Appendix A: State Innovation Model in Model Test States: Colorado

Payment
Model
Development

Colorado facilitated conversations between payers and
providers regarding value-based payment (VBP) requirements.

Colorado did not prescribe a specific SIM payment model, so
SIM-participating providers did not have a clear understanding
of how to pay for behavioral health integration.

Delivery Model
Transformation

To advance VBP, Colorado fostered payer-provider
communication and supported three cohorts of primary care
practices in practice transformation efforts.

Coaching and health information technology (health IT)
assistance helped practices integrate behavioral health, and
patients receiving care in SIM-participating practices
experienced reductions in total health care spending, small
increases in behavioral health-related spending, and fewer
inpatient admissions and ED visits.

Health IT and
Data Analytics

The electronic clinical quality measure (eCQM) pilot was time
and resource intensive, but the tool eased the burden for
practices participating in VBPs.

Primary care practices and community mental health centers
(CMHCs) were unsure how to obtain and use data to show
payers the value of integrating behavioral health with primary
care.

Population
Health

Population health activities supported development of local
partnerships, collaborations, and infrastructure to successfully
increase community capacity to address behavioral health.

Sustainability

Primary care practices and CMHCs will sustain care delivery and
behavioral health integration efforts.

SIM partners’ investments, rather than new state or federal
funding, will sustain some SIM Initiative activities.

Implications

Convening payers and providers helped clarify expectations and
implications for VBP participation but did not provide SIM-
participating providers with a VBP for behavioral health
integration.

Partnering with many organizations to carry-out SIM Initiative
activities facilitated partner buy-in, provided access to experts,
and helped sustain some activities.
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A.1 Key State Context and the Colorado State Innovation Model Initiative

A.l1.1 Pre-State Innovation Model health care in Colorado

Several features characterized Colorado’s health care environment prior to the SIM
Initiative (see Exhibit A-1). Colorado had relatively widespread insurance coverage by the time
the SIM Initiative began, due in part to Colorado’s expansion of Medicaid in 2014. Commercial
payers and public payers had a history of cooperation and collaboration on health care re-design,
as well as VBP reform, through federal initiatives like Comprehensive Primary Care. Prior to the
SIM Initiative, Colorado state officials had identified access to behavioral health services for all
citizens as a population health priority. But to advance this priority, state officials knew they
would have to contend with significant statewide behavioral health workforce shortages, which
were particularly acute in rural areas.

Exhibit A-1. Colorado’s pre-SIM Initiative landscape informed its SIM priorities

Widespread insurance coverage, including Medicaid
expansion

Competitive health insurance market with multiple
commercial payers, but a history of payer collaboration
regarding health care re-design

Access to behavioral health services for all Coloradans
as a population health priority

Statewide behavioral health workforce shortage as
a barrier to access to care

200

Note: CO = Colorado; SIM = State Innovation Model.
Source: CO SIM Operational Plan Year 1, 2015.

The dominant payer type in a state can influence opportunities to leverage Medicaid or
multi-payer activities in payment model design and implementation. The commercial health
insurer market in Colorado was relatively competitive. Together, commercial insurance makes
up the largest share of the market, followed by Medicaid and then Medicare, in both 2014 and
2018 (see Exhibits 8-5 and 8-6).

Both public payers increased the percentage of insured lives they covered between 2014
and 2018 (see Exhibit A-2). In contrast, the percent of insured lives covered by the most
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prevalent commercial payers (Kaiser Foundation Group and Anthem Inc. Group) shrank slightly
between 2014 and 2018.

Exhibit A-2. Medicare and Medicaid increased share of insured lives relative to
commercial payers, 2014-2018 (top five payers in Colorado shown)

Medicaid

Medicare

Kaiser Foundation

Anthem

UnitedHealth

o
X

5% 10% 15% 20%

B 2014 [ 2018

Note: HIC ACS = Health Insurance Coverage from the American Community Survey; NAIC = National
Association of Insurance Commissioners.

Sources: Federal Evaluation Team analysis of NAIC Supplemental Health Care Exhibit Report 2014/2018;
HIC ACS Historical Tables, All Persons: 2008 to 2019, civilian noninstitutionalized population.

A majority of Colorado practices were small and located in urban areas. In 2015,
approximately 15 percent of primary care practices were located in rural areas and 58 percent
had a single provider. Fifteen percent of primary care practices had an existing involvement in a
Medicare fee-for-service (FFS) alternative payment model (e.g., CPC, CPC+, the Medicare
Shared Savings Program).!

A.1.2 State Innovation Model Initiative in Colorado

To accomplish the state’s goals to improve integration of behavioral and physical health,
and to promote provider uptake of VBP, Colorado organized its SIM Initiative activities around
four “pillars” (see Exhibit A-3). The Colorado SIM Initiative Office, which administered the
SIM Initiative from within the Governor’s Office, partnered with numerous organizations to
advance SIM-related activities under each of the pillars. These SIM partners—which included
state agencies, universities, local health policy research groups, and statewide provider
membership organizations—were tasked with helping design and implement SIM-related
activities. Colorado also experienced a change in governorship seven months before the SIM

1 Estimated characteristics of practices statewide, according to internal analysis conducted for this evaluation (see
Appendix L).
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Initiative ended. During those last months of the SIM award, though the new Governor was
developing his own health policy agenda, he and his cabinet were supportive of Colorado’s SIM
Initiative.

Exhibit A-3. Colorado organized its SIM Initiative activities around four pillars

@ © il

VALUE-BASED POPULATION
ACCESS PAYMENT HEALTHIT HEALTH
Providing accessto  Applying Expanding health IT  Finalizing a statewide
integrated physical  value-based efforts, including plan to improve
and behavioral payment models  telehealth population health

health servicesin
coordinated
community systems

Overarching goal: To improve the health of Coloradans by increasing access to
integrated physical and behavioral health care services in coordinated community
systems, with value-based payment structures, for 80% of Colorado residents by 2019.

Note: health IT = health information technology; SIM = State Innovation Model.

Source: https://www.practiceinnovationco.org/sim/about/what-is-sim/ &

Throughout the SIM Initiative, Colorado placed high value on stakeholder engagement,
relying on seven work groups? to meet regularly to identify, discuss, and make recommendations
in support of operations and state-level policy change.

In support of the four SIM pillars, the state provided practice transformation support for
319 adult and pediatric primary care practices and four CMHCs to integrate behavioral health
and primary care services, optimize clinical data to improve quality of care, and prepare for VBP
arrangements with payers. Seven payers—six commercial payers and Medicaid—agreed to
support SIM-participating primary care practices with a VBP, which could be either a new
reimbursement for SIM Initiative participation or a VBP the payer already had in place with a
practice. CMHC:s did not receive SIM-related VBPs.

To advance population health, the Colorado SIM Initiative developed a new workforce,
Regional Health Connectors, who connected clinical providers with community resources

Z At the start of the SIM Initiative, there were eight work groups: payment reform, consumer engagement,
evaluation, health IT and data, policy, population health, practice transformation, and workforce development. The
payment reform workgroup was eventually disbanded, and payment reform issues were discussed in the Multi-Payer
Collaborative.
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needed to improve patient health. The state also funded local public health agencies (LPHAS)
and collaboratives of school districts and mental health providers (Behavioral Health
Transformation Collaboratives [BHTCs]) to address mental health stigma reduction and
prevention, in addition to screening and referral for behavioral health treatment.

Colorado’s SIM award ended in July 2019. Exhibit A-4 depicts the timeline of major
Colorado SIM Initiative and SIM-related activities.
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Exhibit A-4. Timeline of Colorado SIM and SIM-related activities

gPayment and Delivery Models (blue)
DGrﬂprehenaive Primary Darelnitiative and Comprehensive rim-ar].r Care Plus *
Multi-Payer Collaborative * |
SIM PCP Cohort 1+ o

: SIM PCP Cohort 2* : |

s PP Conort 3+ |

|CMHC bidirectional intearation pilot* ’ |

Multi-Stakeholder Symposiums (3 times a year provider-payer meetings}l : :

Practice Transformation (gre é nj :
|PFs and CHITAs provi ded transformation su pport* : E |
|Leaming collaboratives fc}rSIM—parﬁcjpaﬁng providers* : : |

SiM angﬂhe CHF provided practice h'aﬁsformaﬁon grants* :

Health Data Infrastructure (purple)

Broadband expansion
SPLIT used for p

SIM providers employed Stratusjto view patient-level cost and u}se data

Pilot e-Consults instead of a telehealth program_
Automatically extract el_ectronic: CQMs from SIMW pral:tic_:es' EHRs _

Population Health (yellow)

|LPHA grantees and BHTCs address stigma reduction and access to care® |

| Regi'on al health connectors facil itat:e clinical-community linkage* : |

Develop online learning for BH integration'* : |

Integrated Elehaviora:l Health Training Bundle*

2015 2016 217 2018 2018
Seven payers signed
g::;_dm SIM memorandum of Colorado SIM
understanding agreeing to award ends
paricipate in SIM Initiative Julv 31. 2019

Notes: ! This activity ended, but learning module recordings will be archived and available online; 2 This activity ended, but recordings of the materials are
archived for ongoing access; * This activity contributed to integrating primary care and BH. Gray bars (with ) denote that the items are not SIM Initiative
activities or policies but are important for context. BH = behavioral health; BHTC = Behavioral Health Transformation Collaborative; CHF = Colorado Health
Foundation; CHITA = clinical health information technology advisor; CMHC = community mental health center; CQM = clinical quality measure;

EHR = electronic health record; LPHA = local public health agency; PCP = primary care provider; PF = practice facilitator; SIM = State Innovation Model;
SPLIT = Shared Practice Learning and Improvement Tool.
Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.



A.2 Accomplishments from Colorado’s State Innovation Model Initiative

This chapter section summarizes Colorado’s SIM award activities, accomplishments, and
stakeholder feedback in three sections: delivery models and payment reform (Section A.2.1),
enabling strategies to support health care delivery transformation (Section A.2.2), and population
health (Section A.2.3). The chapter concludes by summarizing Colorado’s efforts to sustain SIM
activities and progress on reforms after the SIM award period ended (Section A.3) and a
discussion of implications and lessons learned from Colorado’s experience (Section A.4).

The federal evaluation of Colorado’s SIM Initiative is based on the following data
sources:

* Monthly conference calls with SIM officials;

* A total of 78 interviews with state officials, primary care and behavioral health
providers, Medicaid managed care organizations and commercial insurers, and other
stakeholders over four annual interview rounds conducted since 2016, most recently
in winter 2019;

* Focus groups with primary care providers (PCPs), including nurse practitioners and
physicians; and Medicaid beneficiaries receiving care at a SIM-participating primary
care practices, both beneficiaries receiving and those not receiving behavioral health
services.

* Medicaid, Medicare, and commercial claims data provided through Colorado’s all-
payer claims database (APCD) from February 2013 through August 2018.

All-payer claims were used to examine trends in health care spending, utilization, and
quality for Medicaid, Medicare, and commercial beneficiaries served by primary care practices
that participated in Colorado’s integrated behavioral health (IBH) model; and for comparison,
Medicaid, Medicare, and commercial beneficiaries served by PCPs not participating in the IBH
model. The IBH model was selected for quantitative analysis because the state invested a
substantial portion of SIM funds in this initiative and launched it early enough to allow sufficient
time to measure if outcomes changed for IBH participants. The multi-payer nature of Colorado’s
APCD was leveraged to examine the impact of the IBH model separately for Medicaid,
Medicare, and commercially insured patients. Even though Medicare was not a SIM-
participating payer, significant spillover effects were expected for all patients in a practice—
because practices implemented IBH practice transformation activities for all patients, regardless
of a patient’s primary insurance coverage. Furthermore, the Colorado SIM Initiative also piloted
a model in which four CMHCs integrated primary care for a select sample of patients with
serious mental illness (SMI). Because the reach of the CMHC/primary care integrated model was
limited (only four CMHCs and relatively few SMI patients per CMHC), the quantitative claims-
based analysis did not include the SMI CMHC group.



A.2.1 Delivery models and payment reforms

Key Results

*  Both primary care practices and CMHCs integrated behavioral and physical health and changed
their care delivery with tailored practice transformation goals.

* Because of difficulties estimating cost savings and health outcomes from the different IBH
models, commercial payers remained reluctant to fund IBH.

*  During SIM-initiated multi-stakeholder symposiums, payers and providers discussed ways
providers might accept more financial risks and show positive returns on investment (ROlIs).

* Challenges to implementing any VBP arrangements with providers included provider readiness
and capacity to take on more risk, competitive insurance markets, and balancing nationwide
priorities versus Colorado-specific priorities for national payers.

Under Colorado’s SIM Initiative, 319 primary care practices and four CMHCs engaged
in practice transformation to improve access to IBH and prepare for VBP (Table A-1). Over the
course of the SIM Initiative, Colorado opened the application process to primary care practices
in three waves, with a different cohort of practices selected to begin practice transformation in
each wave. By the end of the SIM award, Colorado had met 80 percent of its goal of enrolling
400 primary care practices into the transformation initiative.
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Table A-1.

Colorado’s delivery system and payment reforms

Delivery system Target Key accomplishments and Post-SIM Initiative
reform Activity population challenges sustainability
Primary care Cohort 1 100 primary care * Each practice identified ¢ Individual practices
transformation—  program practices (92 select practice might sustain practice
Integrating BH start and remained active transformation and IBH transformation
into primary care  end: March by March 2018). goals to pursue (e.g., using changes if they had
2016—March data-driven improvement, the staffing and
2018 providing prompt access to funding to do so.
care, establishing a patient— « Ppractices and payers
Cohort 2 156 primary care  team partnership), and reported that some
P practices (144 practices reported making providers might
start and remained active progress meeting those continue to receive
end: by the end of the goals. VBP and practice
September SIM Initiative). SIM-participating payers had transformation
2017—June no uniform VBP for engaging assistance from SIM-
2019 in SIM Initiative activities. participating payers.
Cohort 3 88 primary care For Cohort 3, the state
. enrolled fewer than the
Pz pract!ces (83. anticipated 150 practices.
start and remained active
end: June by the end of the State officials suggested the
2018—June SIM Initiative). under-enrollment could be
2019 due to “reform fatigue” and
the fact that practices had
only one year to enact
transformation.
CMHCs— Bidirectional Four CMHCs: Each CMHC identified select ¢ Individual CMHCs
Integrating health home three partnered practice transformation and might sustain practice

primary care into
BH

pilot
Program
start and
end:
September
2016-June
2019

with an FQHC to
deliver primary
care and one
CMHC hired its
own PCPs.

IBH goals to pursue (e.g.,
using data-driven
improvement, providing
prompt access to care,
establishing a patient-team
partnership), and practices
reported making progress
meeting those goals.

There was no VBP from SIM-
participating payers for
engaging in SIM Initiative
activities.

transformation
changes if they could
arrange the staffing
and reimbursement
paths to do so.

Note: BH = behavioral health; CMHC = community mental health center; FQHC = Federally Qualified Health Center;
IBH = integrated behavioral health; PCP = primary care provider; SIM = State Innovation Model; VBP = value-

based payment.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.



Practice transformation model for primary care and community mental health centers

Since the February 2016 launch of Cohort 1 practices in Colorado’s primary care
practices transformation initiative, 760,992 Colorado residents became aftiliated with a SIM-
participating primary care practice, accounting for an estimated 14 percent of all Colorado
residents by July 2019 (U.S. Census Bureau, n.d.).2 Colorado reported it had reached 57 percent
of its target enrollment (target was 1,345,188 enrollees) in the primary care practice
transformation initiative. The number of Colorado residents attributed to the bidirectional CMHC
health home pilot was relatively small (5,886). Only four CMHCs participated, and the only
attributed patients were those with serious mental illness who the CMHC selected for
participation in the pilot. However, Colorado reported reaching 117.7 percent of its target
enrollment (5,000 enrollees) for its CMHC health home pilot.

Many providers in SIM-participating primary care practices and CMHCs reported
improvements in identification of behavioral health and physical health needs, care coordination
between primary care and behavioral health providers, and use of clinical and administrative data
to identify gaps in care. Some PCPs attributed improvements to practice facilitators who helped
practices self-assess gaps in care, and who also taught practices how to address those gaps. Other
PCPs expressed appreciation for practice transformation grants that enabled them to add
behavioral health clinicians or care coordinators. (See Section A.2.2, Enabling strategies to
support health care delivery transformation: Practice transformation for a detailed discussion of
practice facilitators and transformation grants.) Some CMHC providers described how the SIM
Initiative gave them focused time to change care delivery. For example, one CMHC provider
described using the SIM Initiative to improve

monitoring of depression screening rates, and as a
‘ ‘ So it’s broken down some

result, this provider’s CMHC was able to restructure )
. . partnerships throughout the
and expand care teams to increase screening. The .
state, which has been

state’s independent evaluation supported these unfortunate ... it definitely shook things
qualitative findings. Based on practice self- up right in the middle of the [SIM]
assessments, providers in all three cohorts of SIM- Initiative. And so, that has been

participating primary care practices reported higher somewhat challenging.”

levels of IBH after SIM Initiative participation —Colorado state official
(Colorado SIM Office, 2019, September 4).

Some CMHC providers believed CMHC efforts to improve IBH were undermined by
changes in the Medicaid program, however. In July 2018, Colorado’s Medicaid agency enacted
significant payment changes—under which seven Regional Accountable Entities (RAEs) became
responsible for managing both the physical and behavioral health care of Medicaid enrollees.

3 The estimate of 14 percent was derived by dividing the number of individuals enrolled in the IBH transformation
initiative by the state population of Colorado (5,436,519 individuals). The state population estimate was found in the
United States Census Bureau American Community Survey 5-Year Estimate 2013-2017.
https://factfinder.census.gov/faces/nav/jsf/pages/index.xhtml
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RAEs negotiated payment arrangements with physical health and behavioral health providers in
their area. As a result, some CMHCs were moved from capitated to FFS arrangements. At the
same, Medicaid allowed primary care practices to bill up to six behavioral health therapy
sessions within primary care. Providers in these CMHCs viewed the Medicaid changes as
detrimental to the integrated care arrangements they had established over time with primary care
practices. According to one state official, CMHC providers were concerned that some primary
care practices would perceive they no longer needed to collaborate with CMHCs because the
practices could use the new billing codes to provide patients with brief therapy sessions, and
would then only refer those patients with the most serious and chronic behavioral health
conditions to CMHC:s for treatment. The shift in referral patterns to CMHCs would, in turn,
result in more provider burn-out, because of the resulting disproportionately high-needs
population CMHCs would be required to serve. In addition, according to some CMHC providers,
capitated payment allowed CMHCs to pay for some IBH activities that would not be paid for
under FFS. Thus, moving away from capitation meant CMHCs either would no longer be able to
deliver those particular services, or would deliver the services but not receive payment for doing
SO.

By the end of the SIM Initiative, SIM-
participating PCPs were concerned about their ability ‘ ‘ We W?tho flgulre out ‘I:’h'cz
to sustain practice transformations they had made to ones [1BH models] work, an

) . . to stop the ones that don’t.”
integrate behavioral health because PCPs perceived
—Colorado payer

that payers were reluctant to pay for IBH. The SIM 4
representative

Initiative payment model for SIM-participating
practices was unique; each participating payer was

responsible for determining which services, and which members of a practice’s patient panel,
would be covered by a VBP (see Exhibit A-5 for details). PCPs expressed frustration throughout
the SIM Initiative, because they believed they were not being adequately reimbursed by SIM-
participating payers for their services. Many practices had expected to learn the skills needed to
negotiate with payers for alternative payment models (APMs) for IBH. However, many PCPs
reported challenges obtaining adequate and accurate enough utilization, cost, and quality data
from electronic health records (EHRs) and claims data to show a positive ROI—as measured by
the impact IBH had on patients’ clinical outcomes and total costs of care. Without this
information, practices could not make an effective “business case” to payers for continued VBP
for IBH. To address this challenge, state officials provided several data analysis tools and
feedback reports, but the tools were not widely used (see Section A.2.2, Enabling strategies to
support health care delivery transformation: Health information technology and data analytics
for more details). The SIM Initiative Office also developed and widely disseminated a training
on effective use of clinical and financial data to show the ROI for IBH, and how to negotiate new
reimbursement models with payers. However, state officials had only anecdotal evidence on the
extent to which practices actually reviewed and used the SIM training materials. Moreover, both



payer representatives and state officials observed that practices approached IBH in many
different ways. While state officials viewed this diversity of approaches as appropriate (as there
was no one IBH model that would immediately fit all practices), many different models turned
out to be a barrier to payers’ ability to identify “successful” IBH activities payers would be
willing to reimburse.

