medicare services. Expenditures for post-acute, outpatient,
specialty physician, primary care physician, home health, other facility, laboratory,
imaging, and other services (includes other Part B services, DME, and hospice).

Utilization. Following an approach similar to that for Medicare expenditures, the
following utilization measures are calculated on a beneficiary-quarter level for regression
modeling for this report (i.e., visits/admissions per 1,000 beneficiary-quarters). Each
beneficiary’s eligibility fraction is used to extrapolate utilization in a manner similar to that used
for the expenditure data. More detailed specifications of utilization measures are provided in
Appendix D.

All-cause hospitalizations. Count of all admissions reported in the inpatient file for
that quarter. Multiple claims for acute admissions from traditional acute-care and
CAHs that represent transfers between hospitals are combined into a single record.

Emergency room visits. Count of all ER visits, including visits not leading to

hospitalization. ER visits not leading to hospitalization are identified on the OPD and
physician Medicare claims files. We limit counts of ER visits to one per day.
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Unplanned readmissions. Count of unplanned hospitalizations occurring within 30
days following a live discharge. To discriminate between planned and unplanned
admissions, we used a list of inpatient procedures considered “potentially planned”
developed by Yale University and the Yale New Haven Hospital Center for
Outcomes Research & Evaluation (Yale-CORE) (Horwitz et al., 2011).

Behavioral health inpatient admissions. Count of admissions reported in the inpatient
file with a principal diagnosis of a behavioral health condition. This outcome was
examined for an analysis of beneficiaries with behavioral health conditions.

Behavioral health emergency room visits. Count of all ER visits, including visits not
leading to hospitalization, with a principal diagnosis of a behavioral health condition.
This outcome was examined for an analysis of beneficiaries with behavioral health
conditions.

Behavioral health outpatient visits. Count of visits (defined using select evaluation
and management codes) with a principal diagnosis of a behavioral health condition.
This outcome was examined for an analysis of beneficiaries with behavioral health
conditions.

Quality of care. The following outcomes were chosen to assess process measures of
quality of care and adherence to evidence-based guidelines for two chronic conditions prevalent
in the Medicare population, diabetes and ischemic vascular disease (IVD). Several other
outcomes related to quality also were examined, including avoidable inpatient admissions and
mortality. More detailed specifications of quality of care outcomes are provided in Appendix D.

Diabetes process of care measures. Six process of care measures for persons with
diabetes were examined: receipt of HbAlc testing, retinal eye examination, low-
density lipoprotein cholesterol (LDL-C) screening, medical attention for nephropathy,
whether all four preceding measures were received, and whether or not none of the
four preceding measures were received. Beneficiaries are considered to have diabetes
if they have, in the demonstration year or the year before the demonstration year

(2 years), at least two outpatient or non-acute encounters with a diabetes diagnosis, or
at least one acute inpatient visit with a diabetes diagnosis. These measures are
calculated using a full year of data instead of quarterly data.

1VD process of care measure. The measure examined was receipt of total lipid panel
for beneficiaries with IVD. Beneficiaries are considered to have IVD if they have, in
the demonstration year and the year before the demonstration year (2 years), at least
one outpatient or non-acute encounter with an IVD diagnosis, or at least one acute
inpatient visit with an IVD diagnosis. This measure is calculated using a full year of
data instead of quarterly data.

Avoidable catastrophic events. These events were defined as inpatient encounters
with the following primary diagnoses: hip fracture, acute myocardial infarction, acute
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cerebrovascular accident (stroke), and sepsis. This measure is calculated on a
beneficiary-quarter level.

*  Prevention Quality Indicator (PQI) inpatient admissions, overall, acute, and chronic.
Overall PQI admissions include admissions for diabetes short-term complications,
diabetes long-term complications, uncontrolled diabetes, bacterial pneumonia, urinary
tract infection, dehydration, chronic obstructive pulmonary disease, angina without
procedure, hypertension, asthma in younger adults, and lower-extremity amputation
among patients with diabetes. Acute PQI admissions include admissions for bacterial
pneumonia, urinary tract infection, and dehydration. Chronic PQI admissions include
admissions for diabetes short-term complications, diabetes long-term complications,
uncontrolled diabetes, chronic obstructive pulmonary disease, angina without
procedure, hypertension, asthma in younger adults, and lower-extremity amputation
among patients with diabetes. This measure is calculated on a beneficiary-quarter
level.

Access to care and coordination of care. We examined selected utilization outcomes
that are indicators of access to care and coordination of care. Similar to the utilization outcomes,
most of these measures are calculated on a beneficiary-quarter level for regression modeling.
More detailed specifications of access and coordination of care outcomes are provided in
Appendix D.

*  Primary care visits per 1,000 beneficiary-quarters. Count of visits (defined using
select E&M codes) for which the rendering provider had a primary-care-related
specialty recorded on the claim (e.g., general practice, internal medicine, family
practice).

*  Medical specialist visits per 1,000 beneficiary-quarters. Count of visits (defined
using select E&M codes) for which the rendering provider had a medical specialty
(e.g., gastroenterology, cardiology, pulmonary disease, neurology) recorded on the
claim.

*  Surgical specialty visits per 1,000 beneficiary-quarters. Count of visits (defined using
select E&M codes) for which the rendering provider had a surgical specialty (e.g.,
orthopedic surgery, thoracic surgery) recorded on the claim.

* Primary care visits as a percentage of total visits. Number of primary care visits per
year as a percentage of the total number of ambulatory care visits (defined using
select E&M codes) per year. Having a higher percentage indicates greater use of
primary care services relative to specialist services. This measure is calculated using a
full year of data instead of quarterly data.

*  Unplanned readmissions. This measure is defined above in the Utilization section.
*  Follow-up visits within 14 days after discharge per 1,000 beneficiaries with a live

discharge. Count of clinical follow-up visits (defined using select E&M codes) within
14 days after beneficiaries were discharged from the hospital.
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*  Continuity of care index. The continuity of care index measures the concentration of
visits among providers in the practice that is the beneficiary’s usual source of care or
to whom the beneficiary was referred by a provider in that practice. The value of the
continuity of care index, measured annually, ranged from 0 to 1, with values closer to
1 indicating a higher concentration of visits in the PCMH or by referral from a PCMH
provider. This measure is calculated using a full year of data instead of quarterly data.

1.2.6 Quantitative Methods for Evaluation of Early Outcomes

The MAPCP Demonstration evaluation is based on comparing (regression-adjusted)
changes in average payments and health care utilization between beneficiaries receiving services
from practices participating in the MAPCP Demonstration and beneficiaries receiving care from
two distinct sets of comparison practices: comparison PCMHs and comparison non-PCMHs. The
evaluation goal is to quantify two main changes:

* The change relative to comparison PCMHs. This is the change (increase or
decrease) in outcomes between the baseline and demonstration periods among
beneficiaries assigned to MAPCP Demonstration practices, compared to the change
in outcomes over the same time period for beneficiaries assigned to comparison
PCMH practices.

* The change relative to comparison non-PCMHs. This is the change (increase or
decrease) in outcomes between the baseline and demonstration periods among
beneficiaries assigned to MAPCP Demonstration practices, compared to the change
in outcomes over the same time period for beneficiaries assigned to comparison non-
PCMH practices.

The change relative to comparison PCMHs captures the change associated with a number
of activities undertaken after CMS joined the state initiative—those implemented by CMS (e.g.,
payment of MAPCP Demonstration fees, provision of practice feedback reports on utilization
and expenditures, and beneficiary-specific utilization reports), the state and its partners (e.g.,
CHTs, if they previously did not exist), and the participating practices—but to which comparison
PCMHs were not exposed. The change relative to non-PCMHs in the comparison group is
broader. Not only does it capture the change associated with the aforementioned activities, but
also it includes the change associated with becoming a recognized PCMH and gaining exposure
to activities and interventions related to transforming into a PCMH.

