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Additional Details on Data Sources, Eligibility, Atribution, and Regression Modeling

Additional Details on Qualitative Data Collection

Details on Quantitative Data Sources

Our quantitative analyses relied on Medicare adstriaiive and claims data and other data
sources, described below.

Medicare Enrollment Data Base (EDB).This file was used to identify days of eligibility
for the MAPCP Demonstration and provide an estimétée fraction of the demonstration
period for which beneficiaries are eligible. Thie flso provided beneficiary demographic
and Medicare eligibility information for the anags

Historical Denominator File. This file was used to provide information neededdsign
beneficiaries to low, medium, and high risk catégpbased on the Hierarchical Condition
Category risk score.

Medicare TAP files. The TAP files contained inpatient, hospital ouigrat, physician,

skilled nursing facility, home health agency, haespiand durable medical equipment claims
for demonstration and comparison beneficiaries fdamuary 2011 onward. These files were
used to create our outcome measures of interest.

Medicare National Claims History (NCH) files. This file was used to obtain claims for
hospital inpatient services, outpatient servicéysician, durable medical equipment, home
health, and hospice services before 2011.

Lists of practices and beneficiaries in other CMSnitiatives that were excluded from
comparison group practices and beneficiariesRractices and beneficiaries identified in
these lists, generated from the Master Data Manage(WDM) file, were excluded from
the comparison group. The other CMS initiativesduded the Medicare Health Care Quality
Demonstration, Independence at Home Demonstraiiealth Quality Partners, Physician
Group Practice Transitional Demonstration, and Qemgnsive Primary Care Initiative.
Further, organizations participating in the FQHCv&dced Primary Care Practice
Demonstration were identified by a CMS contractat, in the MDM, and excluded from the
comparison group.

Area Resource File Area-level characteristics, including mean popatadensity and
household income, were obtained from this file.

Medicaid Data



We received Medicaid enrollment, fee-for-servicE%$l claims, and managed care
encounter files from all MAPCP Demonstration stalesome cases, we received additional
files related to attribution, primary care providesignment, and provider information.

Enroliment and Eligibility Files. These files include information used to identify
periods of Medicaid enrollment and other itemshsag why an individual was enrolled in
Medicaid (i.e., low income or disability), datelmfth, sex, and race/ethnicity.

FFS Claims Files.These files detail the services rendered to a MédliEFS beneficiary,
including the type of service rendered, the datewlhich services were rendered, the service
provider, and the amount paid to the provider.

Managed Care Encounter FilesManaged care encounter data include the similastyp
of information available in FFS claims, except thate states (Michigan, Pennsylvania, and
Minnesota) do not record the amount paid to theiges.

Attribution Files. Vermont, Michigan, Pennsylvania, and North Caropnavided files
to identify the MAPCP Demonstration or comparisooup providers or practices with whom a
beneficiary was associated.

PCP Assignment FilesNew York, Rhode Island, and Maine provided fileging
Medicaid beneficiaries to an assigned primary gaogider. We used these files to attribute
beneficiaries to demonstration or comparison granagtices.

Provider Files. These contained data on individual providers angvactices. We used
these files to attribute beneficiaries to demottisinaor comparison group practices.



Time Period for Claims Analysis

Demonstration pemonstration Demonstration

Demonstration Year One Year Two
Period Start Date End Date End Date

New York, Rhode

Island, Vermont 6/30/2012 6/30/2013

7/1/2011
9/30/2013
(Medicare)
North Carolina 9/30/2012
3/31/2018
10/1/2011 (Medicaid)
Maine, Minnesota?
Michigan,
Pennsylvania 12/31/2012 12/31/2013
1/1/2012
NOTES:

Year Three
End Date

12/31/2014

12/31/2014
(Medicare)

3/31/2013
(Medicaid)

12/31/2014

Months of
Demonstration
Data

42

39 (Medicare)

18 (Medicaid)

36

Pre-Demonstration Period
Start Sate
1/1/2006 (Medicare)
1/1/2008 (New York Medicaid)
10/1/2006 (Rhode Island Medicaid)
1/1/2007 (Vermont Medicaid)

1/1/2006 (Medicare)
10/1/2009 (Medicaid)

1/1/2006 (Medicare)
1/1/2008 (Maine Medicaid)

1/1/2007 (Minnesota, Michigan
Medicaid)
5/1/2006 (Pennsylvania Medicaid)

! Minnesota started the MAPCP Demonstration on/20/11, but due to data issues, attribution was pobsible
from 1/1/2012 onward. For this reason, Minnesota eansidered a member of Cohort 3 for analysisqaep.
Since the MAPCP Demonstration’s impact was not etqueto happen immediately, we did not expect this
change to significantly impact the quantitativeutts

2 North Carolina changed its Medicaid Managemeririmation System (MMIS) in 2013. As a result, we ever
unable to obtain complete Medicaid data files Far period from April 2013 through December 2014.



Attribution Process

Identificationof Demonstration Medicare FFS Beneficiaries

To be eligible for participation in the MAPCP Denstiation, Medicare beneficiaries had to
meet the following eligibility criteria each quarte

e Bealive;

¢ Have Medicare Parts A and B;

* Be covered under traditional Medicare FFS;

* Have Medicare as the primary payer for health eapenses;

* Reside in the state-specified geographic areddonitiative; and
* Be attributed to a MAPCP Demonstration participgiimactice.