Exhibit A-5. Colorado gave SIM—participating payers flexibility to design a value-based
payment for SIM—participating practices

PAYERS

6 commercial payers Medicaid

PRACTICES

- Payers agreed to support SIM-participating primary care practices with a
VBP, either a new reimbursement for SIM Initiative participation or a VBP that
the payer already had in place with a practice (e.g., a CPC+ payment).

- Each payer was responsible for determining which SIM Initiative practices
it would support with a VBP.

- Each payer could select a portion of the practice’s patient panel that
would be considered in a VBP arrangement.

- Payers were responsible for negotiating the structure of these payments
with each individual practice.

- All SIM-participating practices were supported by at least one
SIM-participating payer.

Notes: Medicare was not a participating SIM Initiative payer in this practice transformation initiative.
CPC+ = Comprehensive Primary Care Plus; SIM = State Innovation Model; VBP = value-based payment.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

A-12



Value-based payment strategy and payment reform

Colorado took a multi-pronged approach to promoting VBP among SIM practices; and
though VBP adoption was slow under the SIM Initiative, state officials perceived their approach
as the right strategy. Colorado focused on: (1) building payer commitment to moving away from
FFS and advancing at least one level in the Health Care Payment Learning and Action
(HCPLAN) framework over the course of the SIM Initiative; (2) granting flexibility for
participating payers to design IBH payment arrangements with their chosen SIM Initiative
practices; (3) providing practice transformation

support to help practices evolve into the kind of
organizations that were fully prepared to enter into ‘ ‘

BP; 4 h ti rtantly, 1 i
VB 2'1n$1 (4) perhaps most impo a'm Y, leveraging a | think practices are more
pre-existing payer forum (the Multi-Payer ready for value-based purchasing as a
Collaborative) and funding implementation of Multi- result of SIM.”

... It’s really jumpstarted
payment reform in Colorado.

Stakeholder Symposiums (MSSs), to engage in —Colorado state official

discussions around VBP adoption, IBH, and quality
measure alignment. State officials believed this
approach ensured commercial payer participation in moving towards VBP. Indeed, by the
conclusion of the SIM Initiative, state officials reported that SIM-participating payers reported
that each payer had moved some practices (though not necessarily SIM Initiative practices) up at
least one level in the HCPLAN framework.

State officials maintained throughout that their gradual strategy was the right approach,
even though the state acknowledged that payers’ and practices’ VBP adoption was slower than
officials had hoped. Some state officials and providers noted that having multiple payers with
different payment models was hard for practices to manage. In addition, practices struggled to
measure impact and manage care delivery effectively when there was no payer alignment in IBH
VBP expectations and requirements.

At the start of the SIM Initiative, some

participating payers noted that primary care practices A lot of what’s been done
were often unfamiliar with risk arrangements—not [has] been preparing
sure if they were even in a VBP or how to use data to practices for the

conversations that they need to have
with payers about how they can change
what they’re doing to move into a new
noted both practice- and payer-related challenges to alternative payment model."

implementing VBP. Practice challenges included

target and manage populations to change patients’
utilization of health services. Payers and state officials

. ) ) —Colorado state official
capacity to take on more risk, particularly for small

practices with low patient volumes and little excess
capital to implement transformation activities that supported VBP. Payer challenges were
market-related including competitive market environments that payers reported led to
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de-prioritization of VBP in lieu of other activities that might capture greater market share, and
the need for national payers to balance nationwide priorities with Colorado-specific requests to
implement VBP specifically for IBH.

To help improve understanding, state officials convened MSS forums about three times
per year, where representative of SIM-participating payers, Primary care practices, and CMHCs
came together to discuss issues around VBP and IBH. Many payers and PCPs reported that the
MSSs were instrumental in helping build trust, communicate expectations for performance, share
experiences, debate different approaches to supporting VBP and IBH; and in coming to
agreement on key principles like the value of quality measure alignment across payers (Colorado
SIM Office, 2019, April). CHMC providers, as discussed below, found the MSS forums less
satisfactory.

State officials, payers, and providers all
acknowledged that early MSS meetings were ‘ ‘

contentious, with providers often venting frustration

There are many, many,
many, many more practices
engaged than there have
about IBH payment rates or lack thereof. As time went  ever been, and there’s an actual payer
on, however, PCPs and payers expressed positive collaborative that’s focused squarely

reactions to the forums. One PCP noted that hearing onSIM ... So to me, the change in the
culture, that increase in awareness,

wherever it happens, programmatically

or financially, is the single most
engage in an honest dialogue about what delivering important thing.”

the payer perspectives were helpful, because high-
level payer executives and providers were able to

IBH really cost practices. Another provider —Colorado payer
appreciated that payers were interested in discussing representative
measure alignment and how to better negotiate VBPs.

Payers, as a group, demonstrated their support for the
MSSs and commitment to these forums; and agreed to fund two more MSS after the SIM
Initiative ended.

CMHC providers, in contrast, continued to express concern about lack of effective VBP
reform for behavioral health providers. CMHC providers reported using the SIM Initiative to try
and quantify the value of IBH from a behavioral health provider’s perspective (TriWest, n.d.),
but expressed: (1) frustration that behavioral health providers lagged well behind PCPs in having
meaningful conversations with payers about how to show value; and (2) a desire to be given the
same opportunities as PCPs to engage payers in VBP discussions. State officials brought up that,
since Medicaid was the primary payer for SIM-participating CMHCs, Medicaid would need to
be a critical player in those discussions. An issue complicating the whole discussion was that the
Colorado Medicaid program was concurrently undergoing its own significant changes in how
CMHCs were reimbursed through the RAEs. As a result, state officials believed the timing was
not ideal for further CMHC provider discussions on the behavioral health VBP issue.
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The impact of the SIM Initiative on commercial payer premiums overall was unclear.
Some commercial payers believed the SIM Initiative had no impact on the premiums charged in
the state; others reported they did not know whether the SIM Initiative had an impact.

Despite the challenges voiced on all sides, many payer representatives expressed the view
that many providers might be better able to meet and often exceed expectations in implementing
VBP if payers could tailor the VBP requirements and expectations to a practice’s own
circumstances. For example, requirements could be tailored based on patient panel size, the rural
nature of a practice, or lack of EHRs or other health IT support to support care management.
Some payers explored creative solutions to address the challenge—Tlike using risk pools,
whereby payers would pool small practices together to achieve the critical patient volume needed
for a successful VBP.

State officials and payer representatives
believed that more providers did move into risk-based ‘ ‘

models over the course of the SIM Initiative.

| don’t think we’re quite at
getting rid of fee for service,
but definitely eventually

However, many state officials reported that we’re getting in that direction, moving
Colorado’s goal of increasing access to integrated in that direction slowly.”

physical and behavioral health care services in —Colorado payer
coordinated community systems with VBP for 80 representative

percent of state residents was perhaps too aspirational.
While progress was made, the state could not easily
measure whether the state had met the 80 percent goal. Even so, state officials and payers
thought Colorado would be close to the 80 percent goal if CPC+, Colorado’s Medicaid rollout of
anew APM for Medicaid primary care practices, and increasing use of VBP among commercial
payers were included.

Anecdotally, state officials reported that all SIM-participating payers had begun working
with practices to take on more risk (e.g., moving more practices into Learning and Action
Network Category 3 payments). Indeed, many payers themselves acknowledged moving to
stronger risk sharing arrangements as the logical next step in provider payment. However,
obtaining detailed data on VBP implementation from payers to assess the strength of any
movement forward on VBP remained elusive. Despite spending significant time discussing data
needs, state officials said payers (particularly large national payers) often could not report high-
quality data on the number of covered lives in Colorado under different VBP arrangements.
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A.2.2

Enabling strategies to support health care delivery transformation

Key Results

According to providers, practice facilitators and clinical health information technology advisors
(CHITAs) were helpful in integrating behavioral health and physical health care. Collaborative
learning and e-learning opportunities helped providers share best practices, identify lessons
learned, and transform their workforces.

Major challenges to providers’ behavioral health integration efforts included workforce
shortages and inadequate information sharing between primary care and behavioral health
providers.

Although the Stratus tool was designed to aggregate data and provide feedback, the tool did
not always provide accurate, timely data—limiting its utility for primary care practices.

Although time- and resource-intensive, the piloted eCQM tool showed promise in aligning
practices’ quality measures and reducing their reporting burden.

Practice transformation

SIM practice transformation efforts focused on helping primary care practices and the

four bi-directional health home CMHCs implement practice change to integrate physical health
and behavioral health, successfully engage in VBP, and align practice activities with other
delivery system reforms—including the Medicare Access and CHIP Reauthorization Act of 2015
(MACRA) Quality Payment Program. Colorado’s SIM Initiative relied on two types of practice
transformation staff—practice facilitators (or coaches) and clinical health information technical
advisors (CHITASs) (Table A-2). Practice facilitators and CHITAs met regularly with primary
care practices and bi-directional health home CMHCs to help them implement practice change.
By the end of Colorado’s SIM Initiative, state officials, payers, providers, and other stakeholders
agreed that most SIM-supported practice transformation assistance was beneficial to both PCPs
and CMHC providers.
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Table A-2.

Colorado’s practice transformation strategies

Target Post-SIM Initiative
Activity population Key accomplishments and challenges sustainability
Practice SIM- Practice facilitators delivered a wide array The number of practices
facilitator, participating of practice transformation assistance, planning to use practice

provided by a
PTO

CHITA

Practice
transformation
small grants

primary care
practices and
bi-directional
health home
CMHCs

SIM-
participating
primary care
practices and
bi-directional
health home
CMHCs

SIM-
participating
primary care
practices

including helping practices meet 11
transformation milestones (e.g., using
data-driven improvement, providing
prompt access to care, establishing a
patient-team partnership).

Practice facilitators and their associated
PTOs shared lessons learned through
SIM-sponsored trainings and office hours.

Some payers and Medicaid RAEs provided
additional practice facilitation. Some
practices viewed facilitation as extremely
time-consuming, and in some cases,
duplicative.

CHITAs provided support in reporting
quality measures and using cost,
utilization, and quality data to improve
care processes.

Because over 40 EHRs were used across
participating practices, CHITAs were not
always adept at offering practices
comprehensive health IT solutions.

Negotiating EHR changes with vendors
was often cost-prohibitive or not
operationally feasible, because EHR
vendors were unwilling to make changes
for a relatively small number of CO
practices.

Funds were used as one-time investments
to upgrade practice technology, train staff
to better coordinate with and refer to BH
providers, support family and patient
engagement, and seed fund BH clinicians’
salaries.

facilitators’ tools to
continue with
transformation was
unknown.

Some payers offered
practice facilitation, and
would continue to offer
the service, though the
service might be less
comprehensive
compared to the SIM-
funded facilitation.

The number of practices
planning to leverage
data and leverage tools
learned from CHITAs
was unknown.

SIM-funded grants
ended July 31, 2019.

Not all practices
identified other funding
sources to continue
investments pursued
with small grants (e.g.,
some practices could
not sustain BH
providers’ salaries).

Note: BH = behavioral health; CHITA = clinical health information technology advisor; CMHC = community mental
health center; CO = Colorado; EHR = electronic health record; health IT = health information technology;
PTO = Practice Transformation Organization; RAE = Regional Accountable Entity; SIM = State Innovation Model.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.
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State officials and payers reported that
SIM Initiative practice transformation milestones
helped practices identify where to focus practice
change, though some practices saw the
milestones as not targeted enough to fully
support behavioral health integration. The SIM
Initiative adapted the Bodenheimer’s 10 Building
Blocks of High-Performing Primary Care
(Exhibit A-6) to provide participating practices
and CMHCs with a set of practice transformation
goals and milestones to achieve over the award
period. Milestones were also developed to help
align with CPC+, to better align delivery system
reform activities within the state. Practices
collaborated with their practice facilitators to
plan a course of action to meet milestones,
undertake select practice transformation
activities, and assess progress in meeting SIM
Initiative milestones.

The SIM Initiative revised its program to
give practices in Cohorts 2 and 3 small incentive
payments for milestone achievement, and shared
practices’ progress directly with payers. Payers
and state officials viewed the SIM Initiative

Exhibit A-6.

The SIM Initiative’s
building blocks for practice
transformation

ok wnN

10.

Engaged leadership that supports
integration and change

Use of data to drive change
Practice empanelment

Use of team-based care

Building partnerships with patients

Risk stratification of a patient panel and
active management of the population
using data

Screening for behavioral health and
substance use disorders and linking
primary care to behavioral health and
social services

Providing prompt access to care, including
behavioral health care

Providing comprehensive care
coordination for primary/behavioral
health care

Providing fully integrated behavioral care
to provide whole-person care

Note: SIM = State Innovation Model.

milestones as an important guiding framework for transformation and as a key tool for assessing

if practices were actively engaging in SIM Initiative activities. However, providers in some

practices, including one CMHC, described the milestones as too narrowly focused on physical
health to account sufficiently for both mental and physical health transformation progress.

Throughout the SIM Initiative, practice
facilitators provided practices with technical

assistance (TA) to meet transformation milestones and

address challenges integrating behavioral health or
primary care into the practice. The TA was broad,
stretching from providing guidance on practice

communications and patient flow to helping practices

obtain NCQA patient-centered medical home

certification. Many PCPs and some payers noted that

the TA had helped primary care practices use their

... we've tended to go into

practices with a much more

of an open slate of here’s
kind of generally what we’re trying to
accomplish. And trying to help
practices find their own path.”

—Colorado practice transformation
organization representative

clinical data more effectively to negotiate payments with payers. Over the course of the SIM
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Initiative, many PCPs shared positive feedback about
their practice facilitators. Even among the CMHCs
that were newer to the practice facilitation process,
practice facilitators were seen as a valuable resource in
helping address the challenges of integrating primary
care into their offices.

Providers and state officials offered mixed
feedback about the effectiveness of CHITAs in
working with SIM- participating practices (including
CMHC:s) to transform health IT systems to meet IBH
needs and generate the data needed for VBP (e.g.,
working with practices to generate quality measures
from their EHRs). Some providers and state officials
shared that the effectiveness of CHITA support varied
based on practices’ needs and the skill-level of the
individual CHITA. Some practices worked with
CHITAs that were familiar with their EHRs and able
to assist the practice in accessing useful clinical and

... [our CHITA] that’s helping

us with the SIM project

comes through and has
taught us how to use our EHR to pull all

the reports. So whatever we're
interested in, we just pull them.”

—Colorado primary care provider
focus group participant

... [the CHITA] wasn’t
pertinent for us. They want
to help [our practice] kind of

with an issue that we’ve been working
on for 12 years and it’s just never, it’s
something that has big barriers that
they couldn’t solve that no one could
really solve.”

—Colorado CMHC provider

quality data in the EHR. But some providers and state officials described CHITAs that were not
knowledgeable about a practice’s EHR or had only basic health IT support to offer.

SIM-participating practices used about 40
different EHR vendors, which made it challenging for
CHITAs to become expert in all EHRs. The large
number of EHR vendors also increased the difficulty
CHITAs faced in negotiating changes with vendors—
when data outputs or reports needed to be customized
to meet SIM Initiative practice transformation needs.
Several providers observed, though, CHITAs became
more adept at helping that practice create efficient and
practical health IT improvements that produced useful
and timely clinical data.

... not every CHITA ... but, in

general, | think [the supports

the CHITAs offer] while

[practices are] trying to
make those changes has been

something that has been incredibly
important."

—Colorado state official

Recognizing that capital investment was needed to transform care, Colorado’s SIM

Initiative implemented practice transformation small grants. The state combined $3 million from
the Colorado Health Foundation with $640,000 in SIM Initiative funding—to offer one-time
funds, through a competitive process, to 107 practices across the three primary care practice
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cohorts.* Providers consistently described the practice transformation small grants program as
beneficial. Funds were used to start or enhance transformation efforts both tangible (hiring new
staff) and intangible (initiating trainings to change practice culture to support IBH). Over the
course of the SIM Initiative, practices most frequently used the small grants funding to hire
behavioral health providers, in the hope that the behavioral health providers would generate
enough revenue over time, through reimbursed services, to self-fund their positions after the
grant ended. Other practices hired staff to help with non-reimbursable services, such as care
coordination and patient data review and screenings. Grant funds were also used for practice
renovations to accommodate new staff, technology enhancements, and staff trainings.

The quantitative impact analysis found that For more information, see Table A-8

practice facilitation and clinical health IT support to in the Addendum at the end of this
help practices meet practice transformation milestones | chapter. For full results describing the
was associated with favorable changes in spending and ~ |impact of Colorado’s integrated
utilization for Medicaid and Medicare beneficiaries and | Pehavioral health model on Medicaid
. .. and Medicare beneficiaries’ and

commercial plan members receiving care at SIM- _ ) _

L. . . . commercial plan members’ spending,
participating primary care practices (Exhibit A-7). The | oo+ on, and quality, see Appendix
goals of improving IBH were to slow total spending A-1.

growth, increase behavioral health—specific spending,
slow use of high-cost services such inpatient admissions and ED visits, and improve quality of
care for all patients, not just those with a diagnosed behavioral health condition. Efforts to
improve behavioral health integration appear to have achieved some of these goals. Total
spending per person per month (PPPM) decreased among Medicaid beneficiaries attributed to
IBH practices and increased in the comparison group, leading to a relative decrease for Medicaid
beneficiaries during the first two years of IBH implementation (-$26.43 PPPM). For commercial
plan members, total spending PPPM increased for both the SIM-participating group and the
comparison group but increased less for the SIM-participating group (-$40.40 PPPM).
Behavioral health—related spending PPPM increased for both SIM-participating Medicaid
beneficiaries and comparison beneficiaries but increased slightly more for SIM-participating
Medicaid beneficiaries ($1.15 PPPM). For Medicare beneficiaries, behavioral health—-related
spending PPPM increased among SIM-participating Medicare beneficiaries and remained almost
unchanged in the comparison group, leading to a relative increase for SIM-participating
Medicare beneficiaries during the first two years of IBH implementation ($1.26 PPPM). The
finding of lower total spending PPPM for SIM-participating members relative to the comparison

4 For Cohorts 2 and 3 of the SIM-participating PCPs, the Colorado SIM Initiative restructured small grants to be
solely funded by the Colorado Health Foundation (CHF) and not by federal SIM funding. This restructuring
removed federal restrictions on how practices could use small grants, making it easier for Cohort 2 and 3 practices to
applying funding to areas of greatest need. For example, PCPs could use small grants to pay for behavioral health
provider salaries, which they could not do if the small grants were funded with federal SIM funding.
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group was also observed in the subgroup of Medicaid and commercially insured patients
diagnosed with a behavioral health condition.
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Exhibit A-7. Colorado’s integrated behavioral health model had favorable impacts on
spending and hospital service use, and unfavorable impacts on primary care

provider visits in its first two years

COLORADO IBH

Medicaid Medicare Commercial
.ﬁ ) Soendi [¥ Total spending [ Total spending [ Total spending
endin : :
1,185,151 pencing ZEESaSL?GEf PBPM rnngin:s :maller
Medicaid
beneficiaries [V BH-related total ¥ BH-related total [X] BH-related total
591,811 Medicare spending PBPM: spending PBPM: spending PMPM:
beneficiaries Larger increase Larger increase Smaller increase
1,653,766 [ Inpatient [ Inpatient [V Inpatient
commercial plan | ytilization admissions: admissions admissions:
members 2 Larger decrease Larger decrease
) ’ [ ED visits ™ EDvisits: [ EDvisits
Smaller increase
[] PCP visits PCP visits: [X] PCP visits:
Smaller increase Larger decrease

E Favorable, statistically significant [ Unfavorable, statistically significant [ ] Not statistically different

Notes: Changes are relative to a comparison group.