The statistical approach for the quantitative data analysis consists of baseline descriptive
statistics and four types of regression modeling:

* Linear regression, used for all expenditure outcomes.
* Negative binomial regression, used for all visit outcomes.

* Logit regression, used for the six quality of care outcomes for beneficiaries with
diabetes and the one quality of care outcome for those with IVD.
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* Ordered logit regression, used for two access to care measures—primary care visits
as a percentage of total visits and the continuity of care index.

The regression models form the basis for measuring the two changes: one relative to
beneficiaries assigned to the comparison PCMHs and the second relative to beneficiaries
assigned to the comparison non-PCMHs. For each outcome, therefore, the model is estimated
twice.

Descriptive Statistics

For initial descriptive statistics, we report demographic and health status characteristics
of Medicare FFS beneficiaries participating in each state initiative during the first 2 years of the
MAPCP Demonstration. We aggregate the characteristics to the state level, reporting either the
mean attribute (e.g., mean age) or the percentage of demonstration beneficiaries with the
attribute (e.g., percentage White). These statistics are calculated using each beneficiary’s
eligibility fraction during the baseline period as a weight to produce weighted means and
percentages. We also report in Appendix E the weighted quarterly averages of major outcomes
separately for demonstration and comparison group beneficiaries. The weighted averages cover
the first eight quarters of the demonstration period, as well as the eight quarters immediately
preceding the demonstration. The weights used to calculate these averages are the analytic
weights—the combination of quarterly eligibility fractions and entropy balancing weights.
Though entry into the MAPCP Demonstration is rolling and beneficiary dependent, average
quarterly outcomes are reported for the group as a whole.

Regression Modeling

The main component of the analysis is estimation of the regression models. As mentioned
above, the models are estimated using two distinct comparison groups: beneficiaries assigned to
comparison PCMHs and beneficiaries assigned to comparison non-PCMHs. We start by
describing the linear version of the regression model that is used for the Medicare payment
outcomes. The analogue for the nonlinear regressions will be discussed later in this section. The
model is written as follows:

Yijt = a0 + aplij + Po,Qr + PiPilotj + 6Xij + AAssignije + Y1 Assignije *Lij*Q=dq 1

+ y2Assignije *1ij*Q=dq 2 + ... + ysAssignijc ¥1;;*Q=dq s * &ijt. (1.1)
In Equation 1.1 we define the following variables:
* Yij—the outcome in quarter t for beneficiary 1 assigned to practice j.

* I (= 0,1)—a time-invariant indicator equal to 1 if the beneficiary i is assigned to a
MAPCP Demonstration practice, and 0 otherwise.

*  Q:(=0,1)—aseries of indicators identifying each calendar quarter of data.
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* Pilotj (= 0,1)—a time-invariant indicator equal to 1 if practice j participated in the
state PCMH initiative. Before CMS joined each state’s initiative, PCMH activities
were ongoing in each state. These activities involved payment redesign and practice
transformation efforts supported by state and private payers. For practices in the
comparison group, Pilot; = 0 in each quarter. In New York, North Carolina, and
Pennsylvania, Pilot; was not included in the regression model, because all MAPCP
Demonstration practices had participated in pilot activities before the start of the
demonstration.”

* Assignij (= 0,1)—for a beneficiary assigned to a MAPCP Demonstration, this is an
indicator that switches from 0 to 1 in the first quarter t that beneficiary 1 was assigned
to the MAPCP Demonstration practice, which is also the quarter t that MAPCP
Demonstration fees were first were paid for beneficiary i. The indicator remains = 1
for all subsequent quarters. For beneficiaries assigned to comparison practices,
Assignij = 0 for all quarters before the start of the MAPCP Demonstration in the
state, and then switches to 1 in the first quarter after the start of the demonstration
where the beneficiary was assigned to a comparison practice. The indicator remains =
1 for all subsequent quarters.

*  Qt=dq 1, Qt=dq 2,--.,Q=dq_s—indicators for the 1st through sth demonstration quarters.
The first quarter in our sample, January—March 2006, is counted as t = 1. For the
cohort 1 states (New York, Rhode Island, Vermont,) we had data from 22 baseline
quarters and 8 demonstration quarters, so dq 1 =23,...,dq_8 = 30. For the cohort 2
state (North Carolina), dq 1 =24, ..., dq 8 =31, and for the cohort 3 states
(Minnesotal0, Maine, Michigan, Pennsylvania), we have dq 1 =25, ...,dq 8 =32.
The demonstration quarter indicators are interacted with the indicator for assignment
to a practice after the start of the MAPCP Demonstration, Assignij;, and with the
indicator for being in the demonstration group, I;. Because of the rolling entry of
beneficiaries into the demonstration, Assignij: switches from 0 to 1 at different points
in time for different beneficiaries. For example, for a beneficiary attributed to a
MAPCP Demonstration practice during the first demonstration quarter, Assignij = 1
for t > dq 1. For a beneficiary who was attributed during the second demonstration
quarter, Assigniji =1 for t > dq 2, etc.

* Xj—a vector of beneficiary- and practice-level covariates.

— Beneficiary-level variables. Age, sex, HCC score (prospective, based on prepilot
data), Charlson comorbidity score, and indicators for White, disability status,
Medicaid, ESRD, and institutionalization.

9 Hence, I;; and Pilot; are colinear and could not be included simultaneously as covariates in the model.

10 Minnesota started the MAPCP Demonstration with North Carolina, in Cohort 2. Attribution for Minnesota,
however, was done only back to Quarter 3. For this reason, it is considered a member of Cohort 3.

1-25



Practice-level variables. An indicator of solo practitioner practice, proportion of
associated billing providers with primary care specialties, FQHCs, CAHs, and
RHCs.

County-level variables. Median household income (in increments of $10, 0000)
and population density in the beneficiary’s most recent county of residence.

State-level variables. In the three states that include some out-of-state practices in
their comparison groups, we include a variable identifying the out-of-state
practices to control for any time-invariant differences between the outcomes across
the states. In New York, the model includes a state fixed effect for the Michigan
practices included in the comparison group. In North Carolina, the model includes
a variable for the Maine practices included in the comparison group. In Vermont,
the majority of comparison practices came from New Hampshire, with the addition
of several practices from Maine, Massachusetts, and Michigan. State fixed effects
for these latter three states were included in the Vermont analyses.

gijr—a residual term representing unobserved heterogeneity in the outcome
unexplained by any of the other covariates.

The key coefficients of interest measure the following:

a1—the difference in the quarterly average outcome, controlling for other covariates,
between the MAPCP Demonstration and comparison groups before the demonstration
or state initiative activities.

Bo,—the quarterly effect for (calendar) quarter t. We also refer to Equation 1.1 as a
quarterly fixed effects (QFE) model. The quarterly effects track performance (e.g.,
total Medicare expenditures) for the comparison group and could accommodate
arbitrary trends (e.g., linear, quadratic) in the outcome. They also provide a
benchmark for demonstration impacts discussed below.

Y1, Y2, ..., Ys—measures the change during the first s quarters of the MAPCP
Demonstration.

The v1, 72, ..., ¥s coefficients are interpreted as follows. Consider first a beneficiary in the
comparison group (PCMH or non-PCMH), so that I;; = 0 and Pilot;j; = 0. If t = b denotes a
particular baseline quarter and t = dq_1 is the first demonstration quarter, the predicted change in
average outcome (setting &ijt = 0 in Equation 1.1) is

Acc = (a0 + Po.dq 1 + 0Xij+A) — (a0 + Bop + 0Xij) = A + Bo.dq 1 — Bop.

Consider also a beneficiary assigned to a MAPCP Demonstration practice in the first
demonstration quarter (t = dq 1) and suppose that the practice participated in pilot activities
during quarter t = b. For this beneficiary, I;j = 1, Pilot;;, = Pilotijqq 1 = 1 and Assignijqq 1 =1 and
the predicted change in average outcome from Equation 1.1 is
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Amarce = (a0 + a1 + Bo,dg 1 + P1 T 0Xi5 + A+ 1) — (0o + a1+ Pop + P1 + 8Xj)

= A+ Podq 1 — Pop) + y1.