All Medicare beneficiaries meeting these six ciétevere eligible for evaluation. They also
had to be attributed to a participating PCMH foleaist 3 months over the course the
demonstration evaluation period. Beneficiaries vatebuted to practices quarterly. We
attributed beneficiaries to practices on the basthe plurality of evaluation and management
(E&M) visits to providers with primary care speties. States chose the exact E&M codes they
wanted to use for purposes of attribution to a destration practice. A list of each state’s E&M
codes can be found #ppendix Bof the MAPCP Final Report.

Identification of Demonstration Medicaid Benefices

We used two approaches to identify Medicaid beragfes for the demonstration group:
(1) attribution based on designated primary cao®iger (PCP), and (2) claims-based
attribution. We chose the approach most closegnelil with the procedure used in a MAPCP
Demonstration state to attribute Medicaid benefiegato practices for Medicaid PCMH
payments purposes. Beneficiaries were attributgutdotices quarterly. Because all MAPCP
Demonstration states except Rhode Island includédren in their PCMH initiatives, children
were included in the Medicaid analysis, and peitigimary care practices participating in each
state’s initiative were incorporated into the aifition process.

In Maine, Michigan, North Carolina, Pennsylvania, andRhode Island,we attributed
beneficiariedased on a beneficiary’s designated PCP or pradtieedemonstration group in
these states included Medicaid managed care oapyinare case management enrollees whose
designated PCP is in a participating MAPCP Dematisin practice. Michigan, Southeast
Pennsylvania, and North Carolina identified dem@tigin beneficiaries when they provided the
Medicaid claims data to RTI. For Maine and Rhodianid, we attributed beneficiaries to
providers and then providers to the appropriate BRAEDemonstration participating practice.

For the first 3 quarters dflinnesota’s demonstration period, we attributed beneficiaries
to practices using a plurality of E&M visits rulenang providers with primary care specialties.
Beginning with the fourth quarter of Minnesota’syastration, we used a hybrid approach that



first assigned beneficiaries using the pluralityvVAPCP Demonstration care coordination
claims’; for those beneficiaries without care coordinatitaims, assignment was based on a
plurality of E&M visits to providers with primaryace specialties belonging to a demonstration
practice.

New York’s and Vermont's PCMH initiatives used different approaches forilaiting
their Medicaid FFS beneficiaries and their Mediaai@haged care enrollees. Vermont attributed
Medicaid beneficiaries not in managed care to PQivikttices using a plurality of claims for
E&M visits over a 24-month look-back period. VernisrMedicaid managed care enrollees
were included in the PCMH initiative if their assegl PCP was practicing in a primary care
participating in the PCMH initiative. Medicaid FlB@&neficiaries in New York were attributed to
a practice using a two-step process. First theywé#ributed to a primary care physician using
the plurality of E&M visits during a 12-month loddack period, and then they were attributed to
a PCMH practice if the primary care physician tcowhthey were attributed was practicing in a
primary care practice in the PCMH initiative. Megit managed care enrollees in New York
were included in the demonstration group if th@signated PCP was practicing in a primary
care practice participating in the PCMH initiative.

Rolling Entry into the MAPCP Demonstration and htt#o-Treat Study Design

The MAPCP Demonstration allowed for rolling entramd practices into and out of the
demonstration. In addition, Medicare and Medicaddficiaries were allowed to enter the
demonstration on a rolling basis, and they coude leligibility during the demonstration if the
practice to which they were attributed withdrewnfrthe state initiative. Rolling entry meant that
a beneficiary’'s specific start date to which thegravintroduced to the MAPCP Demonstration
could be after the state began its participatiol&MAPCP Demonstration. Medicare FFS and
Medicaid beneficiaries also lost eligibility wh#rey no longer met the criteria listed above. For
evaluation purposes, however, once a Medicare aliddal beneficiary was eligible for the
MAPCP Demonstration for at least 3 months, the faigiaey was always included in the
evaluation sample. If beneficiaries lost Medicardledicaid eligibility at any time after they
were attributed to a MAPCP Demonstration practiceir outcomes during those periods of lost
eligibility were treated as missing because wenditlhave claims data for them during those
times. Thus, we considered the MAPCP Demonstratiomtent-to-treat study design.

We constructed an eligibility fraction variablelssfting the length of time the
beneficiary was eligible each quarter and used #raanalytic weight in all claims-based
analyses. We defined the eligibility fraction fach quarter as the total number of eligible days
during the quarter, divided by the total numbedays alive in the quartér.

Identification of Medicare and Medicaid Compariddeneficiaries

! Minnesota was approved to submit claims for cadination claims.

For Medicare analyses, we restricted the denominatdays alive, which effectively prevented iniftat outcomes
during the quarter in which a beneficiary died. Madicaid analyses, death dates were not availalite
Medicaid data (except for North Carolina), and sasuld not modify the eligibility fraction to aawat for days
alive. For Medicaid analyses of North Carolina, ethhad beneficiary death dates, we followed thenoutlogy
used for Medicare.



Our primary comparison group was comprised of Madiand Medicaid beneficiaries
who met MAPCP Demonstration eligibility and attrilon criteria but were attributed to
practices that did not have NCQA PCMH recognition.

We used a three-step approach to identify compatbsoeficiaries for all eight MAPCP
Demonstration states:

1. Identification of a geographic area within eachliesteom which we could identify
comparison primary care practices;

2. ldentification of primary care practices withinglgeographic area that were not participating
in the state’s PCMH initiative; and

3. Identification of beneficiaries who met the MAPCRBronstration eligibility criteria and
could be attributed to a comparison group practieatified in Step 2.