BH = behavioral health; CO = Colorado; ED = emergency department; IBH = integrated behavioral health;
PBPM = per beneficiary per month; PCP = primary care provider; PMPM = per member per month.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided
through CO’s all-payer claims database, administered by the Center for Improving Value in Health Care.
Supplemental Medicaid data on behavioral health—related visits, hospitalizations, and ED visits were provided
by the CO Department of Health Care Policy and Financing. Information about which beneficiaries were
attributed to SIM primary care providers was provided by the CO SIM office. See Appendix A-1 for more
details.

Trends in utilization also aligned with expectations. Inpatient admissions decreased for
SIM-participating Medicaid beneficiaries and commercial plan members and increased for the
respective comparison groups, leading to relative decreases in inpatient admissions for the SIM-
participating groups (-10.75 admissions per 1,000 Medicaid beneficiaries; -8.66 admissions per
1,000 commercial plan members). The same result of fewer inpatient admissions among SIM-
participating members relative to the comparison group was also found in the subgroup of
Medicaid and commercially insured members with a behavioral health condition. While ED
visits increased for both the SIM-participating Medicare beneficiaries and comparison
beneficiaries, they increased less for SIM-participating beneficiaries (-22.13 visits per 1,000
beneficiaries). Among the subgroup of patients with a behavioral health condition, ED visit
findings were favorable. ED visits decreased for SIM-participating Medicaid beneficiaries and

A-22



commercial plan members and comparison beneficiaries but decreased more for SIM-
participating members.

Primary care provider visit findings did not align with expectations. Visits increased for
both the SIM-participating Medicare beneficiaries and comparison beneficiaries but increased
less for Medicare beneficiaries (-231.76 visits per 1,000 beneficiaries). Primary care provider
visits did not change for Medicaid beneficiaries relative to the comparison group. For
commercial plan members, primary care visits remained almost unchanged among the SIM-
participating group but increased in the comparison group, leading to a relative decrease in the
SIM-participating group (-214.60 visits per 1,000 members). Less reliance on in-person primary
care may have been a result of increased focus on alternative modes of communication between
patients and providers (e.g., use of a patient portal or email consults) to meet the SIM Initiative
practice transformation milestone for prompt access to care transformation.

Claims-based metrics of quality of care, specifically related to behavioral health care,
were limited to follow-up after a mental illness—related hospitalization. Results indicate some
favorable changes in follow-up visit rates for commercial plan members and Medicaid
beneficiaries. Because SIM-participating practices focused on improving quality measures
derived from health records, one claims-based measure will inevitably under-estimate the extent
of quality improvement efforts undertaken by SIM practices or their successes in meeting quality
targets (see Table A-8 in the Addendum at end of this chapter; for all results on beneficiary-level
effects of Colorado’s IBH model for primary care practices, please see Appendix A-1I).

Payers and select provider groups might sustain some practice facilitation support after
the SIM Initiative ended. Numerous entities in Colorado—including payers, Medicaid RAEs,
and other reform initiatives (such as accountable care organizations and independent physician
associations)—offered providers in-person practice transformation assistance separate from the
SIM Initiative. As a result, some SIM-participating practices had multiple practice facilitators
(e.g., a SIM-funded facilitator plus a payer-funded facilitator). Because of this non-SIM funded
facilitation, some SIM-participating practices expected to continue receiving practice
transformation support after the SIM award period.

Workforce development

The goal of Colorado’s SIM Initiative practice education efforts was to ensure that both
primary care and behavioral health providers had the training and tools to work together in a
team-based, coordinated care environment (7Table A-3).

Providers viewed Colorado’s SIM learning collaboratives and e-learning as informative,
but sometimes too basic to meet their needs. As of May 2019, 800 people had accessed an
e-learning module session (Colorado SIM Office, 2019, July 31). Learning collaborative sessions
and e-learning modules covered a range of topics—such as depression, what integrated care was
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like for specific clinical populations, preventing burnout in primary care, and how to use clinical
and financial data to negotiate with payers. Many providers and some payers described the
learning collaborative meetings and e-learning modules as informative and a high-quality
learning opportunity—particularly when sessions or modules covered topics relevant to a
practice’s challenges or area of desired transformation. Other providers highlighted that topics
were often too basic or did not provide new information. These practices either did not attend the
meetings and e-learning sessions or sent their lower-level staff.

Table A-3. Colorado’s workforce development strategies
Target Post-SIM Initiative
Activity population Key accomplishments and challenges sustainability
Learning SIM- Offered 14 practical learning and discussions Videos and materials

collaboratives

e-Learning
modules

Integrated BH
Training
Bundle (funded
in partnership
with the Office
of Behavioral
Health)

participating
primary care
practices and
CMHCs

SIM-
participating
primary care
practices and
providers
statewide,
including BH
providers

BH providers
in the state
that were
interested in
working in
integrated
environments

across SIM-participating practices and CMHCs
and their staff on BH integration topics, such
as billing for BH services, telehealth, and
negotiating VBP with payers.

Some topics were too basic or did not offer
enough concrete guidance for specific
providers, such as FQHCs.

The Colorado Department of Public Health
and Environment, the UCDFM, and the Office
of Behavioral Health created 21 e-learning
modules and distributed them online.

A total of 672 people completed at least one
e-learning module (as of July 2019).

Some modules provided physicians with
Continuing Medical Education credits.

The curriculum was developed to train BH
providers to work collaboratively in an
integrated practice setting.

Since its launch in November 2018, more than
225 providers had received an IBH Training
Bundle certificate of completion, as of July
2019.

Demonstrating the value-added of this
certificate to payers would be an ongoing
challenge.

would be stored on
the University of
Colorado’s School of
Medicine’s
Department of
Family Medicine
website.

Modules would be
housed on the
UCDFM website.

The Office of
Behavioral Health
would continue to
house components
of the certificate
program, subject to
available funding.

Note: BH = behavioral health; CMHC = community mental health center; FQHC = Federally Qualified Health Center;
IBH = integrated behavioral health; PCP = primary care provider; SIM = State Innovation Model;
UCDFM = University of Colorado Department of Family Medicine; VBP = value-based payment.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

Throughout Colorado’s SIM Initiative, stakeholders continually described the challenge
posed by behavioral health workforce shortages, particularly in rural areas, where practices
found it incredibly challenging to recruit behavioral health providers. Although psychiatrists

A-24



were most often cited as the key shortage, practices also had trouble hiring behavioral health
providers like licensed social workers. Even when practices could hire behavioral health staff,
practices waited months to get behavioral health providers credentialed” with payers, because the
credentialing process was slow. Providers also highlighted that the behavioral health workforce
shortage was exacerbated by the fact that not all behavioral health providers worked well in an
integrated practice setting. Without an available workforce trained to practice in integrated care
settings, many practices found themselves unable to integrate behavioral health in the way they
had envisioned when starting the SIM Initiative. To try and bridge the workforce gaps, Colorado
developed the Integrated Behavioral Health Training Bundle. This program was developed in
2015 and launched in November 2018 as a series of trainings around eight core competencies for
behavioral health providers working in primary care settings. The IBH Training Bundle was
offered through numerous symposium and clinical provider fellowship programs, and then
expanded to include a certificate of completion for participants who completed the training. The
Office of Behavioral Health would continue to house components of the certificate program if
funding was available.

Health information technology and data analytics

At the start of the SIM Initiative, state officials spent considerable time developing a
health IT roadmap and a set of meaningful, potentially sustainable health IT use cases to advance
health IT within clinical providers’ care delivery reforms. By the end of the award, Colorado and
its SIM Initiative partners had implemented several activities to help practices leverage health IT
to transform care (Table A-4). To implement some of these activities, Colorado was able to
leverage a functional health information exchange (HIE) that pre-dated the SIM Initiative.

Table A-4. Colorado’s health information technology strategies
Activity Target Key accomplishments and challenges Post-SIM Initiative sustainability
SPLIT SIM Initiative < Initial tool lacked the functionality practices ¢ The UCDFM assumed SPLIT
practices and practice facilitators needed. ownership, with the intention
« An upgraded tool was launched in June 2018, of using it for other initiatives
but some practices and their practice as they arose.

facilitators still found the redesigned tool
challenging to use.

(continued)

3 Credentialing is the process whereby the clinical provider can bill a payer for a service rendered and receive
payment.
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Table A-4. Colorado’s health information technology strategies
Activity Target Key accomplishments and challenges Post-SIM Initiative sustainability
Stratus SIM Initiative All SIM-participating payers’ datawas ¢ The Multi-Payer Collaborative
practices included in the tool. would continue to fund
Payers were not always able to access to Stratus for SIM
provide accurate data in a timely practices that also
manner, limiting Stratus’ utility for participated in CPC+ practices
practices. through 2022, but only CPC+
Medicaid had extensive delays related claims would be
uploading data due to Medicaid data made available.
systems changes.
Negotiating licenses for all SIM
Initiative practices was a labor-
intensive process that initially delayed
Stratus use.
eCQM Targeted up to 200 Launched the solution in May 2018 * Colorado’s Office of eHealth
Reporting SIM practices with a contract for all three of Innovation would continue to
Solution Colorado’s HIEs, and 144 practice sites coordinate data governance
participated in the pilot. of the Solution.
Practices needed CHITAs’ help to * Colorado’s Medicaid agency
upload EHR data to the tool. requested funding in the
CO made significant progress state budget and through
transferring CQMs to the data HITECH/IAPD funding to use
platform and validating the data. the tool for Medicaid
practices.
Feedback SIM-participating Although some practices reported * With the conclusion of the
reports on practices and using the reports, many noted that SIM Initiative, reports would
costs and CMHCs reports were often considered not no longer be produced.
utilization timely enough to be useful.
for SIM-
attributed
patients
Telehealth/ Two health systems Initial efforts to invest in a BH » State officials expected
e-consults that applied for telehealth pilot were shifted to focus Medicaid to implement
funding to expand on e-consults to align with Medicaid’s reimbursement, expanding
e-consults among priorities. the use of e-consults over
specialty networks The e-consult pilot was short (six time.
months).
The SIM Initiative worked with
Medicaid on the policy needed to
open e-consult codes for provider
reimbursement.
Expanding 300 health care Broadband was expanded to 381 * This initiative was only
Broadband sites health care sites. partially SIM-funded.
services Expansion would continue

Broadband expansion took longer
than the state planned or expected.

after the SIM Initiative ended
using other funds.
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Table A-4. Colorado’s health information technology strategies (continued)

Note: BH = behavioral health; CHITA = clinical health information technology advisor; CMHC = community mental
health center; CO = Colorado; CPC+ = Comprehensive Primary Care Plus; CQM = clinical quality measure;
HIE = health information exchange; HITECH = Health Information Technology for Economic and Clinical Health
Act; IAPD = implementation Advanced Planning Document; SIM = State Innovation Model; SPLIT = Shared
Practice Learning and Improvement Tool; TA = technical assistance; UCDFM = University of Colorado Department
of Family Medicine.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

Stakeholders viewed the Shared Practice Learning and Improvement Tool (SPLIT)—a
tool to assist in monitoring transformation—as an innovative tool in concept, but hard to use and
often unhelpful. The SIM Initiative developed SPLIT very early, as a web-based tool to help
primary care practices and CMHC:s track their progress in meeting practice transformation
milestones.

PCPs said they found it challenging to retrieve the great vision [behind its

After SPLIT’s first year of operation, Cohort 1
‘ ‘ ... [the] SPLIT—there was a
submitted milestone data. In June 2018, the SIM development] that was very

Initiative re-designed the tool, but not all SIM- hard to accomplish over the course
participating practices and practice facilitators found time that was allocated ... .”
the re-designed tool any easier to use. State officials —Colorado state official

and providers described SPLIT as a one-time,
significant investment that could be used by other
federal or state initiatives to track practice transformation.

Payers and providers described Stratus—a }
‘ ‘ ... the underlying

web-based .pilatf.orm fo.r payers to .share pa.tlent-level understanding that you can’t
cost and utilization claims data with practices—as a really get your providers to go
valuable concept, but users found the tool itself where you need to stay if they have to

impractical and infrequently used. Stratus was work across five or six different sources

originally developed for practices participating in of truth. The notion behind Stratus is
good although it has been a struggle

CPC+ and adapted for SIM-participating practices. . ; -

. ) o o . getting providers to participate and use
From its creation, Stratus’ design inherently limited its it”

tility. SIM-participating payers submitted claims data

I P . P .g P y Y . ) —Colorado payer
only for those patients in a given practice who were in
a SIM-related VBP—mnot for patients covered by a
SIM payer but not in a VBP plan.® Practices found this partial snapshot of their patient panel
difficult to act on. Furthermore, due to a change in Medicaid’s claims data vendor, Medicaid

claims data were not available in Stratus from April 2017 through June 2018. Without Medicaid,

¢ Although Medicare was not a SIM-participating payer, Medicare data was made available in in Stratus for SIM
participating practices in June 2019, a month before the SIM Initiative ended.
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practices with a large number of Medicaid enrollees (e.g., Federally Qualified Health Centers,
CMHC:s, and pediatric practices) did not find Stratus useful for monitoring care delivery.
Moreover, payers did not submit to Stratus complete behavioral health cost and utilization data
out of confidentiality concerns;” without that behavioral health data, practices had an even less
complete picture of patients’ health care use. Providers acknowledged that practices often found
more utility in data from their own EHR or a payer’s data portal—an assessment with which
state officials and payers concurred. In 2018, the SIM Initiative Office formed a Stratus
workgroup, which conducted training webinars for providers and practice facilitators to help
them more effectively use and provide feedback about the platform.

The eCOM solution pilot—which automatically extracted nine clinical quality measures®
from 144 pilot practices’ EHRs and uploaded them into a central data warehouse that payers
could access (Colorado SIM Office, 2019, September 4)—was described by stakeholders as
potentially sustainable. Development of the eCQM solution pilot emerged out of Colorado’s
Health IT Roadmap? and an extensive, SIM-funded review of health IT use cases that aligned
with state-level health IT priorities. The pilot aimed to help practices participating in APMs to
automatically extract EHR data, develop clinical quality measures (CQMs) from that data, and
then report the CQMs to payers and to the SIM Initiative. State partners highlighted the
tremendous effort required to implement this pilot, particularly validating CQMs—which
involved confirming that data being pulled from practices’ EHRs was accurate. State officials
and payers highlighted the progress made in transferring CQMs from participating practices’
EHRs to the data platform and validating the data. State officials also described CHITAs as
critical in helping the practices participating in the pilot with the required electronic submission.

Given the promise of the eCQM tool to ease reporting for practices participating in
APMs, Colorado’s Office of eHealth Innovation (OeHI) was tasked with continuing to oversee
development and governance of the eCQM solution after the SIM Initiative. In addition, the
state’s Medicaid agency applied for additional federal Medicaid funding through Health
Information Technology for Economic and Clinical Health Act (HITECH) administrative funds
to support practices’ adoption and meaningful use of EHRs. If this funding could be secured,
Medicaid and OeHI together would develop a long-term strategy for use of the tool within
Medicaid. State officials reported they hoped OeHI would also engage commercial health plans
to onboard practices to use eCQM for VBP reporting.

742 Code of Federal Regulations (CFR) Part 2 is a federal confidentiality law enacted in the 1970s that prevents the
sharing of patient records and information associated with substance use treatment received from a federally assisted
program.

8 Nine eCQMs were selected for the pilot: body mass index, depression, maternal depression, adolescent obesity,
diabetes Alc measures, hypertension, tobacco use, developmental screening and asthma.

2 In November 2017, Colorado’s Office of eHealth Innovation released a Health IT Roadmap, or plan, that outlines
high-level initiatives that can be used to evaluate the direction of existing and future health IT projects within the
state.
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Electronic consults (e-consults)—a form of asynchronous, provider-to-provider
communication through a shared EHR, web-based platform, or email—became a new SIM focus
in October 2018. The shift aligned SIM Initiative activities with Colorado Medicaid’s interest in
building an e-consult program. The intent was to expand behavioral health access, particularly
among Colorado’s largely rural population. The changed focus to e-consults came only after
extensive information gathering by the SIM Initiative suggested that a telehealth project would
most likely be duplicative of other ongoing telehealth efforts in Colorado. Connecting PCPs with
specialists through e-consults would afford patient access to specialty care without the patient
having to meet face-to-face with a specialist. By the time the SIM Initiative Office decided to
fund an e-consult pilot, however, little time was left in the award period. Thus, the pilot was
purposefully short and focused primarily on program planning for the two health systems to
build an e-consult program for behavioral health care in rural or underserved regions.

Even with Colorado’s focus on data sharing through new health IT tools and innovative
pilots, the state had challenges addressing a key concern for behavioral health integration—
sharing substance use treatment data among providers. Colorado’s ability to address challenges
associated with substance use treatment data sharing among providers was limited. In particular,
SIM-participating PCPs frequently cited federal regulations guiding patient confidentiality on
substance use treatment (i.e., 42 Code of Federal Regulations [CFR] Part 2) as a major
impediment to sharing patient data between PCPs and behavioral health providers. Moreover,
some providers and state officials indicated that the confidentiality regulations were a significant
roadblock to transmitting patient health data to the state’s HIEs or transmitting data (electronic or
otherwise) among clinical providers. The state spent considerable effort convening exerts across
numerous state agencies to create recommendations for the Governor’s office on providing
guidance to clinical providers. As the SIM Initiative ended, efforts to clarify how providers could
share behavioral health data without violating confidentiality remained ongoing.

Quality measure alignment

State officials described the SIM Initiative as a catalyst for coordinating quality measure
alignment across payers and initiatives. By the end of the SIM Initiative, SIM-participating
payers had identified a standard set of 13 adult primary care quality metrics that SIM-
participating payers could use in future VBP or care delivery reform programs. Table A-5
presents the quality measure alignment strategies for Colorado.
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Table A-5. Colorado’s quality measure alignment strategies

Target Post-SIM Initiative

Activity population Key accomplishments and challenges sustainability
Alignment of Clinical * Held ongoing discussions with payers in the Multi- e Alignment of
clinical providers Payer Collaborative to align measures across SIM clinical quality
quality statewide Initiative and other reform and payment initiatives. measures across
measures + Identified 13 quality metrics for adult primary care initiatives might
across that could be used by payers. continue as part
initiatives e Payers could not commit to using only those 13 of other CO

measures in their respective VBP or care delivery 'pe’y'mfznt fEfenim
initiatives.

programs.

*  Payers could not resolve the issue of practices’
grappling with disparate requirements for reporting

quality measures.

Note: CO = Colorado; SIM = State Innovation Model; VBP = value-based payment.

Sources: Federal Evaluation Team review of interviews, transcripts, and state documents.

Early in Colorado’s SIM Initiative, state officials recognized the importance of aligning
quality measures across payers to reduce practice reporting burden. Multiple reform initiatives

existed in Colorado, including CPC+, the
Transforming Clinical Practice Initiative, and other
payer-driven APMs—each of which had a unique set
of clinical quality measures practices were required to
report on and meet as part of their participation. The
SIM Initiative convened payers in the Multi-Payer
Collaborative to discuss quality measure alignment.
Through discussions at the Multi-Payer Collaborative,
commercial payers and Medicaid developed a list of
standardized adult primary care measures but did not
commit to using this list in their programs for several
reasons. First, payers were reluctant to change their
existing quality reporting programs which were

| think we probably have

been somewhat stagnant in

our progress in the last year
in terms of [quality measure alignment]
... At the end of [our discussions] what
we have is a list of 12 [sic] priority
measures that may be used [by payers]
in addition to other [payer-specific]
measures that might also be used.
Those are two different things.”