Comparing the change or trend in predicted average outcome between the beneficiary
assigned to the MAPCP Demonstration practice and the beneficiary assigned to the comparison
practice, we see that Amapce — Acc = (A + Po,dq 1 — Pop) +y1 — (A + Po,dq 1 — Pop) = v1. Hence, y1
represents the regression-adjusted between-group difference (i.e., demonstration vs. comparison)
of the difference in outcome between the baseline quarter and the first quarter of the
demonstration. This interpretation is independent of the choice of baseline quarter t =b, and it
continues to hold if the MAPCP Demonstration practice did not participate in pilot activities
during baseline quarter t = b (so that Pilotjj, = 0). For example, suppose that between a given
baseline quarter and the first quarter of the demonstration, the regression-adjusted outcome
difference is +$5 for beneficiaries assigned to demonstration practices (and for whom fees were
paid in the first demonstration quarter) and +$10 for beneficiaries assigned to comparison
PCMHs. The difference-in-difference (D-in-D) coefficient for the first demonstration quarter is
then y1 = $5 — $10 = -$5. The negative sign indicates that the growth in the outcome was smaller
for beneficiaries assigned to demonstration practices than for the comparison group. We
generally interpret this as a positive change that is associated with the MAPCP Demonstration.

Estimates of y1, v2, ..., s show whether the MAPCP Demonstration was associated with
slower outcome growth and whether the change associated with the demonstration changed over
time. It is important to note, however, that the estimates apply to different subgroups of
demonstration beneficiaries. The interaction term Assignij *1ij*Q=dq 1 in Equation 1.1 could only
ever be nonzero for beneficiaries assigned to a demonstration practice during the first quarter of
the demonstration. For the purpose of estimating y1, those beneficiaries then form the
intervention group. Similarly, the interaction term Assigniji *[ij*Q=aq 2 could only ever be
nonzero for beneficiaries assigned to a demonstration practice during the first or second quarter
of the demonstration. This group of beneficiaries is then the intervention group for estimating >,
etc. To summarize, estimates of the y coefficients in Equation 1.1 represent changes for each of
the demonstration quarters, but are based on a changing composition of the intervention group
(because of rolling entry and exit).

In addition, the D-in-D estimates for total Medicare expenditures were used to calculate
the estimated “total difference” in total expenditures between beneficiaries assigned to MAPCP
Demonstration practices and those assigned to comparison practices. These total differences are
calculated by multiplying the D-in-D estimate in a given quarter by the number of eligible
demonstration beneficiaries in that quarter. Finally, we report a cumulative D-in-D estimate, or
cumulative difference, which is simply the total difference aggregated across all demonstration
quarters. A positive cumulative D-in-D number for total Medicare expenditures indicates that
expenditures increased faster for beneficiaries assigned to demonstration practices than for
beneficiaries in the comparison group. At least in the short term (i.e., for the initial
demonstration quarters considered in the analysis), this is considered evidence for a detrimental
association between the MAPCP Demonstration and payment growth. Negative numbers
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indicate that the demonstration was associated with lower payment growth and suggest that the
MAPCP Demonstration is associated with gross cost savings.!!

The linear version of the QFE model in Equation 1.1 is less appropriate for the utilization
measures, which are count variables. For these outcomes, we first estimate a negative binomial
model and then use the estimated coefficients to calculate the change associated with the
demonstration during each quarter of the demonstration.!2 Specifically, the changes were
calculated as follows (Puhani, 2012):

T1 = exp(ao + a1 + Podq 1 + P1 + 0Xij+A)*[exp(y1) — 1],

T2 = exp(ao + a1 + Po,dq 2 + P1 + 0Xij+A)*[exp(y2) — 1], (1.2)

Ts = exp(ato + o + Bo.dq s + B1 + X+ M)*[exp(ys) — 1].

Unlike the linear version of the QFE model, Equation 1.2 shows that the changes
associated with the demonstration vary with the value of Xj;. In this report, we estimate 11, 12, ..
s by setting Xjj equal to its sample mean in the intervention group. Further, because of the
nonlinearity of the negative binomial specification, the coefficients 11, 12, ..., Ts no longer have a
D-in-D interpretation. Instead, they measure in each demonstration quarter, the increase or
decrease in average utilization associated with the demonstration among beneficiaries assigned
to MAPCP Demonstration practices. 13 The delta method, implemented in Stata with the
command “nlcom,” was used to calculate standard errors of the estimates. The estimated changes
in average utilization and standard errors were multiplied by 1,000 to express them in rates per
1,000 Medicare FFS beneficiary quarters (or, in the case of 30-day unplanned readmissions, per
1,000 Medicare FFS beneficiaries with a live discharge).

*

For the Second Annual Report, we also estimate two other nonlinear models: a logit
model for seven binary quality of care outcomes and an ordered logit model for two access and
coordination of care outcomes grouped into quintiles for the purpose of ranking.

Because of the relatively infrequent observations of these types of outcomes in quarterly
claims data, these outcomes are modeled using claims for an entire year. Because of the rolling
entry into the MAPCP Demonstration, however, occurring quarterly, the use of annual claims

11 Gross savings do not account for the payment of demonstration fees. Even if there are gross savings, these may
be insufficient to cover the amount of fees paid out (in which case the demonstration is not budget neutral).

12 For the negative binomial models, the linear combination of covariates on the right-hand side of Equation B.1—
excluding the error term gjj—is the “linear index.” The predicted outcome, conditional on the covariates, is
exp(linear index), where exp(.) is the exponential function.

I3 This is the more general way to define an intervention effect (see Puhani, 2012). If the QFE model is linear, this
definition becomes equivalent to the D-in-D interpretation.
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does not allow us to classify calendar years as occurring entirely before or after a beneficiary’s
assignment. In other words, if a beneficiary was attributed to a demonstration practice in July
2012, then 2012 cannot be considered as exclusively being a predemonstration or a
postdemonstration observation.

For outcomes using annual claims, therefore, we grouped claims data into four-quarter
intervals leading up to and following a beneficiary’s assignment. For example, regardless of the
calendar quarter when a beneficiary was assigned, their first “year” of posttreatment claims
represents the first four quarters after assignment, the second “year” represents the fifth through
eight quarters after assignment, and so forth. These “years” may or may not coincide with actual
calendar years. Baseline observations are handled in the same way, with the four quarters
immediately preceding the beneficiary’s assignment representing the last baseline “year,” the
fifth to eighth quarters preceding assignment representing the second-to-last baseline “year,” and
so forth. For example, the first year postassignment for a beneficiary assigned to a demonstration
practice in the third quarter of 2012 would contain their claims data from the third quarter of
2012 through the second quarter of 2013.

Because calendar time has been removed from the structure of the data, rolling entry is no
longer a factor (though censoring is present, because some beneficiaries have been attributed
longer than others and so have more “years” of post assignment data to use). A model similar to
Equation 1.1 is estimated for these annual outcomes, with year indicator variables substituted for
quarterly ones. The most important difference, however, is that the Assignij; variable is dropped
from the model because all beneficiaries are now assigned in the same relative time period. This
makes the Assign;jt variable completely colinear with the indicator for the first post treatment
year, and so it could not be included in the model.