We began by identifying the counties in which eatgtie implemented its PCMH
demonstration. If the demonstration practices wgeegtered throughout the state (as was the case
in Maine, Michigan, Minnesota, Pennsylvania, anadhlisland), we drew comparison practices
from the MAPCP Demonstration counties. If the desti@tion practices dominated in their
respective geographic areas (as was the case inyldeis Adirondack region and North
Carolina’s rural counties), then we selected coimsparpractices from counties with similar
characteristics elsewhere within the same stateustde the geographic area of the state
PCMH initiative. In Vermont so many primary caragtices participate in the Vermont PCMH
demonstration that we had insufficient sample gizereate a within state comparison group.
Therefore, we drew comparison practices for Vernfimrh New Hampshire for the Medicare
analysis and New York for the Medicaid analysisbdrth circumstances, characteristics of the
geographic area and of the target populations wetsubstantially different from Vermont.
Further, a key consideration for the Medicaid asiglyvas the availability of Medicaid claims
data, and since New York was a participating MAREGHRe that had provided Medicaid claims
data for this evaluation, we leveraged the datdatMa.

After we finalized the comparison counties, we gated a list of non-MAPCP
participating primary care and multispecialty medljgractices in those counties from Medicare
claims data. For the Medicaid analysis, we suppfgeatethis list of comparison group primary
care practices with a list of non-MAPCP patrticipgtpediatric primary care practices identified
through physician data from SK&A (a commercial fitimat compiles a comprehensive list of
physicians practicing in the United States).

After selecting the comparison practices, in soases we determined that the mix of
comparison group practices was not similar enooghé demonstration practices within the
state. We found that we needed to supplement impaonson group with more federally
gualified health centers [FQHCs], rural healthicB{RHCs], critical access hospitals [CAHS])
if a state initiative included FQHCs, RHCs, or CA&sprimary care practicéd\e either

*To identify FQHCs, RHCs, and CAHs to supplementdtparison group, we used organizational National
Provider Identification numbers in claims data angkanizations listed in the National Plan and Rievi
Enumeration System.



looked out of the state to supplement a state’spesison group sample, or we looked within the
state but outside of our target comparison groumties. When we looked out of state, we only
looked among the other participating MAPCP Dematigin states. The table below presents
the original comparison counties for the MAPCP Dastration states, and notes where we
expanded the comparison area to obtain additioQal®s, RHCs, and CAHs from counties in
and/or out of the MAPCP Demonstration state. Weselstates to supplement other states’
comparison groups based solely on their possess$ittre necessary provider type. For example,
when we needed to supplement non-PCMH FQHCs in Xenk, we selected them from
Michigan because Michigan was participating inM®PCP Demonstration and had non-
PCMH FQHCs. When we needed to look out of statebtain additional FQHCs, RHCs, or
CAHs to supplement the Medicare comparison grogywere unable to also acquire the
Medicaid claims for these out-of-state practicassdme cases, this resulted in poor balance
across the MAPCP Medicaid demonstration group hadvtedicaid comparison group with
respect to practice type, even after reweightingmarison observations to achieve more
similarity across the demonstration and compargonps. While poor balance is a limitation,
our evaluation approach does not rely solely onrtpperfect balance across the MAPCP and
comparison groups because we also use regressibelingpto adjust impact estimates for
differences in the MAPCP and comparison groups.

Demonstration and comparison areas by MAPCP Demonsition state

State Demonstration area Original comparison areas Expansion areas
Maine 11 counties in the For Medicare and Medicaid: None needed
southern part of state Same as demonstration countie
Michigan 40 counties For Medicare and Medicaid: = None needed
Same as demonstration counties
Minnesota 24 counties For Medicare and Medicaid: None needed
Same as demonstration countie
New York 7 counties in Adirondack For Medicare and Medicaid: 16 For Medicare: Any FQHCs or
region counties in upstate New York =~ CAHSs in hon-demonstration

counties in New York plus 19
additional non-PCMH FQHCs
from counties in Michigan
For Medicaid: Any FQHCs or
CAHs in non-demonstration
counties in New York

North 7 mostly rural counties For Medicare and Medicaid: 16 For Medicare: Any RHCs or
Carolina scattered across the state counties in the remainder of the CAHs in non-demonstration
state counties in North Carolina

For Medicaid: Any RHCs or
CAHSs in non-demonstration
counties in North Carolina with
attributed Medicaid enrollees

Pennsylvania | 4 counties in northeast | For Medicare and Medicaid: None needed
region, 5 counties in Same as demonstration counties
southeast region

Rhode Island = 3 westernmost counties it For Medicare and Medicaid: None needed
state Same as demonstration countie



State Demonstration area Original comparison areas Expansion areas
Vermont All 14 counties in state For Medicare: 10 counties For Medicare: Any FQHCs in
New Hampshire Massachusetts
For Medicaid: same as New For Medicaid: None needed
York’s comparison group

CAH = critical access hospital; FQHC = federallyatified health center; MAPCP = Multi-Payer Advand&dmary
Care Practice; PCMH = patient-centered medical hd®hC = rural health clinic.