—Colorado state official

designed before the SIM Initiative began. Second, payers with national markets were averse to
revising quality measures just for the Colorado market. Third, commercial payers were reluctant

to make changes to their quality measures just to align with Medicaid or Medicare measure
specifications. Payer reluctance to make changes to their quality reporting programs led a few
state officials to see alignment efforts as unsuccessful. However, one state official observed that

even talking about measure alignment with payers was a “small win.”
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A.2.3 Population health

Key Results

* To address patients’ behavioral and social needs, Regional Health Connectors connected
clinical providers with community resources.

* To address mental health stigma and improve behavioral health treatment, Colorado
supported local public agencies (LPHAs) and the BHTCs of school districts and mental health
providers.

* Sustainability of population health activities depended on partner organizations securing non-
SIM resources.

Colorado’s goals for population health were to engage communities to reduce stigma
around behavioral health; promote coordination of behavioral health surveillance, identification,
and treatment within local health systems; and remove barriers to accessing care. Supported by
multiple community investments (7able A-6), Regional Health Connectors, LPHAs, and BHTCs
established partnerships and referral systems to carry out activities that enhanced community
capacity to address behavioral health challenges (Exhibit A-8).

Exhibit A-8. Colorado funded three population health initiatives to reduce behavioral
health stigma, coordinate treatment, and remove barriers to behavioral
health care

SIM-funded
entities Reduce stigma
@ . regarding BH

21 Regional 8 Local
Health PHAs
Connectors

2BH Remove barriers
Transformation to BH care

Committees

Coordinate BH
surveillance,

identification,
and treatment

SIM
population
health

Note: BH = behavioral health; PHA = public health agency; SIM = State Innovation Model.
Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.
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Table A-6.

Colorado’s population health activities

Post-SIM Initiative

Activity Target population Key accomplishments and challenges sustainability
The Regional Clinical providers, The SIM Initiative funded 21 Regional Retention of
Health Connector community-based Health Connector positions Regional Health
program, organizations, Established or strengthened more than Connector positions
including local governments, 3,000 local partnerships that resulted in depended on host

creation of one

Veteran Health
Connector in
northeast CO

Statewide call to
action

Suicide
prevention,
stigma reduction,
and general BH
promotion
efforts led by
LPHA grantees

and other multi-
sector groups

Veterans and local
organizations
serving veterans

Male (boys and
men) CO residents

Adolescents, men
and boys,
community
members in LPHA
communities

projects such as helping to establish
health clinics, non-emergency
transportation, and referral networks
between clinical providers and
community-based agencies.

Difficulty showing the value of these
connections to payers or other funders.

The Population Health Workgroup
created a set of recommendations to
improve BH disorder awareness,
prevention, and treatment for boys and
men.

Tri-County Health Department’s Let’s
Talk Colorado messaging campaign was
revamped to align with Call-to-Action.

The SIM Initiative funded eight LPHAs.

LPHAs implemented many projects
tailored to local priorities, for example,
scaling the “Let’s Talk” campaign'’ for
men and boys; data-sharing systems for
agencies involved in suicide prevention;
training local media on how to report

on suicide.

LPHAs established new partnerships
with local community service
organizations in the process of
implementing the funded projects.
LPHAs noted that building
relationships, common understanding
across partners, and a collective vision
for solutions takes significant time.

organization
investment; five of
21 organizations
hosting Regional
Health Connectors
committed to
funding the
positions for one
year after the SIM
Initiative ended.

The activities and
recommendations in
the workgroup
report were
designed to be
incorporated into
partner agencies’
work beyond the
SIM Initiative.

One SIM-funded
position previously
housed in Colorado
Department of
Public Health and
Environment to
coordinate suicide
prevention efforts
statewide would be
added to the
Department’s
budget.

Depended on

availability of other
grants.

10 The Let’s Talk campaign aimed to raise awareness of mental health concerns.
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Table A-6. Colorado’s population health activities (continued)

Post-SIM Initiative

Activity Target population Key accomplishments and challenges sustainability
BHTCs Public school e The SIM Initiative funded two BHTCs. *  Continuation of
studentsin Aurora «  QOne BHTC implemented a BH activities depended
and Larimer awareness curriculum in Aurora public on availability of
Counties middle and high schools. non-SIM grants, but

e In Larimer County, the second BHTC, at least one BHTC

Child, Adolescent, and Young Adult partner planned to
Connections Team, coordinated retain that program.
screening and service referral for

students and their families.

Note: BH = behavioral health; BHTC = Behavioral Health Transformation Collaborative; CO = Colorado; LPHA = local
public health agency; SIM = State Innovation Model.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

The Regional Health Connectors constituted a key workforce program the SIM Initiative
introduced to strengthen the health system’s ability to address the social determinants of health in
the state. The program was designed in recognition that medical providers often lacked the time
and resources to address social factors, even factors with immediate impact on their patients’
health. Starting in 2016, the 21 Regional Health Connectors deployed across the state had
established and strengthened nearly 3,000 (Colorado Health Institute, n.d.) partnerships among
medical and behavioral health providers, community-based organizations, and local government
agencies by the end of the SIM Initiative. Community partners shared anecdotal accounts that the
Regional Health Connectors had some success in improving clinical-community linkages.
Results from three state-funded evaluations suggested that local organizations recognized the
value in the connections the Regional Health Connectors facilitated and developed increasing
trust in these relationships (Colorado Health Institute, n.d.; TriWest, 2019; Visible Network
Labs, 2019). Notable examples of Regional Health Connector work included establishing first-
ever primary care clinics in Park and Clear Creek counties; piloting mobile clinics in Douglas
County at partner churches to provide health care to uninsured community members; and
creating referral networks among medical, behavioral health, and social service providers in
multiple counties across the state.

SIM-supported population health activities more generally brought together multi-sector
partners to develop solutions for community-based behavioral health challenges. Several LPHAs
reported that the SIM Initiative presented an opportunity for different local agencies to talk more
about mental health and what role each agency played in a community system to support mental
health. For example, one LPHA grantee established partnerships with schools, emergency
responders, law enforcement, hospitals, and the coroner’s office; and educated these partners on
the value of using data to inform prevention efforts. Together, these entities designed a
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surveillance system to identify populations most at risk for mental health crises—enabling local
agencies to develop more effective strategies to prevent teen suicide in their community going
forward.

The SIM Initiative did not prescribe specific activities or ways to use SIM funding for
Regional Health Connectors, LPHA, and BHTC grantees. As a result, some communities used
SIM funding to create resources or kickstart programs that could be adapted and put to wider use
after the SIM Initiative. For example, Let’s Talk Colorado, implemented by Tri-County Public
Health, was expected to be adapted for use in four other Colorado counties after the SIM
Initiative. In Aurora County, BHTC funding was used to train middle- and high-school staff on a
behavioral health disorder prevention curriculum school staff could continue to use after the SIM
Initiative. Colorado also allowed its SIM-funded grantee organizations to braid together different
funding streams, which encouraged resource pooling with other agencies and community
organizations. For example, the Area Health Education Center (AHEC) in Southwest Colorado
used additional resources to help expand the stigma reduction work one of the LPHAs carried
out in the region to all nine counties the AHEC served. Another LPHA strategically identified at
the outset of their SIM activities partners that had the staffing to take on the mental health
surveillance, education, and coordination activities established through their SIM activities.

Colorado’s use of SIM-funded grants to support population health activities posed risks
to the sustainability of these activities, however. When the SIM Initiative ended, LPHAs,
BHTCs, and organizations hosting the Regional Health Connectors had to start searching for new
funding sources to continue activities started under the SIM Initiative. Overall, community
partners were optimistic that funding would eventually be secured through partner organizations
or through other grants. Among the SIM population health programs, the Regional Health
Connector program, by design, had the best potential for being sustained by payer or health
system investments—if the Regional Health Connector host organization could show payers a
positive ROI (in reduced health care utilization through Regional Health Connectors’ success in
connecting patients to necessary clinical and community services). However, several state
officials reported that host organizations did not capitalize on the opportunity to show an ROI,
reducing the potential for sustaining the Regional Health Connector workforce.
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A.3 Sustainability

Key Results

* SIM Initiative activities were not sustained through new state or federal funding.

* To continue population health activities, partner funding facilitated short-term sustainability,
but many partners had not yet pursued additional long-term funding when the award period
ended.

* Challenges remained to behavioral health integration, including a shortage of trained
providers, inadequate payer reimbursement, and lack of clinical data sharing between primary
care and behavioral health providers.

Colorado did not secure federal or state funding to sustain delivery system and payment
reform SIM activities. In 2018, Colorado engaged Centers for Medicare & Medicaid Services
(CMYS) in discussing the potential roll-out of an all-payer hospital budget APM. By the end of the
SIM Initiative, state officials reported that development of such a model would not be feasible—
both because of shifting Center for Medicare and Medicaid Innovation (CMMI) priorities and
because Colorado’s new Governor (who took office in January 2019, seven months before the
SIM Initiative ended) needed time to develop his own health policy agenda before engaging with
CMS on new funding.

Colorado relied on SIM Initiative partners to continue SIM Initiative activities, a strategy
that was expected to facilitate short-term sustainability. As described in Table A-7, several key
SIM activities would continue for at least some time under the guidance of partner organizations
like the Colorado Multi-Payer Collaborative, the University of Colorado Department of Family
Medicine, and the Colorado Department of Public Health and Environment. However, long-term
sustainability of SIM activities would require these partners to find funding or secure in-kind
resources to continue these SIM Initiative activities; and many interviewed partners had not yet
pursued or planned to pursue additional funding for the longer term.

Table A-7. Sustainability of Colorado’s SIM Initiative activities

Activity type Activity Plans to sustain Sustainability mechanism

Primary care practice transformation to No Not applicable.

Delivery/ support IBH

payment Bi-directional health homes (four CMHCs) No Not applicable.

system Multi-stakeholder symposiums Yes, for a Payers in the Multi-Payer

limited time  Collaborative would fund.

Regional Health Connectors Yes, some Partner organization investment.

Population positions

health Funding BH-related population health Yes, for some  Partner organization investment.
activities for LPHAs and BHTCs activities

(continued)

A-35



Table A-7.

Sustainability of Colorado’s SIM Initiative activities (continued)

Activity type Activity Plans to sustain Sustainability mechanism
Learning collaboratives for SIM- No Not applicable.
Practice participating primary care practices and
transformation bi-directional health homes
Practice facilitators and CHITAs No Not applicable.
Provider education through nine online Yes Colorado Department of Public
Workforce learning modules for identification and Health and Environment to house
treatment of BH concerns the online modules.
Stratus Yes, for SIM  Payers participating in CPC+.
practices also
in CPC+
SPLIT Yes University of Colorado Department
of Family Medicine to maintain tool
Health IT for other initiatives.
and data Primary care and CMHC practice No Not applicable.
analytics feedback reports
Broadband expansion Yes Partner organization investment.
eCQM solution pilot Yes Medicaid agency requested state

and federal funding to use the tool
for practices accepting Medicaid.

e-consult pilot No Not applicable.

Note: BH = behavioral health; BHTC = Behavioral Health Transformation Collaborative; CHITA = clinical health
information technology advisor; CMHC = community mental health center; CPC+ = Comprehensive Primary Care
Plus; eCQM = electronic clinical quality measure; health IT = health information technology; IBH = integrated
behavioral health; LPHA = local public health agency; SIM = State Innovation Model; SPLIT = Shared Practice
Learning and Improvement Tool.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

A.4 Implications of Findings/Lessons Learned

To advance payment reform, Colorado’s SIM Initiative had to balance the advantage
of engaging payers in VBP implementation against the disadvantage of not offering
SIM-participating providers a clear path to reimbursement for their IBH efforts.

Not requiring or mandating commercial and public payer participation in a
specific VBP for SIM-participating practices contributed to payers’ willingness to
discuss VBP reform throughout the SIM Initiative. This flexible approach also
allowed payers to explore VBP for IBH at their own pace.

Lack of a prescribed VBP for SIM participation left participating primary care
practices and CMHCs without a clear reimbursement model to help them
implement IBH.

Colorado’s SIM Initiative was administered out of the Governor’s office rather than a
particular state agency. This helped the SIM Team operate more easily across state
agencies, and across other types of organizations willing to advance SIM priorities.
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Colorado relied on an extensive number of partners—including state agencies,
universities, local health policy research groups, and statewide provider membership
organizations—to implement SIM Initiative activities. Multiple partners facilitated
partner organization buy-in to SIM Initiative goals and gave the SIM Initiative access
to outside experts to design activities. Partners willingness to absorb SIM Initiative
activities for at least a while also provided an avenue for short-term sustainability.

Throughout the SIM Initiative, the Colorado SIM Initiative Team relied on subject
matter experts working in substantive area workgroups to define, oversee
implementation of, and re-evaluate SIM activities. Because workgroup members
came from numerous organizations within the state, Colorado was able to achieve a
broad base of engagement with, and support for, SIM activities.

To ensure Colorado met its SIM Initiative goals, state officials course-corrected and
refocused SIM Initiative activities in response to changing circumstances. For
example, telehealth expansion was originally a key feature of the SIM Initiative
health IT efforts. However, state officials transitioned to an e-consult pilot after
extensive information gathering suggested that a telehealth project would most likely
be duplicative of other ongoing telehealth efforts in Colorado.

SIM-participating providers reported that practice facilitation and clinical health IT
assistance helped them implement IBH. However, behavioral health integration was
not easy, and practice facilitation did not sufficiently address the core implementation
challenges—including behavioral health workforce shortages, difficulties integrating
trained behavioral health providers into primary care, confidentiality impediments to
sharing clinical behavioral health data across providers, and lack of adequate IBH
reimbursement.

SIM-participating primary care practices’ efforts to implement IBH resulted in
favorable impacts on health care use and spending. Though results varied somewhat
among Medicaid, Medicare, and commercial beneficiaries, patients receiving care in
SIM practices generally experienced reductions in total health care expenditures,
small increases in behavioral health—related spending, and fewer inpatient admissions
and ED visits.
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Addendum

Table A-8

Colorado’s integrated behavioral health model had favorable impacts on
spending, hospital service use, and mental health follow-up visits, and

unfavorable impacts on primary care provider visits in its first two years

Change in outcome from baseline
to implementation period

Comparison

Selected outcomes CO IBH group
Total Spending PBPM ($) N
(Medicaid) v
Total Spending PBPM (S) N N
(Medicare)
Total Spending PMPM (S) N N
(commercial)
Inpatient Admissions per 1,000 M
Population (Medicaid) N\ 2
Inpatient Admissions per 1,000 Mt t
Population (Medicare)
Inpatient Admissions per 1,000 Mt
Population (commercial) N\ 2
ED Visits per 1,000 Population
(Medicaid) 2 7
ED Visits per 1,000 Population Mt t
(Medicare)
ED Visits per 1,000 Population Mt t
(commercial)
BH-related Total Spending PBPM 1t t
(S) (Medicaid)
BH-related Total Spending PBPM 1t O
(S) (Medicare)
BH-related Total Spending PMPM 1t 1t
(S) (commercial)
PCP Visits per 1,000 Population
(Medicaid) 0\ 2 N\
PCP Visits per 1,000 Population M r
(Medicare)

PCP Visits per 1,000 Population
(commercial)
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D-in-D estimate
(90% Cl)

-26.43+
(-32.78, -20.08)

-0.54
(-7.15, 6.07)

(-12.13,-9.37)

-3.98
(-8.34,0.37)

-8.66+
(-10.26, -7.06)

-12.99
(-31.20, 5.22)

-22.13¢%
(-34.92, -9.35)

231
(-12.59, 7.98)

1.15%
(0.34, 1.95)

1.26+
(0.94, 1.59)

-0.36%
(-0.67, -0.06)

-33.26
(-116.25, 49.73)

-231.76%
(-277.76, -185.76)

-214.603
(-303.26, -125.93)

Relative
difference (%) p-value

-10.3 <0.001
-0.1 0.89
-14.6 <0.001
-22.0 <0.001
-3.2 0.13
-28.3 <0.001
-1.7 0.24
-4.4 0.004
-1.2 0.71
9.4 0.02
16.6 <0.001
-7.8 0.05
-1.9 0.51
-6.0 <0.001
-10.9 <0.001
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Table A-8

Colorado’s integrated behavioral health model had favorable impacts on spending,

hospital service use, and mental health follow-up visits, and unfavorable impacts
on primary care provider visits in its first two years (continued)

Change in outcome from baseline
to implementation period

Comparison | D-in-D estimate Relative
Selected outcomes COIBH group (90% Cl) difference (%) p-value
Percentage of Mental Illness-
related Inpatient Admissions with T T 4.36 6.6 032
mental health follow-up visit (-2.88, 11.59) ’ ’
within seven days (Medicaid)
Percentage of Mental lliness-
related Inpatient Admlssu?n's with l l -5.26 144 027
mental health follow-up visit (-13.15, 2.64)
within seven days (Medicare)
Percentage of Mental lliness-
related Inpatient Admissions with T T 9.03+ 16.7 0.08
mental health follow-up visit (0.53, 17.54) ’ )
within seven days (commercial)
Percentage of Mental Illness-
related Inpatient Admissions with T T 9.4 0.08
mental health follow-up visit (0.47, 16.37) ’ ’
within 30 days (Medicaid)
Percentage of Mental Illness-
related Inpatient Admissions with l l -6.67 9.9 0.15
mental health follow-up visit (-14.28, 0.95) ’ ’
within 30 days (Medicare)
Percentage of Mental Illness-
related Inpatient Admissions with T T 5.29 6.5 024
mental health follow-up visit (-2.06, 12.65) ’ ’
within 30 days (commercial)
Significant change in expected direction T Favorable increase l Favorable decrease
Significant change in unexpected direction T Unfavorable increase l Unfavorable decrease
O No change T Increase from baseline through l Decrease from baseline through

implementation

implementation
Notes: Bolded () or (f) D-in-D estimate indicates statistically significant finding. The arrows and circles in the
second column graphically display the information from the last three columns of the table.

BH = behavioral health; Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; ED = emergency
department; IBH = integrated behavioral health; PBPM = per beneficiary per month; PCP = primary care
provider; PMPM = per member per month; SIM = State Innovation Model.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through
CO’s all-payer claims database, administered by the Center for Improving Value in Health Care. Supplemental
Medicaid data on behavioral health—-related visits, hospitalizations, and ED visits were provided by the CO
Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM
primary care providers was provided by the CO SIM office.
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Appendix A-1: Colorado’s Integrated Behavioral Health Initiative
Impact Results

A-1.1 Overview

The Colorado SIM Initiative recruited 319 primary care practices statewide, including
both adult and pediatric practice, over three years to participate in practice transformation efforts.
The goal of this effort was help practices implement care delivery models that integrate physical
and behavioral health (hereafter referred to as integrated behavioral health [IBH]). Primary care
practices interested in participating in the SIM Initiative were required to apply and be accepted
into the initiative. Colorado opened the application process three times over the course of the
SIM Initiative, and groups of practices (known as “Cohorts”) that were selected to participate in
each wave began the practice transformation process at the same time. One hundred primary care
practices (Cohort 1) joined the SIM Initiative in February 2016, and 156 more practices (Cohort
2) joined in September 2017. Eighty-eight practices (Cohort 3) joined in June 2018.1! Each
cohort of practices focused on meeting practice transformation milestones to establish or
improve behavioral health integration, engage in clinical quality improvement efforts, and report
clinical quality measures. Primary care practices received practice transformation and clinical
health information technology facilitation and access to funding for transformation activities.
The practices also participated in biannual learning collaboratives. Colorado reported that an
estimated 760,000 individuals were attributed to SIM-participating primary care practices.