Yije = oo + o lij + Po,cYe + BiPilotj + 6Xj

+ Vilij* Yi=dy 11 Volij* Yimay 2 + ..o+ yslii™ Yieay s + €ije. (1.3)
Similar to the nonlinear count models, we define the change of interest in the logit and
ordered logit models as the percentage point change in the predicted probability of an outcome
associated with the demonstration among beneficiaries assigned to MAPCP Demonstration
practices. As outlined in Puhani (2012), this interpretation differs slightly from the traditional D-

in-D framework. Specifically, the changes associated with the demonstration in the logit models
are calculated as:

T1 = exp(ao + a1 + Pody 1 + P1 +0Xi+v1)/(1+ exp(ao + a1 + Body.1 + B1 + 6Xij+y1))

—exp(ao + a1 + Pogy 1 + P1 + 0Xij)/(1+ exp(oo + a1 + Pogy 1 + P1 + 8Xjj)),

T2 = exp(ao + a1 + Pody 2 + B1 + 0Xij+v2)/(1+ exp(ao + a1 + Pogy 2 + P1 + 0Xij +7v2))
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—exp(oo + o + Body 2+ Bi + 8Xij)/(1+ exp(ao + o + Poay 2 + Pi + 8Xi)), (1.4)

Ts = exp(ao + o + Bo.dy s + Pi + X +ys)/(1+ exp(ao + o + Poay s T P1 + 6Xij +7vs))

—exp(ao + o1 + Body s + P1 + 0Xi)/(1+ exp(ao + o + Poay s + 1 + 6Xi)),
The changes associated with the demonstration in the ordered logit models are calculated as:

The change in the predicted probability of falling in the lowest quintile:

Ts = 1/(1+ exp(oo0 + o1 + Bogy s + P1 + 0Xij +s— Ki)) (1.5)

— 1/(1+ exp(ow0 + o1 + Po,dy s + P1 + 0Xii— Ki)),

The change in the predicted probability of falling in the highest quintile:

s =[1 - 1/(1+ exp(oo + a1 + Pody s + P + 8Xij +ys— Ka))]

—[1 = 1/(1+ exp(ao + o + Bogy s + P1 + 8Xij— Ka)), (1.6)

where K and K are so-called cut-off values corresponding to the 20th and 80th percentiles of
the distribution of the outcome measures.

The values of the two access and coordination of care measures modeled using ordered
logit demonstrated a highly skewed distribution between 0 and 1. After exploring deciles,
quartiles, and quintiles of the distribution, we chose to operationalize these measures using
quintiles. Doing so allowed for sufficient variation in the distribution of values for regression
modeling.

Estimation

The model in Equation 1.1 is estimated using weighted least squares. The negative
binomial, logit, and ordered logit models for the utilization, access to care, and coordination of
care outcomes are estimated using weighted maximum likelihood. Standard errors of the
coefficient estimates are adjusted for clustering at the practice level (Cameron & Trivedi, 2005).
Construction of the estimation weights was described in Section 1.2.3.

Reporting

In Chapters 3 through 10, for each state we tabulate the quarterly changes associated
with the demonstration and their confidence intervals for the first 2 years of the MAPCP
Demonstration. For expenditure outcomes, such as total Medicare expenditures, expenditures for
short-stay, acute-care hospitalizations, and ER, the estimated changes are the estimates of y1, y2,
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Y3, Y4, Y5, Y6, Y7, and ys from Equation 1.1. For utilization outcomes, the changes in the average
utilization rates are estimated using Equation 1.2, where Xj; is evaluated at the sample mean in
the intervention group. These estimates are multiplied by 1,000 to express them as a utilization
rate per 1,000 Medicare FFS beneficiary quarters. For the seven binary quality of care outcomes,
the changes in the predicted probabilities are estimated using Equation 1.4, and for the two
access and coordination of care outcomes using ordered ranking, the changes in the predicted
probabilities are estimated using Equations 1.5 and 1.6.

For all outcomes, we report the weighted average change across the first four quarters
(Year One) of the demonstration, across the second four quarters of the demonstration (Year
Two), and across all eight quarters of the first two demonstration years. The averages are
calculated by weighting the quarterly changes by the number of demonstration-eligible
beneficiaries in each quarter. The number of unique demonstration beneficiaries is given in the
tables for each outcome and for each year. See Appendix G for the number of unique
beneficiaries in the respective comparison groups.

To help place the magnitude of these changes into context, we also provide Appendices E
and F. Appendix F presents decompositions of the difference-in-difference estimates, whereas
Appendix E presents tables of the weighted average quarterly outcomes (nonregression adjusted)
by demonstration and comparison groups.

1.2.7 Methods for Evaluating Budget Neutrality

In this section, we describe RTI’s methodology for determining whether Medicare’s
participation in the state initiative is budget neutral. The budget neutrality analysis is limited to
Medicare beneficiaries 4 and conducted for each state separately.!> Budget neutrality is
determined annually for the two MAPCP Demonstration years. In deciding whether a state
initiative is budget neutral to Medicare, we focus on the change relative to comparison group
PCMHs. This change isolates the differences associated with intervention PCMHs receiving
payments from Medicare to manage their beneficiaries and captures other features of the state
initiative implemented after CMS joined each state initiative. The reference group for this
analysis is composed solely of Medicare FFS beneficiaries assigned to PCMHs in the
comparison group. !¢

Gross Savings

Gross savings are estimated from the regression model in Equation 1.1 (Section 1.2.6).
The eight y coefficients (y1, y2, V3, ¥4, Vs, Y6, Y7, ¥8) are used to calculate quarter-specific estimates
of average gross savings per demonstration beneficiary in that quarter relative to beneficiaries
assigned to the PCMH comparison group. The weighted sum of the eight quarterly y coefficients,

14 Savings possibly are more or less across all demonstration beneficiaries, including commercial and Medicaid
beneficiaries, but our focus will be exclusively on Medicare beneficiaries.

IS In Pennsylvania, budget neutrality is estimated separately for the northeast and southeast regions.

16 In Minnesota, because of the absence of a PCMH comparison group, budget neutrality is estimated relative to
non-PCMH practices.
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weighted by the respective number of demonstration beneficiaries in each quarter, gives an
estimate of total gross savings, or potentially “negative” savings, associated with the
demonstration to date. A negative estimate of y indicates that the MAPCP Demonstration was
associated with a reduction in the Medicare Part A and B expenditures trend (relative to the
PCMH comparison group), which translates to positive gross savings. Conversely, a positive
estimate of y indicates that the MAPCP Demonstration was associated with an increase in the
Medicare Part A and B expenditures trend (relative to the comparison group), which translates to
negative gross savings. Gross savings, then, are calculated simply by switching the sign of the
eight quarterly y coefficients.

MAPCP Demonstration Payments

In the MAPCP Demonstration, CMS is making monthly MAPCP Demonstration payments
to PCMHs for assigned demonstration beneficiaries. In some states, CMS also is making MAPCP
Demonstration payments to CHTs to support the practices. Each state determined the dollar
amounts of the payments to be made to practices and these other entities. Detailed information on
MAPCP Demonstration payments is found in Tables 2-4 and 2-5. The determination of budget
neutrality is inclusive of all payments for PCMH services made by CMS to MAPCP
Demonstration practices, CHTs, and any other entities for beneficiaries with at least 3 months of
eligibility. This 3-month eligibility criterion is used to be consistent with the beneficiaries included
in the regression models. Monthly MAPCP Demonstration payments are aggregated to the quarter
level from Medicare claims data containing the official record of payments.

Net Savings

Budget neutrality, or net savings, for a given period (NSperiod), 1s defined in Equation 1.7
as the non-negative difference between gross savings (GSperiod), minus total Medicare MAPCP
Demonstration payments (TFeeperiod). In the Second Annual Report, net savings is calculated by
summing across the eight quarterly estimates of gross savings and subtracting total fees to date.

NSsar = GSsar — TFsar = Zqir*GSqir — Zqir T Fgir (1.7)

Net savings are negative if the MAPCP Demonstration payments exceed gross savings,
or if gross savings themselves are negative (i.e., the demonstration is associated with increased
Medicare Part A and B expenditures). If net savings are non-negative, the MAPCP
Demonstration is considered to be budget neutral.