For Medicare, practices with fewer than 30 attdouMedicare FFS beneficiaries per
year were deleted from the pool of comparison granagtices, but those practices were included
in the comparison group of the Medicaid analysiactces with few Medicare FFS beneficiaries
had attributed Medicaid beneficiaries, so thesetpras were not excluded from the Medicaid
analyses. Further, practices involved in other GRMCH initiatives or practice-based
demonstrations were deleted from the list of conisparpractices. These initiatives include the
FQHC Advanced Primary Care Practice DemonstraMedicare Health Care Quality
Demonstration, Independence at Home Demonstratiealth Quality Partners, Physician Group
Practice Transitional Demonstration, and ComprelkerBrimary Care Initiative. We identified
practices participating in these initiatives thrbuge CMS Master Data Management (MDM)
provider extract file; and identified organizatiquexticipating in the FQHC Advanced Primary
Care Practice Demonstration with assistance fraQHC demonstration evaluation
contractor. Practices with NCQA PCMH recognitioscalvere excluded from the pool of
comparison group practices. This information wadated annually.

The same protocol used to attribute individual Madé or Medicaid beneficiaries to a
specific MAPCP Demonstration practices was usexbsign comparison beneficiaries to each
comparison practice, with one exception: in Meddicaomparison group beneficiaries were
attributed to a comparison group practice annuallyer than each quarter. In Medicaid, we
attributed comparison group beneficiaries to comspargroup practices quarterly, just as was
done for the Medicaid demonstration beneficiaresther, for the Medicaid analysis, Michigan
and Southeast Pennsylvania identified comparisonpgybeneficiaries when they provided the
Medicaid claims data to RTI; these states usesl diftomparison group practices identified by
RTI to facilitate identification of beneficiariestiabuted to those practices.

Once a beneficiary was attributed to a MAPCP Destration participating practice, the
beneficiary was no longer eligible to be attributeé comparison group practice. Given the size
of the MAPCP Demonstration comparison groups, tiralvers of beneficiaries switching status
were very small; removing them thus had negligitsipact on comparison groups’ outcomes
over time.

The set of MAPCP Demonstration practices and aiteith beneficiaries was constantly
changing during the course of the study becausieeoéntrance of new practices, the withdrawal
of others, and attrition resulting from death drestloss of participation eligibility. To emulate
this situation among the comparison groups, weldtwcomparison group eligibility quarterly
and removed from the comparison group any benefsiao longer meeting the demonstration
eligibility criteria. Further, we also checked guealy to determine if any comparison group
practices had become participants in any other detrations or initiatives mentioned above; if
so, we removed them and their attributed benefesdrom the comparison group, effective in



the quarter in which the practice began particigain the other initiative. Lastly, we conducted
a “true-up” of the comparison groups in Medicarawlly by reapplying the beneficiary
assignment algorithm at the end of each year. gifisess added new beneficiaries, removed
those no longer receiving the plurality of theingees from a comparison group practice, and
removed beneficiaries and practices from the corspaigroup if their assigned practice
received NCQA recognition as a PCMH during the yBacause most comparison groups
already contained nearly all existing primary gar&ctices in the area, the true-up process
generally produced few changes in the compositf@omparison practices.

Regression Modeling

The statistical approach for the quantitative @atalysis consisted of estimating
difference-in-differences (D-in-D) regression madélnder the D-in-D specification, in a linear
specification (i.e., ordinary least squares (OLS)dufor modeling expenditures)nagative
value corresponds slower growthin expenditures for the MAPCP Demonstration beefies
relative to comparison beneficiaries, which coutdw in one of the following ways:

* Average expenditures increased among comparisafibemies and decreased among
MAPCP Demonstration beneficiaries;

* Average expenditures increased among both groupst lauslower rate among MAPCP
Demonstration beneficiaries; or

* Average expenditures decreased among both grouf adaster rate among MAPCP
Demonstration beneficiaries.

Conversely, gositivevalue corresponds faster growthin expenditures for the MAPCP
Demonstration beneficiaries relative to compariseneficiaries, which could also occur in one
of three ways:

* Average expenditures increased among MAPCP Denatiwstrbeneficiaries and decreased
among comparison beneficiaries;

* Average expenditures increased among both groupet luslower rate among comparison
beneficiaries; or

* Average expenditures decreased among both groud bdaster rate among comparison
beneficiaries.

While the OLS model has strong assumptions of nbiynat the outcome, the OLS
model still produces unbiased estimates even wieenarmality assumption is violated as long
as errors are uncorrelated and have a constamainear{Gauss-Markov Theorem). However, we
can and do control for the correlation and varianaerrors with clustered standard errors.
Additionally, the model yields estimates that aadily interpretable because the results are in
dollars and do not require additional transfornratio

For utilization outcomes, for the Medicare analygis used a negative binomial version

of the D-in-D specification. Interpretation of tBein-D parameter is similar. However, a
negative value corresponds to a decrease in teefa&vents for the MAPCP Demonstration
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beneficiaries relative to comparison benefician@sereas a positive value corresponds to an
increase in the rate of events for the MAPCP Dermnatien beneficiaries relative to comparison
beneficiaries, in these nonlinear variants.

Visit outcomes for the Medicaid analysis were amatiyusing logit regression. Because
the non-elderly adults and children comprising ®ample use services less frequently than the
elderly Medicare population, negative binomial medbd not fit the Medicaid data well.
Therefore, we modeled visit outcomes as a binaticator of whether or not the Medicaid
beneficiary had ever used a service in a quartartiese outcomes, we first estimate a logit
model and then use the estimated coefficientsltulede the change associated with the
demonstration during each quarter of the demonsirathe estimated coefficients measures, in
each demonstration quarter, the increase or dexnedse likelihood of an outcome occurring
among beneficiaries assigned to MAPCP Demonstragtiactices.