Six commercial payers and Medicaid agreed to support SIM-participating primary care
practices with a value-based payment (VBP). Medicare was not a participating SIM payer in this
practice transformation initiative. The VBP could be either a new reimbursement for SIM
participation or a VBP that the payer already had in place with a practice. Each participating
payer was responsible for determining which SIM practices it would support with a VBP and
which members of the practice’s patient panel would be included in the VBP arrangement (a
payer could choose to reimburse a practice with a VBP for a portion of the insurer’s covered
lives at that practice). Payers were responsible for negotiating the structure of these payments
with each individual practice. All SIM-participating practices were supported by at least one
SIM-participating payer. SIM-participating practices also contracted with other payers not
participating in Colorado’s SIM practice transformation efforts.

The Colorado SIM Initiative also piloted a program in which four community mental
health centers (CMHCs) integrated primary care for a select sample of patients with serious

1L Ninety-two practices out of the 100 enrolled Cohort 1 practices, 144 out of the 156 Cohort 2 practices, and 83 out
of the 88 Cohort 3 practices remained active in SIM practice transformation activities for the duration of the SIM
Initiative.
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mental illness. Because the reach of this model is quite limited (four CMHCs across a select
number of patients), impact analyses were not conducted on this group.

To assess the effects of Colorado’s IBH model on care for beneficiaries the analysis
addressed the following research questions:

* To what extent does the implementation of a primary care and behavioral health
integration model result in changes in total and behavioral health—specific spending,
the utilization of primary and behavioral health care,'2 and quality of health care
received?

* Do changes in spending and utilization vary by the presence of behavioral health
conditions versus no behavioral health conditions within the patient population?

The hypothesis for this analysis is that improved IBH will slow total spending growth,
increase behavioral health—specific spending, and improve quality of care metrics. Hypothesized
changes in utilization varied depending on the metric. For example, it was expected to see in the
analysis reductions in total and behavioral health-related inpatient admissions and emergency
department (ED) visits as practices invest in IBH and other practice transformation activities
targeted to high utilizers. It was expected to see in the analysis increases in behavioral health
visits because it was hypothesized that IBH would improve access to behavioral health care.

The impact of IBH on numbers of primary care visits was difficult to predict. On one
hand, IBH and practice transformation may lead to more primary care use if patients seek
screening and mental health treatment services in the primary care setting. On the other hand,
principles of practice transformation that embrace team-based care between physical and
behavioral health providers and alternative modes of communication (e.g., use of a patient portal
or email consults) may lead to reductions in office-based primary care visits in favor of visits to
specialists.

Because payers have flexibility to determine payment arrangements and not all payers
with patients at these practices are participating, not all patients within a practice will technically
be under an alternative payment structure. Regardless of the payment structure, practice
transformation and integration of behavioral health into primary care will affect health care
delivery for all patients in participating practices—even patients covered by non-SIM payers.
Thus, the expectation is that the combined activities of integration support and alternative
payment arrangements will contribute to observable impacts on spending, utilization, and quality

12 The term “behavioral health” was used throughout, but it should be noted that the primary data source for this
analysis, the Colorado all-payer claims database, does exclude substance use and chemical dependency claims
pursuant to 42 Code of Federal Regulations (CFR) Part 2. As a result, the ability to capture the full range of
behavioral health-related services was limited.
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of care for all patients within the participating practices. Table A-1-1 provides a snapshot of the

study methods.

Table A-1-1.

Methods snapshot

Method

Description

Participating
providers

Primary care practices in Colorado applied to and were accepted into the IBH model. Practices
joined the model in three cohorts between February 2016 and June 2018.

Study design

D-in-D quasi-experimental design using an unbalanced longitudinal panel and propensity scores
to adjust for intervention and comparison group differences.

Data

Medicaid, Medicare, and commercial claims data were provided through Colorado’s all-payer
claims database, administered by the Center for Improving Value in Health Care. Supplemental
Medicaid data on behavioral health—-related visits, hospitalizations, and ED visits were provided
by the Colorado Department of Health Care Policy and Financing. Information about which
beneficiaries were attributed to SIM primary care providers was provided by the Colorado SIM
office.

Sample

Analyses of patients were estimated separately by payer (Medicaid, Medicare, and commercial)
to assess whether the model had differential impacts by payer group. The intervention group
for the Medicaid and commercial analyses included all patients attributed to primary care
practices in SIM Cohort 1 (n=93 practices) and SIM Cohort 2 (n=149 practices).? The intervention
group for the Medicare analyses included Medicare beneficiaries attributed to SIM Cohort 1
only because of the lack of complete Medicare claims data over the analytic timeframe of
interest. Cohort 3 was excluded from the intervention group for all payer analyses because of a
lack of data in the intervention period. The comparison group included individuals attributed to
primary care providers not participating in the SIM Initiative.

The Medicaid analytic sample included 1,185,151 Medicaid beneficiaries who were either
attributed to SIM-participating practices (n=324,806) or to primary care providers not
participating in SIM (n=860,345).

The Medicare analytic sample included 591,811 Medicare beneficiaries who were either
attributed to SIM-participating practices (n=53,948) or to primary care providers not
participating in SIM (n=537,863).

The commercial analytic sample included 1,653,766 commercial plan members who were either
attributed to SIM-participating practices (n=231,098) or to primary care providers not
participating in SIM (n=1,422,668).

Timeframe

The timeframe for the impact analysis was February 2013 through August 2018. The study
period was chosen to accommodate rolling entry at the practice level so that the analysis
included three baseline years and up to two intervention years for each practice. The practices
in Cohort 1 entered in February 2016, and the practices in Cohort 2 entered in September 2017.
Claims data were available through December 2018, which allowed for two years of follow-up
time for Cohort 1 (February 2016—January 2018) and one year of follow-up time for Cohort 2
(September 2017-August 2018).

Measures

The analysis assessed the effects of the IBH initiative on four core outcomes including total
spending (annual PPPM in dollars), inpatient admissions, outpatient ED visits, and readmissions.
Additional outcomes examined were behavioral health—related spending, inpatient admissions,
ED visits, and provider visits; inpatient, ED, professional, and prescription spending; visits to
primary care providers; behavioral health visits; and mental health follow-up visits within seven

days and 30 days of discharge for a mental illness—related inpatient admissions.
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Table A-1-1. Methods snapshot (continued)

Method Description
Statistical The analysis used logistic regression for binary outcomes, negative binomial regression for
analysis count outcomes, and OLS models for continuous outcomes. Analytic weights were created by

multiplying the propensity score weight times the fraction of time a person was enrolled in the
payer. Standard errors were clustered at the provider level to account for correlation in
outcomes within primary care providers. All models included controls for demographic, health
status, and socioeconomic county-level variables.

Notes: @ The number of practices included in the analysis was less than the number that joined the IBH model.
Some practices merged or decided to end participation midway through the model, resulting in a different count
of practices used for attributing patients to SIM practices.

D-in-D = difference-in-differences; ED = emergency department; IBH = integrated behavioral health; OLS = ordinary
least squares; PPPM = per person per month; PT = practice transformation; SIM = State Innovation Model.

This chapter reports on the impact of IBH on spending, utilization, and quality for
324,806 unique Medicaid beneficiaries, 53,948 unique Medicare beneficiaries, and 231,098
unique commercial plan members who were attributed to 93 Cohort 1 practices and 149 Cohort 2
practices that participated in the IBH model.

A full description of the IBH model and a summary of the key impact analysis findings
are available in Appendix A. Appendix L includes an in-depth description of quantitative
analysis methods. The following sections provide detailed information on the IBH model’s
impact findings in tables and figures:

* Section A-1.2 presents results of difference-in-differences (D-in-D) analyses for
individuals in Colorado’s IBH model who were covered by Medicaid, Medicare, or
commercial insurance and their comparison group. In keeping with Colorado’s
expectation that practice transformation and integration activities could impact any
patient at the practice, this analysis includes all individuals attributed to a
participating SIM practice or comparison group provider, not just those with
behavioral health conditions;

* Section A-1.3 presents results of D-in-D analyses separately for individuals with or
without behavioral health conditions for core outcomes;

* Section A-1.4 provides information on annual covariate balance between the IBH and
comparison groups before and after propensity-score weighting;

* Section A-1.5 describes trends in core outcomes over the analysis timeframe; and

* Section A-1.6 presents results from a sensitivity analysis that compares D-in-D
estimates for core outcomes when trends in outcomes for the intervention and
comparison groups are assumed parallel versus not parallel during the baseline
period.
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A-1.2 Estimates of Integrated Behavioral Health’s Impact on Spending,
Utilization, and Quality

Tables A-1-2 through A-1-6 show estimates of Colorado’s IBH model impact on health
care spending, utilization, and quality for Medicaid and Medicare beneficiaries and commercial
plan members. These impact estimates come from D-in-D models, described in Appendix L. For
each outcome, results are presented for the overall intervention period for each payer and include
the following:

* Regression-adjusted means for the intervention and comparison groups during the
baseline period and the intervention period;

* D-in-D estimates of IBH impacts;

* Relative differences, which measure change in the outcome from the baseline period;
and

* p-values, which indicate whether the D-in-D estimates are statistically significant.

A-1.2.1 Estimates of integrated behavioral health’s impact on core outcomes

Table A-1-2 shows the estimates of the IBH model on total spending per person per
month (PPPM), inpatient admissions, ED visits, and readmissions for Medicaid and Medicare
beneficiaries and commercial plan members attributed to IBH practices relative to individuals in
the comparison group.2 The findings are as follows:

* Total spending PPPM decreased in the Medicaid IBH group and increased in the
comparison group, leading to a relative decrease of $26.43 for Medicaid beneficiaries
attributed to IBH practices during the first two years of implementation (p<0.001).
Total spending PPPM increased for both commercial plan members attributed to IBH
practices and comparison plan members but increased by $40.40 less for the
commercial IBH group during the first two years of IBH implementation (p<0.001).
Changes in total spending did not differ between Medicare beneficiaries attributed to
IBH practices and comparison beneficiaries during the first two years of IBH
implementation.

* Inpatient admissions decreased in the Medicaid IBH group and increased in the
comparison group, leading to a relative decrease of 10.75 admissions per 1,000
beneficiaries for Medicaid beneficiaries attributed to IBH practices during the first
two years of IBH implementation (p<0.001). Inpatient admissions also decreased in
the commercial IBH group and increased in the comparison group, leading to a
relative decrease of 8.66 admissions per 1,000 members for commercial plan
members attributed to IBH practices during the first two years of IBH implementation
(p<0.001). Changes in inpatient admissions did not differ between Medicare

13 Total spending PPPM, inpatient admissions, and ED visits include both children and adults. Readmissions are
only calculated for individuals who are aged 18 years or older.
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beneficiaries attributed to IBH practices and comparison beneficiaries during the first
two years of IBH implementation.

ED visits increased for both Medicare beneficiaries attributed to IBH practices and
comparison beneficiaries but increased by 22.13 fewer visits per 1,000 beneficiaries
for the Medicare IBH group during the first two years of IBH implementation
(p=0.004). Changes in ED visits did not differ between Medicaid beneficiaries or
commercial plan members attributed to IBH practices and comparison groups during
the first two years of IBH implementation.

Changes in readmissions within 30 days of discharge did not differ between
Medicaid-, Medicare-, or commercially insured individuals attributed to IBH
practices and the comparison group during the first two years of implementation.
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Table A-1-2. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits, and
readmissions in integrated behavioral health and the comparison group, by payer
Baseline period  Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome COIBH comparison group  mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value
Total spending PPPM (S$)
Medicaid 255.38 276.80 248.59 296.39 -26.43 -10.3 <0.001
(-32.78, -20.08)
Medicare 369.29 370.62 438.83 440.70 -0.54 -0.1 0.89
(-7.15, 6.07)
Commerecial 277.55 232.34 320.60 315.72 -40.40 -14.6 <0.001
(-48.14, -32.65)
All-cause acute inpatient admissions per 1,000 population
Medicaid 48.87 54.21 40.16 56.37 -10.75 -22.0 <0.001
(-12.13,-9.37)
Medicare 123.98 122.74 127.75 130.31 -3.98 -3.2 0.13
(-8.34,0.37)
Commercial 30.61 32.47 28.50 38.96 -8.66 -28.3 <0.001
(-10.26, -7.06)
ED visits per 1,000 population
Medicaid 777.51 854.90 734.92 822.17 -12.99 -1.7 0.24
(-31.20, 5.22)
Medicare 508.27 521.56 623.91 663.63 -22.13 -4.4 0.004
(-34.92, -9.35)
Commercial 192.11 188.79 220.03 218.33 -2.31 -1.2 0.71

(-12.59, 7.98)

(continued)
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Table A-1-2. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits, and
readmissions in integrated behavioral health and the comparison group, by payer (continued)

Baseline period  Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome COIBH comparison group  mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value

Readmissions within 30 days of discharge per 1,000 discharges

Medicaid 82.08 102.99 156.93 185.11 3.68 45 0.45
(-4.32, 11.69)

Medicare 110.27 123.26 146.64 169.45 -5.65 5.1 0.43
(-17.52, 6.22)

Commercial 53.84 51.71 97.43 110.20 -11.58 215 0.16
(-25.16, 2.01)

Notes: Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; ED = emergency department; IBH = integrated behavioral health;
OLS = ordinary least squares; PPPM = per person per month; SIM = State Innovation Model.

Methods: The analysis used an OLS model to obtain D-in-D estimates for total spending, a negative binomial model to obtain D-in-D estimates for ED visits, and
a logistic regression model to obtain D-in-D estimates for the inpatient admissions and readmissions. The estimated probability of any inpatient admission
and the ED visit count were multiplied by 1,000 to obtain an approximate rate per 1,000 members. The estimated probability of a readmission was multiplied
by 1,000 to obtain an approximate rate per 1,000 discharges. Models are adjusted for person-level variables (gender, age, a count of total months enrolled in
the measurement year, enrollment in more than one payer’s insurance plan in the measurement year, the logged Hierarchical Condition Category risk score,
and presence of a behavioral health condition in the year before entering the SIM model) and county-level variables (residence in a Metropolitan Statistical
Area, percentage living in poverty, supply of short-term acute hospital beds, median age, percentage uninsured, percentage residing in a mental health
professional shortage area, and supply of physicians). The Medicare model included an additional person-level variable (enrolled in both Medicare and
Medicaid in the measurement year). The commercial model included additional person-level variables (individual coverage, prescription drug coverage,
Medicaid coverage at some point in the measurement year, and Medicare coverage at some point in the measurement year). For Medicaid, inpatient
admission, ED visit, and readmissions models assume that the CO IBH and comparison group outcome trends are parallel during the baseline period; the total
spending model includes a differential trend between the IBH and comparison groups beginning in the baseline period. For Medicare, the total spending and
ED visit models assume that the IBH and comparison group trends are parallel during the baseline period; inpatient admissions and readmissions models
include a differential trend between the IBH and comparison groups beginning in the baseline period. For the commercial analysis, the total spending model
assumes the IBH and comparison group outcome trends are parallel during the baseline period; inpatient admissions, ED visits, and readmissions models
include a differential trend between the IBH and comparison groups beginning in the baseline period.

(continued)
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Table A-1-2. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits, and
readmissions in integrated behavioral health and the comparison group, by payer (continued)

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CO IBH relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in the
IBH group relative to the comparison group after IBH implementation. The relative difference is the D-in-D estimate as a percentage of the IBH baseline
period adjusted mean.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match the D-in-D calculated from the adjusted
means because in nonlinear specifications the D-in-D calculated from the regression-adjusted means is known to be a biased estimator for the treatment
effect. As such, the nonlinear regression D-in-D is calculated as an average marginal effect.

The total weighted N for all outcome models except the readmission outcome is 2,367,356 for Medicaid; 441,716 for Medicare; 1,210,253 for commercial
plans. The weighted N for the readmission outcome is 90,387 for Medicaid; 78,232 for Medicare; and 36,474 for commercial plans. These numbers include all
person-year (or discharge-year) observations for both the CO IBH and comparison groups.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through CO’s all-payer claims database, administered
by the Center for Improving Value in Health Care. Supplemental Medicaid data on behavioral health—related visits, hospitalizations, and ED visits were
provided by the CO Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM primary care providers
was provided by the CO SIM office.



A-1.2.2

Estimates of integrated behavioral health’s impact on behavioral health-
related outcomes

Table A-1-3 shows the estimates of the IBH model on behavioral health-related
outcomes for Medicaid and Medicare beneficiaries and commercial plan members attributed to
IBH practices relative to individuals in the comparison group. The findings are as follows:

Total behavioral health-related spending PPPM increased for both Medicaid
beneficiaries attributed to IBH practices and comparison beneficiaries but increased
by $1.15 more for the Medicaid IBH group during the first two years of IBH
implementation (p=0.019). Total behavioral health-related spending PPPM increased
in the Medicare IBH group and remained almost unchanged in the comparison group,
leading to a relative increase of $1.26 for Medicare beneficiaries attributed to IBH
practices during the first two years of IBH implementation (p<<0.001). Total
behavioral health—related spending PPPM increased for both commercial plan
members attributed to IBH practices and comparison plan members but increased by
$0.36 less for the commercial IBH group during the first two years of IBH
implementation (p=0.048).

Behavioral health—related inpatient admissions increased for both Medicaid
beneficiaries attributed to IBH practices and comparison beneficiaries but increased
by 1.57 more admissions per 1,000 beneficiaries for the Medicaid IBH group
beneficiaries during the first two years of IBH implementation (p<0.001). Behavioral
health—-related inpatient admissions decreased for both Medicare beneficiaries
attributed to IBH practices and comparison beneficiaries but decreased by 0.43 fewer
admissions per 1,000 beneficiaries for the Medicare IBH group during the first two
years of IBH implementation (p<0.001).Behavioral health—related inpatient
admissions increased for both commercial plan members attributed to IBH practices
and comparison plan members but increased by 0.40 more admissions per 1,000
members for the commercial IBH group during the first two years of IBH
implementation (p=0.02).

Total behavioral health-related ED visits increased for both Medicaid beneficiaries
attributed to IBH practices and comparison beneficiaries but increased by 3.72 fewer
visits per 1,000 beneficiaries for the Medicaid IBH group during the first two years of
IBH implementation (p=0.06). Total behavioral health-related ED visits decreased in
the Medicare IBH group and increased in the comparison group, leading to a relative
decrease of 1.82 visits per 1,000 beneficiaries for Medicare beneficiaries attributed to
IBH practices during the first two years of IBH implementation (p<0.001). Total
behavioral health—related ED visits increased for both commercial plan members
attributed to IBH practices and comparison plan members but increased by 1.22 more
visits per 1,000 members for the commercial IBH group during the first two years of
IBH implementation (p<0.001).
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* The percentage of beneficiaries with a behavioral health visit!* decreased in the
Medicaid IBH group and increased in the comparison group, leading to a relative
decrease of 4.63 percentage points for Medicaid beneficiaries attributed to IBH
practices during the first two years of IBH implementation (p<0.001). Similarly, the
percentage of commercial plan members with a behavioral health visit decreased in
the commercial IBH group and increased in the comparison group, leading to a
relative decrease of 1.03 percentage points for commercial plan members attributed to
IBH practices during the first two years of IBH implementation (p<0.001). Change in
the percentage of individuals with a behavioral health visit did not differ between
Medicare beneficiaries and comparison beneficiaries during the first two years of IBH
implementation.