Statistical Test of Budget Neutrality

In the MAPCP Demonstration, states and PCMHs are not at financial risk of having to
return demonstration payments if payments exceed gross savings estimates. Nevertheless, the
regression method does allow statistical testing of hypotheses about changes associated with the
demonstration and the presence of gross savings. In this report, we test gross savings, using a
two-sided 90 percent confidence interval. Total gross savings are calculated by weighting the
eight quarterly estimates of per beneficiary gross savings by the number of eligible beneficiaries
assigned to demonstration practices in each quarter. For the demonstration to be budget neutral
in a statistical sense, the lower limit of the confidence interval for total gross savings must
exceed the total amount of MAPCP Demonstration payments. This test answers the question:
Did gross savings more than cover the total MAPCP Demonstration payments?
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CHAPTER 2
CROSS-STATE FINDINGS

2.1 Initiative Features

This section of the Second Annual Report presents a snapshot of key features of the eight
state initiatives and identifies the differences and commonalities among them. Differences in
characteristics of state initiatives—such as the length of time each was in operation, the
requirements that practices had to meet, the extent of community-based resources, and structure
of their payment system—are of critical importance to understanding the overall changes
observed during the demonstration. This section therefore offers a context for understanding the
findings from the overall evaluation.

2.1.1 State Environment

All state initiatives have a history of collaboration. These previous collaboratives,
however, differ in their primary partners. Seven states (Maine, Minnesota, Michigan,
Pennsylvania, New York, Rhode Island, and Vermont) had multiyear histories of broad-based
collaborative efforts with payers, providers, and other stakeholders before applying to participate
in the MAPCP Demonstration. Michigan used the demonstration as an opportunity to draw
together separate efforts to create a new collaborative, while the other states continued their
existing collaboratives. North Carolina had a long history of collaboration to advance care
coordination between the state and providers for Medicaid beneficiaries and, at the time of
application, expanded that partnership to include commercial payers.

All state initiatives leveraged funding from sources other than participating payers to
support portions of their patient-centered medical home (PCMH) initiative or other programs
complementary to their PCMH initiative. For example, Maine and New York obtained funding
for portions of their PCMH initiatives from private foundations, while Vermont used the
proceeds from a tax on medical claims to support its health information exchange (HIE) and
clinical registry. All state initiatives also are participating in relevant federal initiatives and
continue to pursue new opportunities to leverage federal resources to improve the health care
delivery system. Table 2-1 details these federal initiatives for each state.

More states had stable political environments in the second year of the demonstration
compared to the first year. In the first year, six states had shifts in political leadership.
Conversely, in the second year, political leadership changed in only one state, while seven states
(Maine, Michigan, Minnesota, New York, Pennsylvania, Rhode Island, and Vermont) reported
stable political environments. North Carolina’s political leadership changed in 2013 when a new
governor took office who was from a different party affiliation than his predecessor. This change
brought additional changes in leadership at the Department of Health and Human Services,
including a new secretary of health and Medicaid medical director.

In the second year of the demonstration, six states (Maine, Minnesota, New York, North
Carolina, Pennsylvania, and Vermont) faced budget shortfalls, as compared to all eight states in
the first year. Stakeholders in Maine reported that this shortfall had affected the demonstration.
Maine defunded all Dirigo Health Agency functions, except the Maine Quality Forum, at the end
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of 2013. This Agency had funded many state initiative activities, many of which were transferred
to other organizations or agencies. !

Table 2-1
MAPCP Demonstration state participation in federal initiatives to improve delivery of care
as of December 31, 2013
New | Rhode North
Initiative' York @ Island Vermont Carolina Minnesota Maine Michigan Pennsylvania
SIM Initiative Yes, Yes, Yes, No Yes, Yes, Yes, Yes, model
Round 1 model  model model model test = model model design
Grantee pre-test design test test design
Financial Yes Yes Yes Yes Yes No Yes No
Alignment
Initiative
Health Homes Yes Yes Yes Yes No Yes No No
(§2703)
Medicare 646 No No No Yes Yes No No No
NOTES:

! For more information about these federal initiatives, please see the following:

« SIM Initiative: http://innovation.cms.gov/initiatives/state-innovations/

« Financial Alignment Initiative: http://innovation.cms.gov/initiatives/Financial-Alignment/

 Health Homes (§2703): http://www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/Long-Term-
Services-and-Supports/Integrating-Care/Health-Homes/Health-Homes.html

» Medicare 646: http://innovation.cms.gov/initiatives/Medicare-Health-Care-Quality/

MAPCP = Multi-Payer Advanced Primary Care Practice; SIM = State Innovation Models.

2.1.2 Demonstration Scope

At the end of the second year of the MAPCP Demonstration in each state (June 30, 2013,
for New York, Rhode Island, and Vermont; September 30, 2013, for North Carolina and
Minnesota; December 31, 2013, for Maine, Michigan, and Pennsylvania), the states reported a
total of 2,847,164 participants in the MAPCP Demonstration. At the end of the second year of
the demonstration, CMS had attributed 595,215 Medicare fee-for-service (FFS) beneficiaries to
participating practices (Table 2-2). This was an increase of 621,627 total participants and
187,208 Medicare beneficiaries since the end of the first year of the demonstration in each state.
The size of each state initiative continued to vary widely. Michigan’s PCMH initiative had the
most participants (1,151,518 participants, including 267,568 Medicare FFS beneficiaries); Rhode
Island had the fewest (53,946 participants, including 10,658 Medicare FFS beneficiaries).

There were similar variations in the numbers of participating practices and providers;
Michigan always had the largest numbers, and Rhode Island always the smallest. North Carolina
reported the fewest number of payers (four), while New York reported the most payers (nine).

' The Maine Quality Forum was the part of the Dirigo Health Agency directly related to the demonstration and is
one of the three conveners of the Maine PCMH Pilot; the Dirigo Health Agency provided some additional
funding to Maine’s PCMH Pilot that was no longer be available after 2013.
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States reported on community health teams or similar shared support teams; Maine, Michigan,
New York, North Carolina, and Vermont reported having shared support teams in place.

Across the eight states, a total of 4,052,346 participants, including 783,621 Medicare
beneficiaries, were estimated to participate in the state initiatives according to the states’
applications. As a whole, the initiatives met 70 percent of that all-payer projection and
76 percent of the Medicare-only projection as of the end of the second demonstration year in
each state. Actual participation was less than projected for several reasons. These included the
number of Medicare beneficiaries eligible for the demonstration was overestimated; fewer
commercial payers participated than expected; patient attribution and assignment algorithms
changed; and practices either left or failed to meet the qualifications for participation in the state
initiative.

Table 2-2
MAPCP Demonstration scope as of the end of Year Two in each state

Participants Payers
Geographic Medicare FFS (including
State scope All-payer?  beneficiaries® = Practices* Providers*  Medicare)?

New York Regional 100,809 24,771 37 189 9

(4 counties)
Rhode Island Statewide 53,946 10,658 18 99 5
Vermont Statewide 262,107 65,896 112 585 5
North Carolina  Regional 83,301 30,842 42 150 4

(7 counties)
Minnesota’ Statewide 904,169 106,635 136 1,704 —
Maine Statewide 125,232 52,485 71 482 5
Michigan Statewide 1,151,518 267,568 314 1,618 5
Pennsylvania Regional 166,082 36,360 55 386 7

(2 regions)
Total — 2,847,164 595,215 785 5,213 —

NOTES:

 The number of all-payer participants is the point-in-time number reported by the states as of the end of the state’s
demonstration year.

« Demonstration practices include only those practices with attributed Medicare FFS beneficiaries, and participating
providers are providers that are associated with those practices.

 The numbers of Medicare FFS beneficiaries are cumulative, representing the number of Medicare FFS
beneficiaries that had ever been assigned to participating demonstration practices for at least 3 months.

! Minnesota does not report individual commercial insurance plan participation in its quarterly reports to CMS.