Further, the regression specification allowed usrtvide impact estimates that can vary
from quarter to quarter throughout the demonstnatide accomplish this by including
indicators that represent each calendar quarterdeid after a person is assigned to a MAPCP
Demonstration or comparison group practice. Thesetgrly time indicators allowed for
flexible control of outcome trends across bothgheedemonstration and demonstration periods.
We then interacted each demonstration quarterigatolr with (1) the indicator representing
whether the beneficiary was in the MAPCP Demonisinagroup or the comparison group and
(2) an indicator that the demonstration quarter avgsarter in which the beneficiary was
assigned to a practice. These interactions allavged estimate a separate D-in-D parameter for
each demonstration quarter, and thereby allowethtpact of the MAPCP Demonstration
intervention effect to grow or decline in poteryaifferent ways throughout the demonstration
period. However, we do not present each of thetguapecific D-in-D estimates. Rather, we
present overall averages of the quarter-specific-D-estimates. This summarized the evidence
in a way that allows us to focus on overall treimdsnpact estimates.

All regression analyses also included clusterexdstal errors because enrollees were
clustered by assigned MAPCP or comparison grougtipea

Covariates Used in Regression Modeling

In the table below, we summarize the analytic \deis used in the regression modeling,
and we indicate which variables were used in thdibéee analysis, the Medicaid analysis, or
both. If a sociodemographic characteristic was oslyd in Medicare and not Medicaid, or vice
versa, it was because the characteristic did nutogpiately fit the data. For example, having
end state renal disease (ESRD) is a unique feafumerollment for Medicare, not Medicaid, and
the HCC risk score was developed for the Medicapfation while the Chronic lllness and
Disability Payment System risk score was develdpedledicaid. Details on how the variables
were constructed can be foundippendix Dof the Final Report.
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Sociodemographic characteristics, practice- and aeelevel characteristics, and outcomes
for the Medicare and Medicaid analyses

Variable Medicare Medicaid

Sociodemographic Characteristics

Age

Race

Urban place of residence

Gender

Dually enrolled in Medicare and Medicaid

Enrolled due to disability

Enrolled due to ESRD

Institutionalized

HCC risk score

Charlson Index

Comorbid conditions

Chronic lliness and Disability Payment System Score

Presence of perinatal conditions

Continuously enrolled in Medicaid

Enrolled in Medicaid FFS or managed care
Practice- and Area-Level Characteristics

Practice type

Percentage of providers in the practice who weiragny care providers

Size of the assigned practice

Household income (County)

Population density (County)

X X X X X X

XXX X X X X X X XX
X

X X X X X

X X XX X
XX XX X
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Details on Qualitative Data Collection (Site Vikiterviews)

Site visits to MAPCP Demonstration states occua¢otal of three times during the
evaluation period: in the fall of 2012, 2013, af®d2. The focus of the Year One interviews was
to understand more thoroughly how each state iivéiavas being implemented, what was or
was not working well, and any early lessons learfi&ée interviews focused on two stages of
implementation experience (i.e., before and aftdSGoined each state initiative) and how the
entrance of Medicare (and in some cases, Medica@)ged the states’ initiatives. In Year Two
of the demonstration, interviews focused on chaagesimplementation experiences that had
occurred since the Year One site visits in 2012(dar Three, interviews focused on changes
and implementation experiences occurring sinceé/traa Two site visits in 2013. In Year Three,
we also focused each state’s future plans for@sIR initiative.

The goal of the site visit interviews was timelgdification of actionable promising
practices for CMS and participating states. We atagght to understand the potential impact on
implementation, practice transformation, and outesfior Medicare and Medicaid beneficiaries
and special populations, including those with bétraV health conditions.

The evaluation team developed protocols for therutws designed to address specific
research questions. Each major research questi®fitiaaslated” into a set of topics and
guestions tailored to specific respondent typessaaie initiatives. The evaluation team
produced six generic respondent protocols and¢hstomized them based on state-specific
features to ensure that specific and unique feairstate initiatives were captured adequately
during the interviews. Interview topics covered théowing domains:

(1) changes made over time to transform into a oa¢dliome, including development of
new or improved relationships with other types viders,

(2) successes and challenges implementing medicaé iransformation activities,

(3) the use of health information technology andicél and cost data to guide quality
improvement and care coordination,

(4) expected and observed impacts on patients,spieific focus on individuals
enrolled in Medicare and/or Medicaid; and

(5) lessons learned from participating in the desti@tion.

Two example interview protocols are included atehd of this appendix for illustrative
purposes. We note that the protocols differ slightween states and between different
respondent types because we modified the protéoobflect state-specific features.

Respondents were selecting based on their involweme state’s MAPCP
Demonstration. Respondent types included:

(1) state officials,

(2) physicians and administrators of practicesealth care systems participating in the
demonstration,
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(3) individuals representing community health tegarother teams of providers
supporting participating primary care practices),

(4) individuals representing payer organizations|uding Medicaid,

(5) individuals representing local chapters of ptigs and clinical professional
associations, and

(6) patient advocates and individuals represertifiges of Aging.

A team of four to eight staff was deployed to esfate to conduct interviews. Site visit
teams were composed of researchers with diffeypeistof substantive and methodological
expertise, and they were matched to respondens {gpg., physician researchers interviewing
physicians; researchers with state policy expemisgviewing state officials).