14 Behavioral health visits are modeled as a binary outcome instead of a count outcome because of the substantial
amount of outlier frequency counts and, in turn, overdispersion of the count data.
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Table A-1-3. Differences in the pre—post change in behavioral health—related total spending, behavioral health-related inpatient
admissions, behavioral health—related emergency department visits, and behavioral health visits in integrated
behavioral health and the comparison group, by payer

Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CO IBH comparison group mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value

Behavioral health—related total spending PPPM (S)

Medicaid 12.28 9.88 18.03 14.47 1.15 9.4 0.02
(0.34,1.95)

Medicare 7.61 9.18 8.94 9.24 1.26 16.6 <0.001
(0.94, 1.59)

Commerecial 4.68 4.10 5.12 4.90 -0.36 -7.8 0.05
(-0.67, -0.06)

Behavioral health—-related inpatient admissions per 1,000 population

Medicaid 6.29 2.11 19.97 4.52 1.57 25.0 <0.001
(1.16, 1.98)

Medicare 6.06 9.05 5.70 8.02 0.43 7.2 <0.001
(-0.49, 1.36)

Commerecial 2.95 2.05 4.30 2.44 0.40 134 0.02
(0.12, 0.67)

Behavioral health—-related ED visits per 1,000 population

Medicaid 26.35 24.24 36.06 36.53 -3.72 -14.1 0.06
(-6.99, -0.45)

Medicare 24.85 34.51 23.78 35.04 -1.82 -7.3 <0.001
(-5.48, 1.84)

Commercial 7.33 7.50 9.78 7.83 1.22 16.6 <0.001
(0.51,1.92)

(continued)
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Table A-1-3. Differences in the pre—post change in behavioral health—related total spending, behavioral health-related inpatient
admissions, behavioral health—related emergency department visits, and behavioral health visits in integrated
behavioral health and the comparison group, by payer (continued)

Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CO IBH comparison group mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value

Percentage of beneficiaries with a behavioral health visit

Medicaid 26.70 21.74 25.37 24.70 -4.63 -17.3 <0.001
(-5.42, -3.84)

Medicare 14.03 12.55 16.42 14.40 0.33 2.3 0.26
(-0.15, 0.80)

Commercial 14.29 12.77 14.07 13.51 -1.03 -7.2 <0.001
(-1.49, -0.57)

Notes: Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; ED = emergency department; IBH = integrated behavioral health;
OLS = ordinary least squares; PPPM = per person per month; SIM = State Innovation Model.

Methods: The analysis used an OLS model to obtain D-in-D estimates for spending, a logistic regression model to obtain D-in-D estimates for inpatient
admissions and behavioral health visits, and a negative binomial model to obtain D-in-D estimates for ED visits. The estimated probability of any inpatient
admission and the ED visit count were multiplied by 1,000 to obtain an approximate rate per 1,000 members. The estimated probability of a behavioral
health visit was multiplied by 100 to obtain a percentage. Models are adjusted for person-level variables (gender, age, a count of total months enrolled in the
measurement year, enrollment in more than one payer’s insurance plan in the measurement year, the logged Hierarchical Condition Category risk score, and
presence of a behavioral health condition in the year before entering the SIM model) and county-level variables (residence in a Metropolitan Statistical Area,
percentage living in poverty, supply of short-term acute hospital beds, median age, percentage uninsured, percentage residing in a mental health
professional shortage area, and supply of physicians). The Medicare model included an additional person-level variable (enrolled in both Medicare and
Medicaid in the measurement year). The commercial model included additional person-level variables (individual coverage, prescription drug coverage,
Medicaid coverage at some point in the measurement year, and Medicare coverage at some point in the measurement year). For Medicaid, behavioral
health ED visits and the percentage of beneficiaries with a behavioral health visit models assume that the CO IBH and comparison group outcome trends are
parallel during the baseline period; the behavioral health spending and behavioral health inpatient admissions models include a differential trend between
the IBH and comparison groups beginning in the baseline period. For Medicare, behavioral health spending and the percentage of beneficiaries with a
behavioral health visit are modeled assuming a parallel trend; behavioral health inpatient admissions and behavioral health ED visits include a differential
trend between the IBH and comparison groups beginning in the baseline period. For the commercial analysis, percentage of plan members with a behavioral
health visit and the behavioral health spending model assumes that the IBH and comparison group outcome trends are parallel during the baseline period;
the behavioral health inpatient admissions, behavioral health ED visits, and include a differential trend between the IBH and comparison groups beginning in
the baseline period.

(continued)
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Table A-1-3. Differences in the pre—post change in behavioral health—related total spending, behavioral health-related inpatient
admissions, behavioral health—related emergency department visits, and behavioral health visits in integrated
behavioral health and the comparison group, by payer (continued)

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CO IBH relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in the
IBH group relative to the comparison group after IBH implementation. The relative difference is the D-in-D estimate as a percentage of the IBH baseline
period adjusted mean.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match the D-in-D calculated from the adjusted
means because in nonlinear specifications the D-in-D calculated from the regression-adjusted means is known to be a biased estimator for the treatment
effect. As such, the nonlinear regression D-in-D is calculated as an average marginal effect.

The total weighted N for all outcome models is 2,367,356 for Medicaid; 441,716 for Medicare; and 1,210,253 for commercial plans. These numbers include all
person-year observations for both the CO IBH and comparison groups.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through CO’s all-payer claims database, administered
by the Center for Improving Value in Health Care. Supplemental Medicaid data on behavioral health—related visits, hospitalizations, and ED visits were
provided by the CO Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM primary care providers
was provided by the CO SIM office.



A-1.2.3 Estimates of integrated behavioral health’s impact on spending categories

Table A-1-4 shows the estimates of the IBH model on inpatient spending PPPM, ED
spending PPPM, professional spending PPPM, and prescription drug spending PPPM for
Medicaid, Medicare, and Medicaid and Medicare beneficiaries and commercial plan members
attributed to IBH practices relative to individuals in the comparison group. The findings are as
follows:

* Inpatient spending PPPM decreased in the Medicaid IBH group and increased in the
comparison group, leading to a relative decrease of $13.38 for Medicaid beneficiaries
attributed to IBH practices during the first two years of IBH implementation
(p<0.001). Inpatient spending PPPM increased for both Medicare beneficiaries
attributed to IBH practices and comparison beneficiaries but increased by $5.72 less
for the Medicare IBH group during the first two years of IBH implementation
(p<0.001). Inpatient spending PPPM increased for both commercial plan members
attributed to IBH practices and comparison plan members but increased by $14.88

less for the commercial IBH group during the first two years of IBH implementation
(p<0.001).

* ED spending PPPM decreased for both Medicaid beneficiaries attributed to IBH
practices and comparison beneficiaries but decreased by $1.77 less for the Medicaid
IBH group during the first two years of IBH implementation (p<0.001). ED spending
PPPM increased for both commercial plan members attributed to IBH practices and
comparison plan members but increased by $3.00 less for the commercial IBH group
during the first two years of IBH implementation (p<0.001). Changes in ED spending
did not differ between Medicare beneficiaries attributed to IBH practices and
comparison beneficiaries during the first two years of IBH implementation.

* Professional spending increased for both Medicare beneficiaries attributed to IBH
practices and comparison beneficiaries but increased by $4.63 less for the Medicare
IBH group during the first two years of IBH implementation (p=0.01). Professional
spending increased for both commercial plan members attributed to IBH practices
and comparison plan members but increased by $11.08 less for the commercial IBH
group during the first two years of implementation (p<0.001). Changes in
professional spending did not differ between Medicaid beneficiaries attributed to IBH
practices and comparison beneficiaries during the first two years of IBH
implementation.

* Prescription drug spending decreased in the commercial IBH group and increased in
the comparison group, leading to a relative decrease of $5.65 for Medicare
beneficiaries attributed to IBH practices during the first two years of IBH
implementation(p<0.001). Prescription drug spending increased for both commercial
plan members attributed to IBH practices and comparison plan members but
increased by $4.74 less for the commercial IBH group during the first two years of
IBH implementation (p<0.001). Because of data lags, Medicare prescription drug
claims were unavailable for all time periods of this analysis.
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Table A-1-4. Differences in the pre—post change in inpatient spending, emergency department spending, professional spending,
prescription spending in integrated behavioral health and the comparison group, by payer
Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome COIBH comparison group mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value
Inpatient spending PPPM (S)
Medicaid 30.23 37.41 23.44 43.96 -13.38 -44.2 <0.001
(-15.38,-11.37)
Medicare 23.77 42.39 32.22 56.55 -5.72 -24.1 <0.001
(-9.03, -2.41)
Commercial 58.11 55.16 63.53 75.45 -14.88 -25.6 <0.001
(-17.72,-12.05)
ED spending PPPM (S)
Medicaid 24.78 2491 24.05 22.41 1.77 7.1 <0.001
(1.08, 2.46)
Medicare 18.69 21.32 21.81 23.74 0.70 3.8 0.08
(0.04, 1.37)
Commercial 21.31 21.46 24.61 27.77 -3.00 -14.1 <0.001
(-4.05, -1.95)
Professional spending PPPM (S)
Medicaid 94.99 92.23 96.48 96.17 -2.45 -2.6 0.15
(-5.23,0.33)
Medicare 201.73 177.70 226.96 207.56 -4.63 -2.3 0.01
(-7.39, -1.87)
Commerecial 80.15 60.78 85.41 77.10 -11.08 -13.8 <0.001

(-13.13,-9.02)

(continued)
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Table A-1-4. Differences in the pre—post change in inpatient spending, emergency department spending, professional spending,
prescription spending in integrated behavioral health and the comparison group, by payer (continued)

Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome COIBH comparison group mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value
Prescription drug spending PPPM (S)
Medicaid 45,91 54.49 44 .35 58.59 -5.65 -12.3 <0.001
(-7.48, -3.83)
Medicare N/A N/A N/A N/A N/A N/A N/A
Commercial 45.77 37.16 56.50 52.61 -4.74 -10.4 <0.001
(-6.44, -3.03)

Notes: Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; ED = emergency department; IBH = integrated behavioral health;
N/A = Medicare prescription drug expenditure data were not available for all time periods of this analysis; OLS = ordinary least squares; PPPM = per person
per month; SIM = State Innovation Model.

Methods: The analysis used an OLS model to obtain D-in-D estimates for all outcomes. Models are adjusted for person-level variables (gender, age, a count of
total months enrolled in the measurement year, enrollment in more than one payer’s insurance plan in the measurement year, the logged Hierarchical
Condition Category risk score, and presence of a behavioral health condition in the year before entering the SIM model) and county-level variables
(residence in a Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute hospital beds, median age, percentage uninsured,
percentage residing in a mental health professional shortage area, and supply of physicians). The Medicare model included an additional person-level
variable (enrolled in both Medicare and Medicaid in the measurement year). The commercial model included additional person-level variables (individual
coverage, prescription drug coverage, Medicaid coverage at some point in the measurement year, and Medicare coverage at some point in the
measurement year). For Medicaid, all spending outcomes include a differential trend between the CO IBH and comparison groups beginning in the baseline
period. For the Medicare and commercial analysis, all spending outcomes assume that the IBH and comparison group outcome trends are parallel during the
baseline period.

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CO IBH relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in
the IBH group relative to the comparison group after IBH implementation. The relative difference is the D-in-D estimate as a percentage of the IBH baseline
period adjusted mean.

The total weighted N for all outcome models is 2,367,356 for Medicaid; 441,716 for Medicare; and 1,210,253 for commercial plans. These numbers include all
person-year observations for both the CO IBH and comparison groups.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through CO’s all-payer claims database, administered
by the Center for Improving Value in Health Care. Supplemental Medicaid data on behavioral health—-related visits, hospitalizations, and ED visits were
provided by the CO Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM primary care providers
was provided by the CO SIM office.



A-1.2.4 Estimates of integrated behavioral health’s impact on utilization

Table A-1-5 shows the estimates of the IBH model on primary care provider visits for
Medicaid and Medicare beneficiaries and commercial plan members attributed to the IBH model
relative to comparison individuals. The findings are as follows:

Primary care provider visits increased for both Medicare beneficiaries attributed to
IBH practices and comparison beneficiaries but increased by 231.76 fewer visits per
1,000 beneficiaries for the Medicare IBH group during the first two years of IBH
implementation (p<0.001). The primary care provider visit rate for the commercial
IBH group remained almost unchanged and increased in the comparison group,
leading to a relative decrease of 214.60 visit per 1,000 members for commercial plan
members attributed to IBH practices during the first two years of IBH implementation
(p<0.001). Changes in primary care visits did not differ between Medicaid
beneficiaries attributed to IBH practices and comparison beneficiaries during the first
two years of IBH implementation.
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Table A-1-5. Differences in the pre—post change in primary care provider visits in integrated behavioral health and the
comparison group, by payer

Baseline period  Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CO IBH comparison group  mean, CO IBH comparison group D-in-D (90% ClI) difference (%) p-value

Primary care provider visits per 1,000 population

Medicaid 1712.46 1790.25 1625.10 1735.36 -33.26 -1.9 0.51
(-116.25, 49.73)
Medicare 3895.06 3572.52 4357.02 4209.30 -231.76 6.0 <0.001
(-277.76, -185.76)
Commercial 1961.09 1898.80 1960.55 2099.31 -214.60 -10.9 <0.001

(-303.26, -125.93)

Notes: Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; IBH = integrated behavioral health; SIM = State Innovation Model.

Methods: The analysis used a negative binomial model to obtain D-in-D estimates for primary care provider visits. The estimated primary care provider visit
count was multiplied by 1,000 to obtain an approximate rate per 1,000 members. Models are adjusted for person-level variables (gender, age, a count of
total months enrolled in the measurement year, enrollment in more than one payer’s insurance plan in the measurement year, the logged Hierarchical
Condition Category risk score, and presence of a behavioral health condition in the year before entering the SIM model) and county-level variables
(residence in a Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute hospital beds, median age, percentage uninsured,
percentage residing in a mental health professional shortage area, and supply of physicians). The Medicare model included an additional person-level
variable (enrolled in both Medicare and Medicaid in the measurement year). The commercial model included additional person-level variables (individual
coverage, prescription drug coverage, Medicaid coverage at some point in the measurement year, and Medicare coverage at some point in the
measurement year). For the Medicaid and commercial analyses, the primary care provider visit model includes a differential trend between the CO IBH and
comparison groups beginning in the baseline period. For Medicare, the primary care provider visit model assumes that the IBH and comparison group
outcome trends are parallel during the baseline period.

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CO IBH relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in
the IBH group relative to the comparison group after IBH implementation. The relative difference is the D-in-D estimate as a percentage of the IBH baseline
period adjusted mean.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match the D-in-D calculated from the adjusted
means because in nonlinear specifications the D-in-D calculated from the regression-adjusted means is known to be a biased estimator for the treatment

effect. As such, the nonlinear regression D-in-D is calculated as an average marginal effect.
(continued)
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Table A-1-5. Differences in the pre—post change in primary care provider visits in integrated behavioral health and the
comparison group, by payer (continued)

The total weighted N for all outcome models is any primary care provider visits for Medicaid is 2,367,356 for Medicaid; 441,716 for Medicare; and 1,210,253
for commercial plans. These numbers include all person-year observations for both the CO IBH and comparison groups.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through CO’s all-payer claims database, administered
by the Center for Improving Value in Health Care. Supplemental Medicaid data on behavioral health—related visits, hospitalizations, and ED visits were
provided by the CO Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM primary care providers
was provided by the CO SIM office.



A-1.2.5 Estimates of integrated behavioral health’s impact on quality

Table A-1-6 shows the estimates of the IBH model on mental illness—related acute
inpatient admissions with a mental health follow-up visit for Medicaid-, Medicare-, and
commercially insured individuals attributed to IBH practices relative to comparison individuals.

The percentage of mental illness—related acute inpatient admissions with a mental
health follow-up visit within seven days increased for both commercial plan members
attributed to IBH practices and comparison plan members but increased by 9.03
percentage points more for the commercial IBH group during the first two years of
IBH implementation (p=0.08). Changes in the percentage of mental illness—related
acute inpatient admissions with a mental health follow-up visit within seven days did
not differ between Medicaid or Medicare beneficiaries attributed to IBH practices and
comparison beneficiaries during the first two years of IBH implementation.

The percentage of mental illness—related acute inpatient admissions with a mental
health follow-up visit within 30 days increased for both Medicaid beneficiaries
attributed to IBH practices and comparison beneficiaries but increased by 8.42
percentage points more for the Medicaid IBH group during the first two years of IBH
implementation (p=0.08). Changes in the percentage of mental illness—related acute
inpatient admissions with a mental health follow-up visit within 30 days did not differ
between Medicare beneficiaries or commercial plan members attributed to IBH
practices and comparison individuals during the first two years of IBH
implementation.
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Table A-1-6. Differences in the pre—post change in mental iliness—related acute inpatient admissions with a mental health follow-
up in integrated behavioral health and the comparison group, by payer

Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome COIBH comparison group mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value

Percentage of mental illness—related acute inpatient admissions with a mental health follow-up visit within seven days

Medicaid 65.66 44.49 78.74 56.56 4.36 6.6 0.32
(-2.88, 11.59)

Medicare 36.59 38.61 29.86 36.51 -5.26 -14.4 0.27
(-13.15, 2.64)

Commerecial 54.08 55.12 65.91 58.33 9.03 16.7 0.08
(0.53, 17.54)

Percentage of mental illness—related acute inpatient admissions with a mental health follow-up visit within 30 days

Medicaid 89.22 67.56 95.92 79.47 8.42 9.4 0.08
(0.47, 16.37)

Medicare 67.02 63.77 59.54 63.22 -6.67 -9.9 0.15
(-14.28, 0.95)

Commerecial 81.71 79.22 88.00 82.12 5.29 6.5 0.24

(-2.06, 12.65)

Notes: Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; IBH = integrated behavioral health; SIM = State Innovation Model.

Methods: The analysis used a logistic regression model to obtain D-in-D estimates for the mental iliness-related inpatient admissions with a mental health

follow-up visit. The estimated probability of a follow-up visit was multiplied by 100 to produce a percentage. Models are adjusted for person-level variables
(gender, age, a count of total months enrolled in the measurement year, enrollment in more than one payer’s insurance plan in the measurement year, the
logged Hierarchical Condition Category risk score, and presence of a behavioral health condition in the year before entering the SIM model) and county-level
variables (residence in a Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute hospital beds, median age, percentage
uninsured, percentage residing in a mental health professional shortage area, and supply of physicians). The Medicare model included an additional person-
level variable (enrolled in both Medicare and Medicaid in the measurement year). The commercial model included additional person-level variables
(individual coverage, prescription drug coverage, Medicaid coverage at some point in the measurement year, and Medicare coverage at some point in the
measurement year). All mental health follow-up visit models include a differential trend between the CO IBH and comparison groups beginning in the
baseline period.

(continued)
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Table A-1-6. Differences in the pre—post change in mental iliness—related acute inpatient admissions with a mental health follow-
up in integrated behavioral health and the comparison group, by payer (continued)

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CO IBH relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in
the IBH group relative to the comparison group after IBH implementation. The relative difference is the D-in-D estimate as a percentage of the IBH baseline
period adjusted mean.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match the D-in-D calculated from the adjusted
means because in nonlinear specifications the D-in-D calculated from the regression-adjusted means is known to be a biased estimator for the treatment
effect. As such, the nonlinear regression D-in-D is calculated as an average marginal effect.

The total weighted N for all outcome models is 8,205 for Medicaid; 2,927 for Medicare; and 1,965 for commercial plans. These numbers include all person-year
observations for both the CO IBH and comparison groups.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through CO’s all-payer claims database, administered
by the Center for Improving Value in Health Care. Supplemental Medicaid data on behavioral health—related visits, hospitalizations, and ED visits were
provided by the CO Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM primary care providers
was provided by the CO SIM office.