ARC = Actuarial Research Corporation; CMS = Centers for Medicare & Medicaid Services; FFS = fee-for-service;
MAPCP = Multi-Payer Advanced Primary Care Practice; — = not applicable; SIM = State Innovation Models.

SOURCES: 2 Quarterly state progress reports to CMS; 3ARC MAPCP Demonstration Beneficiary Assignment File;
4“ARC MAPCP Demonstration Provider File.

Two states reported that payers joined or left the demonstration in 2013. In Pennsylvania,
a major commercial payer withdrew from the initiative in the northeast region as of December
31, 2012, and two payers in the southeast region withdrew from the initiative in March 2013 and
December 2013. Michigan, on the other hand, added Priority Health in July 2013. This addition
brought more than 100,000 new participants into Michigan’s initiative. Finally, while New York
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did not report any changes in payers in 2013, the state reported efforts to secure the participation
of another health plan.

2.1.3 Practice Expectations

As reported in the first year of the demonstration, all state initiatives established
standards for practices to meet for participation in the demonstration and receipt of payment
(qualification standards). They all also established standards and performance requirements for
practices to meet to continue in the state initiative. Together, these expectations assured payers
that practices were undertaking the activities necessary to transform their practices and justify
the enhanced payment. This section examines four key components of practice expectations.
States reported few changes to these standards in the second year of the demonstration, and
changes that were reported most often were refinements of the requirements established in the
first year.

PCMH recognition standards were the core requirements that practices had to meet to
join the MAPCP Demonstration. All eight state initiatives established such standards. No state
changed the base of their standards in the second year of the demonstration. Six state initiatives
(Maine, New York, North Carolina, Pennsylvania, Rhode Island, and Vermont) based their
standards largely on the National Committee for Quality Assurance (NCQA) PPC® PCMH™
recognition standards, but these states also required practices to meet additional state-specific
criteria. For example, in addition to achieving NCQA recognition, North Carolina required
practices to be accepted into Blue Cross Blue Shield of North Carolina (BCBSNC) Blue Quality
Physician Program (BQPP), while Maine required its practices to meet its initiative’s 10 Core
Expectations.

Two states (Michigan and Minnesota) did not require practices to achieve NCQA
recognition as a condition of participation. Michigan allowed practices to choose whether they
wanted to seek recognition from NCQA or through the Blue Cross Blue Shield (BCBS) of
Michigan Physician Group Incentive Program (PGIP). Minnesota developed its own state Health
Care Home standards and administered its own process for practices seeking recognition since
July 2010.

While the expectations established by all eight state initiatives varied, states were likely
to establish requirements addressing three aspects of performance: practice transformation,
quality improvement, and data reporting. Practice expectations are summarized in greater depth
in Table 2-3 in Section 2.4.1.

* Four states (Maine, Michigan, Pennsylvania, and Rhode Island) required practices to
participate in activities designed to help them transform their practices. These efforts
included learning collaboratives, practice coaches, webinars, and phone calls.

* Four states (Minnesota, New York, North Carolina, and Vermont) required practices
to take specific actions to improve quality. For example, Vermont required practices
to establish a quality improvement team and work with the state quality improvement
program. North Carolina practices were required to work with local networks and
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Area Health Education Centers (AHECs) toward quality improvement goals. New
York required practices to develop data reporting capabilities.

* Seven states (Maine, Michigan, Minnesota, New York, Pennsylvania, Rhode Island,
and Vermont) expected practices to report information to the state initiatives. Most
commonly, practices had to report on state-specified clinical, quality, or performance-
based metrics.

In 2013, three states (North Carolina, Pennsylvania, and Rhode Island) made
modifications to the requirements for practices to meet as a condition of participation in the
state’s medical home initiative. In North Carolina, BCBSNC removed some of the BQPP
requirements for practices affiliated with large hospital systems, independent practice
associations, or academic medical centers because they were precluded from receiving additional
reimbursement after becoming BQPP-recognized. These practices still were required to meet
BQPP requirements on cultural competency training and motivational interviewing education.
Pennsylvania updated its Practice Performance Assessment Framework, which measured clinical
performance improvement, transformation, and engagement, to align the clinical performance
measures more closely with measures used to calculate shared savings. Lastly, Rhode Island
slightly altered its expectations for participating practices when it implemented its new common
contract, termed the Developmental Contract, in April 2013.

2.1.4 Support to Practices

The eight state initiatives implemented varying payment methodologies to compensate
practices for the initial and ongoing costs of functioning as a PCMH and meeting practice
transformation requirements. Payment approaches range from flat per member per month
(PMPM) payments to payments based on performance on quality and/or cost, or some
combination of the two. These payments allowed practices to invest in changes designed to
transform the delivery of care to their patients.

Three states changed their payment model in 2013. Rhode Island changed its
reimbursement methodology when it implemented its Developmental Contract. Under the new
contract, practices continued to receive a base PMPM payment of $5.50 and were eligible for
additional PMPM performance payments of variable amounts based on meeting performance
targets across the 4 contract years. In Maine, MaineCare (Medicaid) altered its payment
methodology in January 2013 to align with the payment methodology outlined in its Section
2703 Health Homes State Plan Amendment. Practices participating in both Maine’s PCMH Pilot
and Health Homes Initiative received PMPM payments of $12.00. In 2013, New York added a
pay-for-performance component to its payment methodology. Practices began contributing $0.50
of their $7.00 PMPM to a pay-for-performance pool; these pooled funds will be redistributed to
practices as incentive payments. The amount paid to each practice will vary based on its
performance in multiple areas, including patient satisfaction.2 New York joined Rhode Island as

2 As of December 31, 2013, New York had not yet distributed performance payments to practices.
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the only other state initiative participating in the MAPCP Demonstration to tie performance
payments to patient satisfaction.

As in the first year of the demonstration, five state initiatives (Maine, Michigan, New
York, North Carolina, and Vermont) also paid shared support teams that supported participating
practices and patients. Although these organizations varied in structure, staffing, and payment,
they all were intended to augment the care coordination provided by practices and improve the
links between primary care practices and community services. In some states these organizations
also were intended to support other activities. For example, in Michigan and North Carolina,
these organizations supported practices in changing how they delivered care and conducted
quality improvement activities. Depending on the nature of their full responsibilities in
supporting practices and patients, these organizations also employed dieticians, pharmacists,
social workers, and others in addition to care managers.

In addition to providing financial support to practices and shared support teams, every
state initiative offered technical assistance to practices, including learning collaboratives, in-
person meetings, practice coaching, and distance learning, such as webinars or conference calls.

All state initiatives also continued to deploy various kinds of systems to provide data to
practices. Some states refined these systems in the second year of the demonstration. For
example, in Michigan, the Michigan Data Collaborative added commercial data to its provider
dashboards, which allowed provider organizations (POs) to assess their relative performance
against other POs and performance benchmarks. They also offered the ability to drill down to the
individual provider and patient level to help improve performance. New York contracted with
Treo Solutions to provide feedback reports aggregating utilization and expenditure data at the
pod, practice, and provider levels. Through the MAPCP Demonstration, CMS also supported a
Web portal for practices to receive practice feedback reports and Medicare beneficiary utilization
files, which had variable use among practices.

2.2 Implementation

This section uses primary data gathered from site visits to the eight state initiatives
participating in the MAPCP Demonstration in the fall of 2013, synthesizing key themes and
findings from the implementation experience of state officials, payers, and providers across the
states. It highlights similarities and differences among the states and includes common lessons
learned in the second year of the demonstration.

2.2.1 Major Changes During the Second Year of the Demonstration

In 2013, the biggest changes to the structure of the program were changes in scope. All
state initiatives experienced changes in scope: gaining or losing payers, providers, practices,
and/or beneficiaries. For example, Maine added practices and providers, Michigan added a
payer, but reported fewer practices, and Pennsylvania lost two payers.