To manage and analyze the large volume of primaajitative data, we used the
gualitative data analysis software NVivo. Our asayocuses on how implementation—
particularly practice transformation, relationshwggh other providers (e.g., specialists and
hospitals), and links with other community orgaticmas—progressed and changed during the
demonstration. When evaluating each state MAPCPdDstration using qualitative data, we
conducted within-state case studies.

13



Example Interview Protocol for a State Official
About the Respondent

1. [If we don't have this information from the pridtesvisit:;] What is your current role in [state
agency]?

2. [If we don’t have this information from the priatesvisit:] How long have you worked on
the PCMH Pilot?

Getting the Demonstration Up and Running

3. How has implementation of the PCMH Pilot gone awerpast year? (e.g., agreements with
practices, plans, and community care teams; tharestpn to 50 additional practices; data
collection; payment)?

a. What has gone well?
b. What hasn’t gone so well?

4. Over the past year, what external factors have aféstted the state’s ability to implement
the PCMH Pilot? (We are most interested in factatside of your control, like the state
budget or other federal initiatives.)

a. Could you give us a sense of how the political mmwnent in your state has been affecting
the PCMH Pilot?

5. What strategies wemaiccessfuin keeping payers involved in the PCMH Pilot otrez past
year?

6. What strategies werensuccessfuin keeping payers involved in thePCMH Pilot oves t
past year?

7. Over the past year, what challenges have privadéapublic payers faced in participating
in the PCMH Pilot?

a. How have you tried to overcome those challenges?
b. What has worked?
c. What hasn't worked?

8. Is the state providing information or services aotigipating medical home practices to
specifically address the needs of Medicare and déedlipatients, including dual eligibles?

a. [If so:] Please describe.

i. Do any of these new services focus on improvings&e If so, how?
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ii. Do any of these new services focus on improiage coordination or care transitions
from hospital to home? If so, how?

b. [If not] Why not?

9. Is the state doing anything specifically aimedelphng practices serve other special patient
populations? (Special populations can includddeém; racial minorities; non-English
speakers; people living in rural or inner-city aeand persons with chronic illnesses, mental
illnesses, and disabilities.)

a. [If so:] Please describe.

b. [If not] Why not?
Practice Transformation

10.We understand your state requires practices torbeaertified using NCQA standards to
participate in the PCMH Pilot. How do you use timiedical home assessment information?
For example, do you use it guide to learning caltabve activities?

11.We understand that the state offers practices teahassistance to support the development
of greater medical home capacity, through monthépwars, calls with quality improvement
coaches, and regional practice support sessiorischbg [insert organization]. First of all,
have | accurately captured the kinds of assistgaueare providing?

a. What kind of feedback have you gotten on this tezdirassistance?
i. What aspects of this technical assistance are @dimpling most helpful?

ii. What aspects of your technical assistance havengalified, or are you in the planning
to modify, in response to feedback from practicestbers?

12.What major changes have practices, including thpr&6tices that joined during the
expansion at the beginning of the year, particggaiin the PCMH Pilot focused on making in
the past year?

a. To what extent are practices making changes aimaddressing the needs of Medicare and
Medicaid beneficiaries or other special patientytations? Please provide an example.

b. How, if at all, do you feel these changes impatiepaaccess?

c. How, if at all, do you feel these changes impact caordination or care transitions from the
hospital to home?

d. How, if at all, do you feel these changes impatiepaand family engagement? For

example, identifying and involving key family menmbénvolved in care, self-management
skills, and development of care plans or shareidgcmaking?
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13.We understand that in the PCMH Pilot, practicegirexper member per month payments.
Do you have any information on how participatinggiices have used their medical home
payments from Medicare, Medicaid, and private papeer the past year?

a. Inyour opinion, did the payments practices areiréieg from Medicaid, Medicare, and
private payers through PCMH Pilot give health ga@viders enough resources to invest in
needed medical home infrastructure?

b. In your opinion, have providers generally been g¢elor disappointed in the medical home
payments?

i. What has been the implication for their participatand level of effort?

14.Besides encouragingacticesto become medical homes, some states are suppottier
types of organizationdike community health teams or disease managefimed, to achieve
greater care coordination and improve patient ou& In this state, we understand you are
using community care teams (CCTSs) to provide &mlthl care management support to
participating practices’ most complex patients.|bave that right?

a. Has the state made any adjustments to these pregneime past year?
b. What aspects of these activities seem to be wonkiilty

c. What implementation challenges have you encountsiédthese activities? (What's not
going so well?)

d. Has the roll out of behavioral health home orgaions had an impact on CCTs? If yes, how
have CCTs been affected?

Health Information Technology

15.We know that as part of the PCMH Pilot’s 10 corpextations, practices are required to
integrate health information technology (e.g. asteg, electronic medical record, personal
health records, health information exchange, @tto)their work. Besides these health IT
tools and systems, what other types of health mdébion technology are being promoted in
the PCMH Pilot?

a. Are practices required or incentivized to have teteic health records, disease registries, or
to exchange health information with other providaestronically?

b. What health IT tools or systems do you believe Haen most useful to practices in
improving care coordination over the past year?

c. What kinds of challenges and successes have madtced in the diffusion and
implementation of health IT?

16.What has the state and the participating payers ttoencourage medical home practices to
use health IT over the past year?
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a. Are practices encouraged to participate in Medieaid Medicare meaningful use programs?
If so, how?]