A-1.3 Estimates of Integrated Behavioral Health’s Impact on Populations
with and Those Without a Behavioral Health Condition

The analysis assessed the Colorado IBH model’s impacts separately on individuals with
or those without behavioral health conditions for a selected set of outcomes. We define
individuals with a behavioral health condition as having one or more behavioral health-related
inpatient admissions or two or more behavioral health outpatient visits in the year before entering
the IBH model. Because the IBH model is focused on increasing access to behavioral health care
in primary care settings, the model could potentially produce larger impacts on health care
spending and utilization for individuals with behavioral health conditions.

A-1.3.1 Estimates of integrated behavioral health’s impact on core outcomes for
individuals with a behavioral health condition

Table A-1-7 shows the estimates of the IBH model on total spending PPPM, inpatient
admissions, ED visits, readmissions, and percentage of individuals with a behavioral health visit
for Medicaid-, Medicare-, and commercially insured individuals with a behavioral health
condition attributed to IBH practices relative to comparison group individuals. The findings are
as follows:

* Total spending PPPM decreased for both Medicaid beneficiaries with a behavioral
health condition attributed to IBH practices and comparison beneficiaries with a
behavioral health condition but decreased by $68.60 more for the Medicaid IBH
group with a behavioral health condition during the first two years of IBH
implementation (p<0.001). Total spending PPPM decreased in the commercial IBH
group with a behavioral health condition and increased in the comparison group with
a behavioral health condition, leading to a relative decrease of $97.65 for commercial
plan members with a behavioral health condition attributed to IBH practices during
the first two years of IBH implementation (p<0.001). Changes in total spending did
not differ between Medicare beneficiaries with a behavioral health condition
attributed to IBH practices and comparison beneficiaries with a behavioral health
condition during the first two years of IBH implementation.

* Inpatient admissions decreased for both Medicaid beneficiaries with a behavioral
health condition attributed to IBH practices and comparison beneficiaries with a
behavioral health condition but decreased by 18.48 more admissions per 1,000
beneficiaries for the Medicaid IBH group with a behavioral health condition during
the first two years of IBH implementation (p<0.001). Similarly, inpatient admissions
decreased for both commercial plan members with a behavioral health condition
attributed to IBH practices and comparison plan members with a behavioral health
condition but decreased by 21.63 more admissions per 1,000 members for the
commercial IBH group with a behavioral health condition during the first two years
of IBH implementation (p<0.001). Changes in inpatient admissions did not differ
between Medicare beneficiaries with a behavioral health condition attributed to IBH
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practices and comparison beneficiaries with a behavioral health condition during the
first two years of IBH implementation.

ED visits decreased for both Medicaid beneficiaries with a behavioral health
condition attributed to IBH practices and comparison beneficiaries with a behavioral
health condition but decreased by 96.58 more visits per 1,000 beneficiaries for the
Medicaid IBH group with a behavioral health condition during the first two years of
IBH implementation (p<0.001). ED visits decreased in the commercial IBH group
with a behavioral health condition and increased in the comparison group with a
behavioral health condition, leading to a relative decrease of 31.33 visits per 1,000
members for commercial plan members with a behavioral health condition attributed
to IBH practices during the first two years of IBH implementation (p=0.07). Changes
in ED visits did not differ between Medicare beneficiaries with a behavioral health
condition attributed to IBH practices and comparison beneficiaries with a behavioral
health condition during the first two years of IBH implementation.

Changes in readmissions did not differ between Medicaid-, Medicare-, or
commercially insured individuals with a behavioral health condition attributed to IBH
practices and comparison individuals with a behavioral health condition during the
first two years of IBH implementation.

The percentage of individuals with a behavioral health visit decreased in the Medicaid
IBH group with a behavioral health condition and increased in the comparison group
with a behavioral health condition, leading to a relative decrease of 13.14 percentage
points for Medicaid beneficiaries with a behavioral health condition attributed to IBH
practices during the first two years of IBH implementation (p<0.001). The percentage
of individuals with a behavioral health visit decreased for both Medicare beneficiaries
with a behavioral health condition attributed to IBH practices and comparison
beneficiaries with a behavioral health condition but decreased by 2.42 percentage
points more for the Medicare IBH group with a behavioral health condition during the
first two years of IBH implementation (p<0.001). The percentage of individuals with
a behavioral health visit decreased for both commercial plan members with a
behavioral health condition attributed to IBH practices and comparison plan members
with a behavioral health condition but decreased by 11.37 percentage points more for
the commercial IBH group with a behavioral health condition during the first two
years of IBH implementation. (p<<0.001).
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Table A-1-7. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits,
readmissions, and behavioral health visits for individuals with a behavioral health condition in integrated
behavioral health and the comparison group, by payer

Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CO IBH comparison group mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value

Total spending PPPM (S$)

Medicaid 542.85 605.32 429.42 560.37 -68.60 -12.6 <0.001
(-87.61, -49.60)
Medicare 595.33 610.43 624.19 655.44 -16.15 -2.7 0.20
(-36.97, 4.67)
Commerecial 534.54 443.98 466.59 473.69 -97.65 -18.3 <0.001

(-122.58, -72.72)

All-cause acute inpatient admissions per 1,000 population

Medicaid 83.37 86.03 63.40 84.32 -18.48 -22.2 <0.001
(-22.26, -14.70)
Medicare 229.10 234.71 222.26 213.82 13.34 5.8 0.10
(-0.09, 26.78)
Commercial 65.02 73.73 37.94 64.31 -21.63 -33.3 <0.001

(-27.59, -15.67)
ED visits per 1,000 population

Medicaid 1339.58 1412.60 1196.61 1363.57 -96.58 7.2 <0.001
(-131.21, -61.96)
Medicare 1303.50 1382.28 1354.43 1458.65 -21.45 -1.6 0.52
(-75.65, 32.75)
Commercial 317.69 350.75 297.36 360.03 -31.33 9.9 0.07
(-59.66, -3.00)

(continued)
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Table A-1-7. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits,
readmissions, and behavioral health visits for individuals with a behavioral health condition in integrated
behavioral health and the comparison group, by payer (continued)

Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CO IBH comparison group mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value
Readmissions within 30 days of discharge per 1,000 discharges
Medicaid 112.26 108.15 167.92 171.10 -7.97 -7.1 0.43
(-24.76, 8.82)
Medicare 192.99 194.23 230.67 214.39 15.12 7.8 0.43
(-16.69, 46.93)
Commerecial 114.35 85.15 161.06 127.77 -4.46 -3.9 0.87
(-50.64, 41.72)
Percentage of beneficiaries with a behavioral health visit
Medicaid 76.72 69.42 66.26 70.26 -13.14 -17.1 <0.001
(-13.88, -12.40)
Medicare 77.36 74.89 70.60 69.79 -2.42 -3.13 <0.001
(-3.45, -1.39)
Commercial 76.51 71.41 64.92 69.57 -11.37 -14.9 <0.001

(-12.18, -10.56)

Notes: Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; ED = emergency department; IBH = integrated behavioral health;
OLS = ordinary least squares; PPPM = per person per month; SIM = State Innovation Model.

Methods: The analysis used an OLS model to obtain D-in-D estimates for total spending, a negative binomial model to obtain D-in-D estimates for ED visits, and
a logistic regression model to obtain D-in-D estimates for the inpatient admissions, readmissions, and behavioral health visits. The estimated probability of
any inpatient admission and ED visit count were multiplied by 1,000 to obtain an approximate rate per 1,000 members. The estimated probability of a
readmission was multiplied by 1,000 to obtain an approximate rate per 1,000 discharges. The estimated probability of a behavioral health visit was
multiplied by 100 to obtain a percentage. Models are adjusted for person-level variables (gender, age, a count of total months enrolled in the measurement
year, enrollment in more than one payer’s insurance plan in the measurement year, and the logged Hierarchical Condition Category risk score) and county-
level variables (residence in a Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute hospital beds, median age, percentage

uninsured, percentage residing in a mental health professional shortage area, and supply of physicians). The Medicare model included an additional person-
level variable (enrolled in both Medicare and Medicaid in the measurement year).

(continued)
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Table A-1-7. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits,
readmissions, and behavioral health visits for individuals with a behavioral health condition in integrated
behavioral health and the comparison group, by payer (continued)

The commercial model included additional person-level variables (individual coverage, prescription drug coverage, Medicaid coverage at some point in the
measurement year, and Medicare coverage at some point in the measurement year). For Medicaid, the inpatient admission, ED visit, readmissions, and
percentage of beneficiaries with a behavioral health visit models assume that the CO IBH and comparison group outcome trends are parallel during the
baseline period; the total spending model includes a differential trend between the IBH and comparison groups beginning in the baseline period. For Medicare,
the total spending, ED visits, and the percentage of beneficiaries with a behavioral health visit models assume that the IBH and comparison group trends are
parallel during the baseline period; inpatient admissions and readmissions models include a differential trend between the IBH and comparison groups
beginning in the baseline period. For the commercial analysis, the total spending and percentage of beneficiaries with a behavioral health visit models assume
the IBH and comparison group outcome trends are parallel during the baseline period; the admissions, ED visits, and readmissions models include a differential
trend between the IBH and comparison groups beginning in the baseline period.

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CO IBH relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in
the IBH group relative to the comparison group after IBH implementation. The relative difference is the D-in-D estimate as a percentage of the IBH baseline
period adjusted mean.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match the D-in-D calculated from the adjusted
means because in nonlinear specifications the D-in-D calculated from the regression-adjusted means is known to be a biased estimator for the treatment
effect. As such, the nonlinear regression D-in-D is calculated as an average marginal effect.

The total weighted N for all outcome models except readmission outcome Medicaid models except readmissions is 373,005; for all Medicare models except
readmissions is 38,759; for all commercial models except readmissions is 84,617. The total weighted N for the Medicaid readmissions model is 23,531; for
the Medicare readmissions model is 13,871; and for the commercial readmissions model is 4,111. These numbers include all person-year observations for
both the CO IBH and comparison groups.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through CO’s all-payer claims database, administered
by the Center for Improving Value in Health Care. Supplemental Medicaid data on behavioral health—related visits, hospitalizations, and ED visits were
provided by the CO Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM primary care providers
was provided by the CO SIM office.



A-1.3.2 Estimates of integrated behavioral health’s impact on core outcomes for

individuals without a behavioral health condition

Table A-1-8 shows the estimates of the IBH model on total spending PPPM, inpatient
admissions, ED visits, readmissions, and behavioral health visits for Medicaid-, Medicare-, and
commercially insured beneficiaries without a behavioral health condition attributed to IBH
practices relative to comparison beneficiaries. The findings are as follows:

Total spending PPPM increased for both Medicaid beneficiaries without a behavioral
health condition attributed to IBH practices and comparison beneficiaries without a
behavioral health condition but increased by $22.05 less for the Medicaid IBH group
without a behavioral health condition during the first two years of IBH
implementation (p<0.001). Similarly, total spending PPPM increased for both
commercial plan members without a behavioral health condition attributed to IBH
practices and comparison plan members without a behavioral health condition but
increased by $34.97 less for the commercial IBH group without a behavioral health
condition during the first two years of IBH implementation (p<<0.001). Changes in
total spending did not differ between Medicare beneficiaries without a behavioral
health condition attributed to IBH practices and comparison beneficiaries without a
behavioral health condition during the first two years of IBH implementation.

Inpatient admissions decreased in the Medicaid IBH group without a behavioral
health condition and increased in the comparison group without a behavioral health
condition, leading to a relative decrease of 9.19 admissions per 1,000 beneficiaries for
Medicaid beneficiaries without a behavioral health condition attributed to IBH
practices during the first two years of IBH implementation (p<0.001). Inpatient
admissions increased for both Medicare beneficiaries without a behavioral health
condition attributed to IBH practices and comparison beneficiaries without a
behavioral health condition but increased by 6.78 fewer admissions per 1,000
beneficiaries for the Medicare IBH group without a behavioral health condition
during the first two years of IBH implementation (p=0.02). Similarly, inpatient
admissions increased for both commercial plan members without a behavioral health
condition attributed to IBH practices and comparison plan members without a
behavioral health condition but increased by 7.46 fewer admissions per 1,000
members for the commercial IBH group without a behavioral health condition during
the first two years of IBH implementation (p<0.001).

ED visits increased for both Medicare beneficiaries without a behavioral health
condition attributed to IBH practices and comparison beneficiaries without a
behavioral health condition but increased by 21.80 fewer visits per 1,000
beneficiaries for the Medicare IBH group without a behavioral health condition
during the first two years of IBH implementation (p<0.001). Changes in ED visits did
not differ between Medicaid beneficiaries or commercial plan members without a
behavioral health condition attributed to IBH practices and comparison individuals
without a behavioral health condition during the first two years of IBH
implementation.
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Changes in readmissions did not differ between Medicaid or Medicare beneficiaries
or commercial plan members without a behavioral health condition attributed to IBH
practices and comparison individuals without a behavioral health condition during the
first two years of IBH implementation.

The percentage of individuals with a behavioral health visit increased for both
Medicaid beneficiaries without a behavioral health condition attributed to IBH
practices and comparison beneficiaries without a behavioral health condition but
increased by 3.38 percentage points less for the Medicaid IBH group without a
behavioral health condition during the first two years of IBH implementation
(p<0.001). Changes in the percentage of individuals with a behavioral health visit did
not differ between Medicare or commercial plan members without a behavioral health
condition attributed to IBH practices and comparison individuals without a behavioral
health condition during the first two years of IBH implementation.

A-1-30



[e-1-V

Table A-1-8.

Differences in the pre—post change in total spending, inpatient admissions, emergency department visits,
readmissions, and behavioral health visits for individuals without a behavioral health condition in integrated
behavioral health and the comparison group, by payer

Baseline period

Baseline period

Intervention

Intervention period

adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome COIBH comparison group  mean, CO IBH comparison group D-in-D (90% CI) difference (%) p-value
Total spending PPPM (S$)
Medicaid 199.46 216.64 209.21 248.43 -22.05 -11.1 <0.001
(-27.45, -16.66)
Medicare 347.70 347.88 420.42 420.40 0.19 0.05 0.96
(-6.27, 6.65)
Commercial 257.13 214.70 312.39 304.91 -34.97 -13.6 <0.001
(-42.21, -27.73)
All-cause acute inpatient admissions per 1,000 population
Medicaid 42.36 48.16 35.82 51.17 -9.19 -21.7 <0.001
(-10.33, -8.04)
Medicare 113.49 111.79 117.71 122.35 -6.78 -6.0 0.02
(-11.48, -2.09)
Commercial 28.18 29.52 28.28 37.24 -7.46 -26.5 <0.001
(-9.07, -5.86)
ED visits per 1,000 population
Medicaid 672.96 743.71 648.69 718.61 -1.55 -0.2 0.87
(-17.23, 14.14)
Medicare 426.26 435.46 536.29 570.72 -21.80 -5.1 <0.001
(-33.17, -10.43)
Commercial 180.00 175.58 211.42 207.52 -1.58 -0.9 0.80

(-11.64, 8.48)

(continued)
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Table A-1-8. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits,
readmissions, and behavioral health visits for individuals without a behavioral health condition in integrated
behavioral health and the comparison group, by payer (continued)

Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome COIBH comparison group mean, CO IBH comparison group D-in-D (90% ClI) difference (%) p-value

Readmissions within 30 days of discharge per 1,000 discharges

Medicaid 72.85 100.55 151.54 187.61 6.36 8.7 0.19
(-1.61, 14.32)

Medicare 92.81 107.01 129.83 160.95 -10.70 -11.5 0.19
(-24.07, 2.66)

Commerecial 48.18 47.71 95.32 108.36 -9.23 -19.2 0.28
(-23.20, 4.73)

Percentage of beneficiaries with a behavioral health visit

Medicaid 17.26 12.84 17.92 16.16 -3.38 -19.6 <0.001
(-4.25, -2.51)

Medicare 7.93 6.52 11.14 9.00 0.27 3.46 0.36
(-0.22, 0.77)

Commerecial 9.68 8.47 10.41 9.43 -0.31 -3.25 0.29
(-0.80, 0.17)

Notes: Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; ED = emergency department; IBH = integrated behavioral health;
OLS = ordinary least squares; PPPM = per person per month; SIM = State Innovation Model.

Methods: The analysis used an OLS model to obtain D-in-D estimates for total spending, a negative binomial model to obtain D-in-D estimates for ED visits, and
a logistic regression model to obtain D-in-D estimates for the inpatient admissions, readmissions, and behavioral health visits. The estimated probability of
any inpatient admission and the ED visit count to obtain an approximate rate per 1,000 members. The estimated probability of a readmission was multiplied
by 1,000 to obtain an approximate rate per 1,000 discharges. The estimated probability of a behavioral health visit was multiplied by 100 to obtain a
percentage Models are adjusted for person-level variables (gender, age, a count of total months enrolled in the measurement year, enrollment in more than
one payer’s insurance plan in the measurement year, and the logged Hierarchical Condition Category risk score) and county-level variables (residence in a
Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute hospital beds, median age, percentage uninsured, percentage residing
in a mental health professional shortage area, and supply of physicians). The Medicare model included an additional person-level variable (enrolled in both
Medicare and Medicaid in the measurement year). The commercial model included additional person-level variables (individual coverage, prescription drug
coverage, Medicaid coverage at some point in the measurement year, and Medicare coverage at some point in the measurement year).

(continued)
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Table A-1-8. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits,
readmissions, and behavioral health visits for individuals without a behavioral health condition in integrated
behavioral health and the comparison group, by payer (continued)

For Medicaid, the inpatient admissions, ED visits, readmissions, and percentage of beneficiaries with a behavioral health visit models assume that the CO IBH
and comparison group outcome trends are parallel during the baseline period; the total spending model includes a differential trend between the IBH and
comparison groups beginning in the baseline period. For Medicare, the total spending, ED visits, and percentage of beneficiaries with a behavioral health
visit models assume that the IBH and comparison group trends are parallel during the baseline period; inpatient admissions and readmissions models include
a differential trend between the IBH and comparison groups beginning in the baseline period. For the commercial analysis, the total spending and
percentage of beneficiaries with a behavioral health visit models assume the IBH and comparison group outcome trends are parallel during the baseline
period; the inpatient admissions, ED visits, and readmissions models include a differential trend between the IBH and comparison groups beginning in the
baseline period.

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CO IBH relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in
the IBH group relative to the comparison group after IBH implementation. The relative difference is the D-in-D estimate as a percentage of the IBH baseline
period adjusted mean.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match the D-in-D calculated from the adjusted
means because in nonlinear specifications the D-in-D calculated from the regression-adjusted means is known to be a biased estimator for the treatment
effect. As such, the nonlinear regression D-in-D is calculated as an average marginal effect.

The total weighted N for all outcome models except the readmission outcome is 1,994,102 for Medicaid; 403,024 for Medicare; and 1,125,593 for commercial
plans. The weighted N for the readmission outcome is 66,869 for Medicaid; 64,373 for Medicare; and 32,393 for commercial plans. These numbers include
all person-year (or discharge-year) observations for both the CO IBH and comparison groups.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through CQO’s all-payer claims database, administered
by the Center for Improving Value in Health Care. Supplemental Medicaid data on behavioral health—-related visits, hospitalizations, and ED visits were
provided by the CO Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM primary care providers
was provided by the CO SIM office.



A-1.4 Annual Covariate Balance Between the Integrated Behavioral Health
and Comparison Groups

As described in Appendix L, annual propensity scores were created for the overall
comparison sample at the person-year level, at the inpatient discharge-level, and for any
comparison subgroups. These subgroups included all individuals with behavioral health
conditions, and individuals without behavioral health conditions.

Tables A-1-9 through A-1-11 show covariate balance between the Colorado IBH and
comparison groups for the Medicaid, Medicare, and commercial groups, respectively, in the last
baseline year for the overall study sample. (Covariate balance for the discharge-level and
subgroup samples are not shown. Covariate balance is also not shown for the earlier baseline
years.) The tables include the following:

* The covariate means for the IBH and comparison groups without propensity score
weighting;

* The standardized difference between the IBH and comparison groups means without
propensity score weighting (‘“unweighted standardized differences”);

* The propensity score-weighted means for the comparison groups (“comparison
weighted”); and

* The standardized difference between the IBH group means and the propensity-score
weighted comparison group means (“weighted standardized differences™).