The biggest changes in the second year of the demonstration were not changes to the
structure of the state initiatives, but rather the improved functioning of the initiatives as they
moved from implementation to operation. This transition was particularly clear in the area of
care coordination. Stakeholders in all states reported improvements in care coordination.
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Minnesota practices reported using care managers to perform more sophisticated tasks, such as
creating care plans and conducting medication reconciliation with pharmacists. Michigan
initiative staff reported that more than 400 care managers were trained and embedded in
practices in the second year. Many Pennsylvania practices reported adding or strengthening the
role of care managers and having care managers work at the top of their licenses. New York
stakeholders reported a shift away from disease-specific care management, focusing instead on
care management for the whole patient. Nurse managers in North Carolina reported receiving
more direct patient referrals from practices and noted improvement in their own abilities to
connect patients with community resources.

All six of the states that featured shared support teams reported improvement in the
connection between providers and those teams. For example, Vermont stakeholders reported
greater integration of community health teams into practices and local communities, and
stakeholders in Maine reported that the role of the community care teams was more clearly
defined and expanded over the year. North Carolina care networks increased the use of clinical
pharmacists to manage transitional care.

Finally, all state initiatives strove to improve their programs based on their early
implementation experience. Most initiatives modified their technical assistance to address issues
that arose in the first year. Pennsylvania updated its practice performance assessment framework
tool to align the quality measures used more closely with those used in calculating shared savings.
Pennsylvania also improved its practice portal to allow for smoother data entry and more timely
feedback. Five states identified new or refined areas of focus in response to community or
program needs. Vermont responded to a shortage of substance abuse and mental health resources
by embedding a behavioral health counselor into one practice’s care team; the practice reported
that this addition was a success. Maine and Rhode Island also worked to address patients’
behavioral health needs more effectively. Michigan, New York, and North Carolina began or
strengthened palliative care efforts in response to program needs. In North Carolina, a palliative
care effort arose out of a care network’s need for palliative care to help assisted living residents
avoid unwanted hospitalizations.

2.2.2 Major Implementation Issues During the Second Year

All eight states reported challenges with health information technology (health IT) and
the quality and timeliness of data, which was associated with challenges with patient attribution
and payment. Stakeholders also reported concerns about sustaining momentum.

A Vermont state official reported that health IT infrastructure consumed a lot of time and
money, but still fell short of expectations: claims and clinical data were integrated, and a query-
based provider portal had not launched as hoped. Stakeholders reported that Vermont’s statewide
clinical registry, DocSite, contained unreliable data, due in part to entry errors, and its “consent
to view” privacy policy made the system onerous to use. Rhode Island reported that patients
were slow to participate in CurrentCare, the state’s HIE, due in part to its “opt-in” patient
enrollment model. Providers, in turn, were reluctant to use the system because it did not include
a critical mass of patients. Stakeholders in Maine, Minnesota, and New York reported ongoing
challenges with electronic health record (EHR) interoperability and worked to ensure that
providers used EHRs more effectively. Michigan formed a new partnership with the Michigan
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Health Information Network in an effort to improve the data flowing to providers. Minnesota’s
struggle to recruit and retain state IT staff was associated with a slowdown in the health care
home certification process, according to one state official.

Five states reported specific ongoing payment challenges stemming from incomplete or
inaccurate data. In Maine, for example, implementation of the attestation and payment system
associated with MaineCare’s 2013 addition of health homes was challenging at first. The state
implementation team reported that MaineCare’s initial delay in loading patient lists to the new
attestation portal meant that no payments went to community care teams in the first 3 months of
2013. In Year Two, North Carolina Medicaid transferred to both a new Medicaid management
information system (MMIS) and data warehouse, which led to Medicaid payment delays and
data lags. North Carolina stakeholders reported that concerns about delayed payments distracted
practices from quality improvement activities.

Michigan practices and physician organizations welcomed an all-payer patient list that
replaced individual lists from each payer. Practices and physician organizations, however,
reported frustration with the timeliness and accuracy of the all-payer patient list and continued
having difficulty billing the G-codes for care management services. Likewise, many Minnesota
practices found their initiative’s billing process so challenging that they did not submit claims for
monthly care coordination payments. New York’s methodology for distributing new pay-for-
performance funds took longer than expected to finalize, due in part to concerns about the quality
and timeliness of the data.

Finally, stakeholders in most states expressed concern about sustaining momentum
among payers and providers. Several states reported difficulty in maintaining or expanding payer
participation, especially the self-insured. Pennsylvania reported the loss of two payers and the
planned withdrawal of another, while New York was unsuccessful in drawing a new payer into
the initiative. On the other hand, Michigan added a payer. Sustaining momentum among
providers and practices also was an issue, with stakeholders in most states concerned about
practices’ ability to afford to sustain their practice enhancements. One stakeholder in Maine
reported that chronic underfunding of primary care left practices struggling to transform care
even with the additional funds from the MAPCP Demonstration. Others questioned the
initiative’s continued financial viability after the end of the demonstration (and Medicare’s
withdrawal as a payer). Stakeholders in Pennsylvania and Rhode Island feared that a reduction in
demonstration funds to practices might jeopardize their ability to sustain transformation efforts.
In New York, some smaller practices reported fatigue with the ongoing demands of meeting
initiative standards while providing patient care.

2.2.3 External and Contextual Factors Affecting Implementation

Political Climate

While political environments in some states were dynamic, political support for the
program remained stable in Maine, Michigan, Minnesota, New York, Rhode Island, and
Vermont. On the other hand, Pennsylvania’s persistent payer attrition in 2013 was associated
partly with the 2011 change in governor, as participation by the state’s Medicaid managed care
organizations became voluntary under the new administration. Most North Carolina state
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officials and payers reported that turnover created by their change in administration was a
distraction, but it did not affect the day-to-day operation of the initiative.

Impact of Other Health Reform Initiatives

All eight states participating in the MAPCP Demonstration reported other health reform
initiatives operating alongside their initiatives. Most stakeholders generally saw the demonstration
as complementing and supporting the other reform initiatives, although there was concern in some
states that other initiatives would supplant or dilute the effect of the MAPCP Demonstration, or
lead to “innovation fatigue.” The most common health reform initiatives underway in
participating states were the State Innovation Model (SIM) awards and the development of
accountable care organizations (ACOs) for public and private payers. Michigan noted that SIM
could require modifications to its initiative’s model, including a possible expansion of the ways in
which practices were designated as medical homes. One Minnesota state official reported that
some clinics involved in ACOs hesitated to take up-front care coordination payments because it
made it more difficult for them to qualify for ACO shared savings payments.

Market Factors

Regional, state, and national health care market factors affected the state initiatives. In
North Carolina, hospitals acquired primary care practices and drove the consolidation of
providers. Mergers and acquisitions affected participation in the demonstration if the new owners
did not wish to participate, or if the new entity did not have the PCMH recognition required to
participate. Hospitals in Maine, New York, North Carolina, and Rhode Island invested more in
care management to reduce readmissions, which may have duplicated some of the care
management provided through the demonstration. One Michigan payer reported that
participation in a multi-payer initiative could improve their competitive advantage over
nonparticipating payers. In New York, the initiative affected the market, with the region’s
primary care base stabilizing in part due to the resources provided through the initiative.

2.2.4 Lessons Learned

The MAPCP Demonstration benefitted from strong support by participants, with most
stakeholders reporting that their state had made significant progress and improved programs in the
second year. Strong leadership and relationship building were key to growth in the state
initiatives. We observed that a strong leadership team was essential to uniting key stakeholders
successfully around a common vision, as in Maine and New York, for example. Pennsylvania was
the only state that reported significant erosion of support, with payer attrition shrinking the scope
of the initiative and damaging the sense of cohesion among stakeholders.