17.To what extent are EHR requirements and relatedceli quality measures used by the
PCMH Pilot aligned with Medicare and Medicaid Mewiul Use (MU) measures? For
example, have stage 1 and Stage 2 MU requiremetdlect demographic information,
provide on-line access to patients, or report paldr clinical quality measures been
incorporated into the medical home assessmentogndion criteria?

Data Exchange

18.Over the past year, has there been any major chanlgetypes of utilization, cost or quality
information you receivérom payers or practices as part of the PCMH Pilbso, please
describe. What was the nature of the change, waatiwnade, and what impact is it having?

a. How do you use the utilization, cost, or qualitioimation?

19. What other types of data is the state receifiom payers and practices about their patients?
(This could be program eligibility data, clinicadtd, or other patient-level data.)

20.Over the past year, have there been any major esanghe kinds of utilization, cost and
quality information the state giy@actices participating in the PCMH Pilot? If ptease
describe. What was the nature of the change, wisyitwaade, and what impact is it having?

Outcomes

[Note to interviewer: Try to ask respondents tonitify medical home features that contributed
to the observed impacts, or features that coulddued to the initiative to improve outcomes.]

21.0Over the past year, what impacts have you obsetVexing on patients?
a. Is there evidence of improvements in:

i. Access to care?
ii. Coordination of care? (including care transitions)
iii. Patient and family participation in clinical decisimaking?
iv. Patients engaging in healthier behaviors and sataging their conditions better?
v. Increased delivery of preventive services?
vi. Reduced use of acute care? (e.g., ED visits, tadig@itions, readmissions)
vii. Improved health care quality, patient safety, aatiept experience and/or satisfaction?

b. What impact has the initiative had on Medicaid lieraies and other special patient
populations? (Special populations can include: ivbre and Medicaid beneficiaries; dual
eligibles; children; racial minorities; people ural or inner-city areas; and persons with
chronic illnesses, mental illnesses, and disaddliji

22.What have been the major barriers to achievingytads of this initiative over the past year?
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a. [Prompt, if needed:What are the major barriers for the state?
b. For private payers?

c. For practices, or other affected providers, suchspitals?

d. [If applicable:] For community care teams?

e. For patients and family caregivers?

Lessons Learned and Next Steps

23.0ver the past year, how successful has the PCMHM Iglen in getting practices to change
the way they deliver care?

24.Which features of the PCMH Pilot do you think hale greatest potential to improve
outcomes for Medicare and Medicaid beneficiaripscsically?

a. Why those features?
25.What lessons has the state learned so far frorR@MH Pilot?
a. What would the state have done differently, knowarigat it knows now?
b. Are there any aspects of your initiative that tteesis considering changing?

26.Do you have any recommendations for the other sstagas participating in the MAPCP
Demonstration, or thinking of starting their own g Pilot-style initiative?

a. Any advice for CMS or the Medicare program?
27.In the next year, what are the key issues youdéfeelated to PCMH Pilot?

28.In the next year, what are the key factors (outsfdl@CMH Pilot’s control) that might
impact this initiative? (For example, implemerdatof health reform more generally,
changes in the state government administratioht sitate budgets, provider mergers?)

29.What are the state’s plans for the upcoming year?

a. How likely is it that the state will be able to itement everything it has planned for the
PCMH Pilot this year?

b. What are the major challenges to accomplishingetlaesivities?

30.1s there anything else about the PCMH Pilot andrtigacts it's having on plans, practices,
other types of providers like hospitals, or pasethtat we haven’t covered but that would be
important for us to know about?
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Example Interview Protocol for a Primary Care Practice
About the Respondent

1. [If we don’t have this information from the prisite visit:] What is your role in this [office /
clinic / hospital]?

2. [If we don’t have this information from the prisite visit:] How long have you worked
here?

Changes to How Care is delivered

3. What major changes did your [office / clinic / hia[} make over the past year? (e.g.,
focusing on new conditions, improving access thiadditional evening and weekend hours
or same-day appointments, using new care procéssaprove care coordination and
transitions, adopting new health IT tools, interagdifferently with patients and families or
caregivers)

a. Are you participating in Medicaid’s health hometiative? If yes, what major changes did your
office make over the past year to become a healtiel?

i. How has the attestation process to the Medicaittthkame portal worked for your
practice this past year?

1. If practice reports issues, please ask them taedidd.

ii. Are you now doing additional screenings (e.g., SBIR meet health home
requirements?

b. How does Medicare’s decision to continue parti¢igain the PCMH Pilot through the end of
2016 affect the changes you have made in the pas?ty

4. Over the past year, have there been any changes in:
a. Your after-hour availability?

b. Efforts the practice has undertaken to improveepatself-management skills and/or engage in
care planning and shared decision-making?

¢. How you communicate with patients who do not sparatannot read English?

d. The extent to which you involved patients and fémibr caregivers in practice quality
improvement or redesign efforts?

e. The extent to which Medicare or Medicaid patientspecial populations (e.g., dual eligibles,

patients with chronic conditions) are willing artlleato engage in these patient and family or
caregiver engagement activities?
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5. Which of these changes have been most challengimgorporate into your [office / clinic /
hospital]’s day-to-day operations? Why have thegrbchallenging to do?

6. Over the past year, have there been any major esangvhether and hoyou use dedicated
care coordinators, either those on-staff in yotfide / clinic / hospital] or employed by
some other organization? If so, please describendjer changes.

7. What kind of services do CCTs and/or other locahcwnity health resources provide to
your [office / clinic / hospital] and/or your patites?

8. Are you also working with behavioral health homgaorizations for your Medicaid patients?
Which of your Medicaid patients are referred to lte@avioral health home organizations for
services? What services does this organizationigeede your office and/or your patients?

9. How does Medicare’s decision to continue particigain the PCMH Pilot through the end
of 2016 affect how you partner with CCTs, behauibeslth organizations, and/or other
local community health resources going forward?

Health IT

10.Over the past year, have there been any major esanghe EHR or broader health IT
capabilities of your practice? If so, please byiekescribe.

11.Over the past year, have there been any signifdzariges in how your [office / clinic /
hospital] typicallyexchangegqgives information or receives information)health
information with other providers (e.g., physicatlanental health specialists, diagnostic
testing or laboratory) and health care facilitesch as hospitals or nursing homes, or CCTs?
If so, please describe.

a. Over the past year, have you used the health iftiorm exchange to exchange information with
other providers?

12.How does Medicare’s decision to continue partiéigain the PCMH Pilot through the end
of 2016 affect how your practice and its futurenglavith regard to your health IT and
exchange of health information?

Payment

13.Over the past year, your [office / clinic / hosfjitaas received private payer, Medicaid, and
Medicare payments to engage in medical home-rekttdties. How has your [office /
clinic / hospital] used those medical home paymewts the past year?

14. Are Medicare’s medical home payments adequatellfmwiag you to continue to invest in
medical home development and sustain effective caétdiome activities? Why or why not?

15.How does Medicare’s decision to continue partiéigain the PCMH Pilot through the end

of 2016 impact how you carry-out your medical haamévities? How does this decision
impact any future investments you may make in PQkidsformation?
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a. What plans, if any, do you have to seek additiéinahcial support for PCMH
transformation and related activities or to joihestinitiatives?

Performance Monitoring

16.To what extent have you changed the types of quatitl safety measurement activities your
[office / clinic / hospital] has engaged in undee PCMH Pilot over the past year? For
example, collecting and sharing data on clinicalliqygmeasures or paying a vendor to
collect patient experience surveys?

a. Have there been any major changes imptle¥entive service measures, chronic care measures,
or safety measuregou collect and report? If so, which ones?

b. What does your [office / clinic / hospital] do withese quality results?

c. Does Medicare’s decision to continue participatmthe PCMH Pilot through the end of 2016
impact the kinds of performance data you will cctilend report?

17.Have you seen the Primary Care Practice Reporupeztby [insert organization] and
generated using commercial claims data before?

18.Have you seen the Practice Feedback Reports geddnaiRTI and using Medicare claims
data?

19.Have you seen the Medicare beneficiary utilizafites that your organization receives
through a portal and produced by RTI?

i. Do you use the web portal?
ii. [If the respondent is aware of the web portal lgsinot use it:] Why not?

[If yes to the RTI Practice Feedback Reports, antedicare bene utilization files:]
b. What do you do with the information provided ingbdiles?

c. What aspects of these files have been most usehdlping your organization change the way
you deliver care over the past year?

d. What features are not as helpful, or need improwme

20.Have there been any major changes to the way yaitonaitilization and cost information
you receive from any payers (not just Medicare)ypters, the state, etc?

[If yes:]
a. What do you monitor?

a. What do you do with the data?
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b. To what extent do you think these activities wilhage, if at all, given Medicare continued
participation in the PCMH Pilot through 2016?

Outcomes

[Note to interviewer: Try to ask respondents tantifg medical home features that contributed to
the observed impacts, or features that could bedtttthe initiative to improve outcomes.]

21.0Over the past year what impacts has the PCMH Rédton your patients?
a. Is there evidence of improvements in:

i. Access to care?
ii. Coordination of care? (e.g., care transitions)

iii. Patient and family or caregiver participation oh&eior? (e.g., patients engaging
more in decisions and managing their care)

iv. Access to and use of social services and other cotyrbased resources?

v. Delivery of preventive services? (e.g., cancerestrgs, smoking cessation,
weight management, influenza vaccination)

vi. Use of acute care? (e.g., emergency departmets,\lisispitalizations,
readmissions)

1. Are you patrticipating in the Choosing Wisely cangypél If yes, over the
past year, how has that campaign impacted useuté aare?

vii. Health care quality and patient safety?
viii. Patient experience and/or satisfaction?
ix. Other?

X. To what extent do you see similarities or diffeehin impact on publicly (i.e.,
Medicare, Medicaid, and special populations) vetkagrivately or
commercially insured?

1. To what extent do you see similarities or diffeemm impact among the publicly
insured? For example, do you see different imparctsledicare versus Medicaid
beneficiaries or any particular special populations

Overall Impressions

22.What do you see as the pros and cons of partiogatithe PCMH Pilot?
a. What lessons have you learned about practice tramation from the PCMH Pilot?
b. What would your [office / clinic / hospital] havexe differently, knowing what you now know?
c. How will this experience help you with future iritives, if at all?

d. Does your experience with the PCMH Pilot make yarevor less inclined to want to participate
in similar initiatives in the future?
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23.Have you developed a sustainability plan with Hedm [insert organization] and their
guality improvement specialists?

24.How does Medicare’s decision to continue parti¢cigathrough the end of 2016 affect your
participation in the PCMH Pilot?

25.What advice do you have for state officials settipgnulti-payer medical home initiatives in
other states?

26.1s there anything else about the PCMH Pilot angat®ntial impact on your [office / clinic /
hospital] or Medicare and Medicaid beneficiariegt tve haven’t covered that would be
important for our team to know?
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