Having the health IT infrastructure in place to share timely and meaningful data was
critically important for program implementation; building this infrastructure during or after the
launch of an initiative took time and resources away from improving patient care. Stakeholders
in Michigan believed that consistency in data format across payers would have eased program
implementation, and stakeholders in New York noted the importance of payer-level
infrastructure as well.

Finally, a common lesson in all states was the need for ample time and resources to bring
about practice transformation, including adequate resources for program administration and
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oversight. Across states and stakeholder groups, many interviewees believed that 3 years was not
enough time for the MAPCP Demonstration to show positive results, particularly in states where
practices were still achieving medical home recognition during the first 2 years of the
demonstration. It was also clear in the second year that transformation was never truly finished,
but instead required constant attention and effort from payers, providers, and other stakeholders.

23 MAPCP Demonstration Web Portal and Quarterly Data Reports and Files

RTI provided participating MAPCP Demonstration practices in five states (Maine, New
York, Pennsylvania, Rhode Island, and Vermont) with three sets of reports and files quarterly
through the RTI-managed secure Web portal. These were practice-level feedback reports,
beneficiary utilization files, and beneficiary assignment files. Practice-level feedback reports
showed summary-level information on key expenditures, utilization, and quality of care for
practices for the most current reporting quarter, as well as for the eight baseline or
predemonstration quarters (for trending information). The feedback reports detailed changes over
time in key measures and benchmarking to other participating practices within the same state.
The goal of the feedback reports was to provide participating MAPCP Demonstration practices
with timely interim feedback on their performance on key claims-based measures likely to be
useful to and usable by practices for quality improvement purposes. Beneficiary utilization files
provided practices with beneficiary-level information on patient severity (using the Hierarchical
Condition Category [HCC] score), disease-specific quality of care measures, and utilization
information. Beneficiary assignment files provided practices with the names of beneficiaries
assigned to them each quarter as well as some demographic information (e.g., date of birth,
address) on each beneficiary.

A secure Web portal was developed to distribute these reports and files to the practices.
Practice-, organization-, and state-level users with verified credentials were able to log on to the
Web portal and retrieve information on the Medicare FFS patients assigned to them. Users began
getting credentials to use the portal in April 2012. Practices in five of the eight participating
states (Maine, New York, Pennsylvania, Rhode Island, and Vermont) had access to the Web
portal. Two states (North Carolina and Michigan) distributed similar information to practices
through their own data systems, so they did not use the demonstration Web portal. Minnesota
also did not use the Web portal because they did not use a process for assigning Medicare
beneficiaries to practices, as was done in the other states.

States had primary responsibility for encouraging organization (e.g., community health
teams [CHTs], community care teams [CCTs], and, in New York, Pods) and practice staff to
access the files and providing training on using the portal and information in the files. To augment
state efforts, RTI and CMS staff conducted webinars to educate users about the Web portal and
files. These webinars were posted on the portal for users to access at their convenience. Technical
user guides also were available on the portal, providing instructions on how to access the portal
and read and interpret information in the reports and files, as well as details on the measures
contained in the reports and files and how they were analyzed or calculated.

Feedback from the states and practices indicated that the beneficiary-level utilization data
were the most useful because the data could be used for care management purposes. The practice
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feedback reports were of less interest to the practices, although their utility perhaps increased as
more experience was gained with the demonstration and as more data accrued.

2.3.1 Portal Users and Usage

As files and reports were added to the portal at least once quarterly, it was expected that
every practice had at least one user quarterly logging on to the portal to view and download any
new files. There was wide variation across states, however, in this usage. Web portal usage was
relatively low and tapered off over time. As Figure 2-1 shows, in the July through September
2012 quarter, Maine, New York, and Pennsylvania had the largest percentage of their practices
with at least one user accessing the Web portal (between 80 and 100 percent). The percentage of
practices with at least one user accessing the portal in Maine and Pennsylvania declined steadily
since the fourth quarter of 2012, whereas the percent in New York declined slightly in the January
through March 2013 quarter, but returned to 100 percent by the April through June 2013 quarter.
Usage in New York was always relatively high, because the state limited portal access to the
handful of Pod administrators (rather than practice-level staff), who logged on to the portal to
distribute the reports to practices in their Pods. The percentage of practices that had at least one
user access the portal in Rhode Island decreased steadily since October 2012, from 63 percent
during the October through December 2012 quarter to 28 percent during the April through June
2013 quarter. In Vermont, the percentage of practices having at least one user access the Web
portal remained low (decreasing from 40 percent in the July through September 2012 quarter and
remaining at about 25 percent).

Figure 2-1
Percent of practices logging on to the Web portal at least once within the quarter:
July 2012 through June 2013
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CMS and RTI staff worked to increase usage numbers by explaining the value of the data
available on the Web portal, making adjustments to increase the value of the files and reports, and
encouraging state initiative staff to reach out to their practices to encourage use of the portal. CMS
provided each of the five states with a monthly file showing Web portal log-in activity to help
states monitor usage and reach out to practices and organizations not accessing the portal regularly.

2.3.2 Technical Assistance

RTI provided ongoing technical assistance to users. In addition to the technical user
guides and educational webinars, RTI had a toll-free phone number for users to call and an e-mail
inbox for users to submit questions and comments and receive technical assistance. The largest
issues initially encountered included reconciling incorrect e-mail addresses and other contact
information for user access, enabling users to download the first set of files posted to the Web
portal successfully, and having trouble as primary portal contacts added additional users. During
the second demonstration year, most of the technical challenges to users were resolved and the
number of technical assistance requests from users decreased dramatically.

2.3.3 Feedback from Practices

During the second site visits conducted in 2013, we asked interviewees about their
experiences with the practice feedback reports, beneficiary utilization files, and the portal. As
during the first site visits, states still had questions about the types of staff best suited to access
and use the beneficiary-level files and the practice feedback reports. States believed that different
people benefitted from different sections of the reports. For example, one type of staff might be
better suited to receive the beneficiary-level data on hospitalizations, while another type of staff
might be better suited to receive data on gaps in quality of care. States were still navigating the
reports and making determinations about who should receive them so that their usefulness was
maximized. In general, respondents who were familiar with or had viewed the reports from RTI
agreed that the beneficiary utilization files were more useful because they were more actionable
(and had more recent data) than the practice feedback reports.

Respondents in several states reported that they viewed RTI’s feedback reports more
positively than reports from payers and saw them as a supplemental resource to their overall
portfolio of both patient-level and practice-level data used for monitoring quality performance.
Compared to the 2012 site visit, practices reported reviewing aggregated data more regularly. One
respondent explained how health IT staff compared and used the utilization files to see changes in
risk levels or to identify high-risk patients in need of care management services.

On the other hand, some practices felt that the reports were too long to be useful, or that
they had less accurate clinical information than the practices had themselves. These practices
instead preferred to use their EHR system to identify high-risk patients. Some respondents also
reported that they generally did not like to log onto a separate system to look at performance
reports and to get separate reports from individual payers. They would have found the reports
more useful if they were able to integrate them into their daily workflow and systems.
Unfortunately, the second round of site visits confirmed what the Web portal log-in statistics
showed—that, all-in-all, relatively few practice-level staff knew about these reports or used them
for any type of care management or quality improvement activities.

2-12



2.3.4 Web Portal Lessons Learned

Throughout the development of the Web portal and reporting tools for MAPCP
Demonstration participants in Year One, we learned that obtaining accurate contact information
was crucial. This issue was resolved, for the most part, in the second year of the demonstration.
The additional lesson learned during Year Two was that many of the practices really valued these
reports (in particular, the beneficiary reports) and looked forward to receiving them and using
them each quarter, once they understood how to access the portal and grant access to others
within the practice. The technical challenges experienced during the first year were no longer
evident, for the most part, and portal access was running smoothly.

24 Practice Transformation

Across the eight MAPCP Demonstration states, practices generally viewed their adopted
medical home model quite positively and felt it helped them to improve the quality of care
delivered to patients. In Year Two of the demonstration, half of the states 