The analysis estimated propensity scores in each analysis year by using logistic
regressions in which the dependent variable was an indicator of inclusion in the IBH group.
Although the analysis calculated propensity scores in each analysis year, means and standardized
differences are similar across years, so tables are presented for the last baseline year only.

The analysis included all covariates in Tables A-1-9 through A-1-11 in the propensity
score models. Additional details on propensity score covariate selection, propensity score model
specification, and calculation of standardized differences are available in Appendix L.

Tables A-1-9 through A-1-11 show balance between the IBH and comparison group
covariates before and after applying weights to person-year observations for individuals with
Medicaid, Medicare, and commercial coverage, respectively. Prior to propensity score
weighting, standardized differences were greater than 0.10 for some individual- and county-level
characteristics. After propensity score weighting, standardized differences were all below the
0.10 threshold, indicating an acceptable level of covariate balance.
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Table A-1-9. Covariate balance between the integrated behavioral health and comparison groups in the last baseline year,

Medicaid beneficiaries

Unweighted Weighted mean
mean or Unweighted mean Unweighted or percentage, Weighted
percentage, or percentage, standardized comparison standardized
Variable CO IBH comparison group  difference group difference
Individual level
Percentage of people who are female 54.15 57.84 0.07 54.08 0.002
Age in years 19.8 24.7 0.28 20.0 0.01
Age in years, squared 704.5 941.4 0.21 718.5 0.01
Total months of enrollment during the year 11.1 10.4 0.24 11.1 0.0005
Percentage of people who have Medicaid and another type of 10.63 12.36 0.0 10.66 0.001
insurance coverage in the year
Hierarchical Condition Category risk score, logged? -0.3 -0.2 0.16 -0.3 0.004
Percentage of people who have a behavioral health condition 16.1 14.26 0.05 15.9 0.01
County level
Percentage of people residing in a Metropolitan Statistical Area 84.13 86.52 0.07 83.48 0.02
Percentage of people living in poverty 12.9 12.1 0.20 13.1 0.03
Hospital beds per 1,000 people 2.6 2.4 0.16 2.7 0.03
Median age in years 36 36.1 0.01 36.1 0.02
Percentage of people (under 65 years) without health insurance 10.3 9.5 0.32 10.4 0.01
Percentage of people residing in a mental health professional 33.83 37.06 0.07 33.84 <0.01
shortage area
Physicians per 1,000 people 3.2 2.9 0.20 3.2 0.01

Notes: ? Hierarchical Condition Category risk score is a risk adjustment score calculated from ICD-9 and ICD-10 diagnosis codes, with larger Hierarchical
Condition Category scores corresponding to higher predicted health care costs.

CO = Colorado; IBH = integrated behavioral health; ICD = International Classification of Diseases; SIM = State Innovation Model.

Sources: Federal Evaluation Team analysis of Medicaid claims data provided through CO’s all-payer claims database, administered by the Center for Improving
Value in Health Care. Information about which beneficiaries were attributed to SIM primary care providers was provided by the CO SIM office.



Table A-1-10. Covariate balance between the integrated behavioral health and comparison groups in the last baseline year,
Medicare beneficiaries

Unweighted mean Unweighted mean Unweighted Weighted mean Weighted

or percentage, or percentage, standardized or percentage, standardized
Variable CO IBH comparison group difference comparison group  difference
Individual level
Percentage of people who are female 56.53 55.56 0.02 56.54 0.0002
Age in years 69.7 71.3 0.14 69.7 0.0003
Age in years, squared 5001.7 5207 0.13 5002.7 0.0007
Total months of enrollment during year 11.4 11.3 0.02 11.4 0.0007
Percentage of people who have Medicare and Medicaid 22.84 14.82 0.21 22.85 0.0003
coverage during the year
Percentage of people who have Medicare and another type of 33.66 25.41 0.18 33.7 0.0008
insurance coverage in the year
Hierarchical Condition Category risk score, logged? 0.5 0.5 0.0003 0.5 0.003
Percentage of people who have a behavioral health condition 8.85 6.51 0.09 8.9 0.002
County level
Percentage of people residing in a Metropolitan Statistical 81.86 87.0 0.14 82.1 0.01
Area
Percentage of people living in poverty 12.5 11.6 0.24 125 0.01
Hospital beds per 1,000 people 2.5 2.3 0.15 2.5 0.0001
Median age in years 36.8 36.7 0.01 36.7 0.01
Percentage of people (under 65 years) without health 9.5 9.0 0.18 9.5 0.002
insurance
Percentage of people residing in a mental health professional 42.75 32.39 0.22 42.19 0.01
shortage area
Physicians per 1,000 people 3.1 2.8 0.21 3.1 0.002

Notes: @ Hierarchical Condition Category risk score is a risk adjustment score calculated from ICD-9 and ICD-10 diagnosis codes, with larger Hierarchical
Condition Category scores corresponding to higher predicted health care costs.
CO = Colorado; IBH = integrated behavioral health; ICD = International Classification of Diseases; SIM = State Innovation Model.

Sources: Federal Evaluation Team analysis of Medicare claims data provided through CQO’s all-payer claims database, administered by the Center for Improving
Value in Health Care. Information about which beneficiaries were attributed to SIM primary care providers was provided by the CO SIM office.



LE1-V

Table A-1-11. Covariate balance between the integrated behavioral health and comparison groups in the last baseline year,
commercial plan members

Unweighted mean Unweighted mean Unweighted Weighted mean Weighted

or percentage, or percentage, standardized or percentage, standardized
Variable CO IBH comparison group difference comparison group difference
Individual level
Percentage of people who are female 55.02 55.56 0.01 55.12 0.002
Age in years 34 36.8 0.14 34 0.002
Age in years, squared 1593.2 1748.3 0.10 1596.2 0.002
Total months of enrollment during year 9.6 9.4 0.06 9.7 0.015
Percentage of people who have prescription drug 94.28 93.7 0.02 94.26 0.001
coverage
Percentage of people who have individual (not employer 33.09 25.37 0.17 33.26 0.004
sponsored) coverage
Percentage of people who have commercial coverage 21.29 11.64 0.26 21.64 0.009
and another type of insurance coverage in the year
Percentage of people who have Medicaid coverage 16.97 7.41 0.30 17.27 0.008
during year
Percentage of people who have Medicare coverage 4.33 4.24 0.005 4.39 0.003
during year
Hierarchical Condition Category risk score, logged?® -0.2 -0.1 0.11 -0.2 0.004
Percentage of people who have a behavioral health 6.97 5.77 0.05 7.02 0.002
condition
County level
Percentage of people residing in a Metropolitan 85.72 90.44 0.15 85.33 0.011
Statistical Area
Percentage of people living in poverty 11.8 10.7 0.27 11.9 0.023
Hospital beds per 1,000 population 2.3 2.2 0.09 2.3 0.005
Median age in years 36.4 36.3 0.02 36.4 0.010

(continued)
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Table A-1-11. Covariate balance between the integrated behavioral health and comparison groups in the last baseline year,
commercial plan members (continued)

Unweighted mean Unweighted mean Unweighted Weighted mean Weighted

or percentage, or percentage, standardized or percentage, standardized
Variable CO IBH comparison group difference comparison group difference
County level (continued)

Percentage of people (under 65 years) without health 9.4 8.8 0.22 9.4 0.001
insurance

Percentage of people residing in a mental health 29.25 24.16 0.12 29.52 0.006
professional shortage area

Physicians per 1,000 population 3.1 2.9 0.13 3.1 0.012

Notes: @ Hierarchical Condition Category risk score is a risk adjustment score calculated from ICD-9 and ICD-10 diagnosis codes, with larger Hierarchical
Condition Category scores corresponding to higher predicted health care costs.

CO = Colorado; IBH = integrated behavioral health; ICD = International Classification of Diseases; SIM = State Innovation Model.

Sources: Federal Evaluation Team analysis of commercial claims data provided through CO’s all-payer claims database, administered by the Center for
Improving Value in Health Care. Information about which beneficiaries were attributed to SIM primary care providers was provided by the CO SIM office.



A-1.5 Trends in Core Health Care Spending and Utilization Outcomes

Figures A-1-1 through A-1-12 show propensity score—weighted trends for all analysis
years for the core D-in-D outcomes (total spending PPPM, inpatient admissions, ED visits, and
readmissions) for individuals with Medicaid, Medicare, or commercial coverage in the IBH and
comparison groups. As described in Appendix L, the analysis examined outcomes trends during
baseline for the IBH and comparison groups to determine the specification of the D-in-D models.

Across the four core outcomes (total spending, inpatient admissions, ED visits, and
readmissions), trends were not uniformly parallel. There was variation by outcome and by payer.
The same inconsistencies were also noted among non-core outcomes. In the Medicaid analyses,
the IBH and comparison groups baseline trends for behavioral health-related inpatient
admissions, primary care visits, behavioral health visits, and follow-up after a mental health
inpatient admission were not parallel. In the Medicare analyses, IBH and comparison groups
baseline trends for behavioral health—related inpatient admissions and ED visits and follow-up
after a mental health inpatient admission were not parallel. In the commercial analyses,
behavioral health-related inpatient admissions and ED visits, primary care visits, and follow-up
after a mental health inpatient admission were not parallel.

A-1.5.1 Trends in core outcomes, Medicaid beneficiaries

Figures A-1-1 through A-1-4 present trends for the four core outcomes (total spending
PPPM, inpatient admissions, ED visits, and readmissions) for the full sample of Medicaid
beneficiaries in the IBH and comparison groups. The findings are as follows:

* Total spending PBPM increased during the baseline and intervention period, with a
small decrease in spending from Year 1 to Year 2 of the intervention period
(Figure A-1-1). The trends do not appear to be parallel during the baseline period.

* Inpatient admissions per 1,000 beneficiaries steadily decreased during the baseline
and intervention periods for the IBH group. In contrast, the comparison experienced a
steady decrease in inpatient admissions in the baseline before spiking in the first year
of the intervention period and then decreasing. The IBH group had lower rates of
inpatient admissions (Figure A-1-2). The trends appear to be fairly parallel during the
baseline period.

* ED visits per 1,000 beneficiaries showed a small but steady decline over the baseline
and intervention periods for both the IBH and comparison groups. The IBH group had
lower rates of visits (Figure A-1-3). The trends appear to be parallel during the
baseline period.

* Readmissions within 30 days increased steadily during the baseline and intervention
periods for both IBH and the comparison groups. The IBH group had lower rates of
readmissions (Figure A-1-4). The trends appear to be parallel during the baseline
period.
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Figure A-1-1. Trends in total spending per
beneficiary per month for Medicaid
beneficiaries in the integrated behavioral
health and comparison groups

Figure A-1-2. Trends in all-cause acute
inpatient admissions per 1,000 Medicaid
beneficiaries in the integrated behavioral
health and comparison groups

350
300 et T -
&
:;-’-_-’-.-/
250
200
150

100

Total spending PBPM ($)

50

BY1 BY2 BY3 Y1 Y2
Baseline Intervention
COIBH == e= e Comparison Group

<y
(=]

@
=}

- - .-
———— - ~
-
e

IP admissions per 1,000 beneficiaries
I (%]
S o
L4
'4
'

= N w
5] =1 S

[=}

BY1 BY2 BY3 Y1 Y2
Baseline Intervention

o (O [BH == == = Comparison Group

Note: BY = baseline year; CO = Colorado;
IBH = integrated behavioral health; PBPM = per
beneficiary per month; Y = year.

Figure A-1-3. Trends in emergency
department visits per 1,000 Medicaid
beneficiaries in the integrated behavioral
health and comparison groups

Note: BY = baseline year; CO = Colorado;
IBH = integrated behavioral health; IP = inpatient;
Y = year.

Figure A-1-4. Trends in readmissions per
1,000 discharges in the integrated
behavioral health and comparison groups
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Note: BY = baseline year; CO = Colorado;
IBH = integrated behavioral health; Y = year.

Sources: Federal Evaluation Team analysis of Medicaid claims data provided through CO’s all-payer claims
database, administered by the Center for Improving Value in Health Care. Supplemental Medicaid data on

behavioral health—-related visits, hospitalizations, and ED visits were provided by the CO Department of Health Care

Policy and Financing. Information about which beneficiaries were attributed to SIM primary care providers was
provided by the CO SIM office. All-payer claims database claims provided by the Center for Improving Value in

Health Care.
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A-1.5.2 Trends in core outcomes, Medicare beneficiaries

Figures A-1-5 through A-1-8 present trends for the four core outcomes (total spending
PPPM, inpatient admissions, ED visits, and readmissions) for the full sample of Medicare
beneficiaries in the IBH and comparison groups. The findings are as follows:

* Total spending PBPM increased during the baseline period before plateauing in the
intervention period for both the IBH and comparison groups. Spending was almost
identical between groups (Figure A-1-5). The trends appear to be parallel during the

baseline period.

* Inpatient admissions per 1,000 beneficiaries increased during the baseline period for
the IBH and comparison groups. Although the comparison group showed a fairly
steady but small increase in inpatient admissions during the intervention period, the
IBH group experienced a decrease in inpatient admissions in Year 1 of the
intervention before going back up (Figure A-1-6). The trends were not parallel during

the baseline period.

* ED visits per 1,000 beneficiaries showed a steady increase over the baseline period
before plateauing in the intervention period for the IBH and comparison groups. The
intervention group had lower rates of visits (Figure A-1-7). The trends appear to be

parallel during the baseline period.

* Readmissions within 30 days increased during the baseline period before plateauing
for the IBH group and declining slightly for the comparison group. The IBH group
had lower rates of readmissions (Figure A-1-8). The trends do not appear to be

parallel during the baseline period.

Figure A-1-5. Trends in total spending per
beneficiary per month for Medicare
beneficiaries in the integrated behavioral
health and comparison groups

Figure A-1-6. Trends in all-cause acute
inpatient admissions per 1,000 Medicare
beneficiaries in the integrated behavioral
health and comparison groups
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Figure A-1-7. Trends in outpatient Figure A-1-8. Trends in readmissions per
emergency department visits per 1,000 1,000 discharges in the integrated
Medicare beneficiaries in the integrated behavioral health and comparison groups
behavioral health and comparison groups
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Sources: Federal Evaluation Team analysis of Medicare claims data provided through CO’s all-payer claims
database, administered by the Center for Improving Value in Health Care. Information about which beneficiaries
were attributed to SIM primary care providers was provided by the CO SIM office.
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A-1.5.3 Trends in core outcomes, commercial plan members

Figures A-1-9 through A-1-12 present trends for the four core outcomes (total PPPM,
inpatient admissions, ED visits, and readmissions) for the full sample of commercial plan
members in the IBH and comparison groups. The findings are as follows:

Total spending PMPM increased during the baseline and intervention periods for both
the IBH and comparison group. Spending was higher for the IBH group relative to the
comparison group (Figure A-1-9). The trends appear to be parallel during the
baseline period.

Inpatient admissions per 1,000 people did not change much during the baseline period
for the IBH and comparison groups. Although the comparison group showed an
increase in inpatient admissions during the intervention period, the IBH group
experienced a decrease (Figure A-1-10). The trends do not appear to be parallel
during the baseline period.

ED visits per 1,000 people spiked for the comparison group in baseline Year 3 and
remained high during the intervention period. In contrast, the IBH group had a steady
increase in visits during the baseline period before going down in Year 1 of the
intervention and then going back up in Year 2. The IBH group had lower rates of
visits (Figure A-1-11). The trends do not appear to be parallel during the baseline
period.

Readmissions within 30 days increased during the baseline period for the IBH and
comparison groups. The IBH group then experienced a decrease in readmissions
during the intervention period while the comparison group experienced an increase
(Figure A-1-12). The trends do not appear to be parallel during the baseline period.
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Figure A-1-9. Trends in total spending per
member per month for commercial plan
members in the integrated behavioral
health and comparison groups

Figure A-1-10. Trends in all-cause acute
inpatient admissions per 1,000 commercial
plan members in the integrated behavioral
health and comparison groups
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Figure A-1-11. Trends in emergency
department visits per 1,000 commercial
plan members in the integrated behavioral
health and comparison groups

Note: BY = baseline year; CO = Colorado;
IBH = integrated behavioral health; IP = inpatient;
Y = year.

Figure A-1-12. Trends in readmissions per
1,000 discharges in the intervention and
comparison groups
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Sources: Federal Evaluation Team analysis of commercial claims data provided through CO’s all-payer claims
database, administered by the Center for Improving Value in Health Care. Information about which beneficiaries
were attributed to SIM primary care providers was provided by the CO SIM office.
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A-1.6 Sensitivity Analysis

Table A-1-12 shows how the impact estimates for Colorado’s IBH model for the core
outcomes differ when the D-in-D models assume either parallel or nonparallel baseline trends.
Sensitivity analyses were robust to the main model specification for total spending, inpatient
admissions, and inpatient readmissions. For ED visits in the Medicare and commercial
populations, directions of the estimates were similar but statistical significance did change based
on assumptions of parallel or differential trends. The findings are as follows:

* Within each of the payer-specific analyses, the overall total spending PPPM D-in-D
estimates were in the same direction and significance across the two approaches,
although the sensitivity analysis for the Medicaid population showed an estimate of a
smaller magnitude.

* Within each of the payer-specific analyses, the overall inpatient admissions D-in-D
estimates were in the same direction and significance and had similar magnitudes
across the two approaches.

* The overall ED visits D-in-D estimates were not statistically significant in the main
analysis or the sensitivity analysis for the Medicaid population. In the Medicare
population, the estimate in the main analysis was statistically significant, but in the
sensitivity analysis, the estimate was in the same direction but not statistically
significant. In the commercial population, the estimate was not statistically significant
in the main analysis, but in the sensitivity analysis, the estimate was significant and in
the same direction as the main analysis.

* Within each of the payer-specific analyses, readmissions D-in-D estimates were not
statistically significant in the main analysis or the sensitivity analysis for Medicaid
and Medicare. In the commercial population, the estimate was not statistically
significant in the main analysis, but in the sensitivity analysis, the estimate was
significant and in the same direction and same magnitude as the main analysis.
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Table A-1-12. Differences in the pre—post change in total spending, inpatient admissions,

emergency department visits, and readmissions in integrated behavioral health

model and the comparison group, by payer

Main analysis: Regression-

Sensitivity analysis:

Regression-adjusted D-in-D

Outcome Parallel trends assumption adjusted D-in-D (90% Cl) (90% CI)
Total spending PPPM (S$)
Medicaid Main: Not parallel -26.43*** -6.68**
Sensitivity: Parallel (-32.78, -20.08) (-12.17,-1.20)
Medicare Main: Parallel -0.54 -3.61
Sensitivity: Not parallel (-7.15, 6.07) (-13.39, 6.18)
Commercial Main: Parallel -40.40*** -46.99***

Sensitivity: Not parallel

Inpatient admissions per 1,000

(-48.14, -32.65)

(-53.21, -40.78)

Medicaid Main: Parallel -10.75*** -14.54%**
Sensitivity: Not parallel (-12.13,-9.37) (-16.60, -12.47)

Medicare Main: Not parallel -3.98 -1.40
Sensitivity: Parallel (-8.34,0.37) (-3.80, 1.01)

Commercial Main: Not parallel -8.66*** -7.49%**
Sensitivity: Parallel (-10.26, -7.06) (-8.66, -6.33)

ED visits per 1,000

Medicaid Main: Parallel -12.99 15.59
Sensitivity: Not parallel (-31.20, 5.22) (-1.04, 32.21)

Medicare Main: Parallel -22.13*** -14.96
Sensitivity: Not parallel (-34.92,-9.35) (-33.18, 3.26)

Commercial Main: Not parallel -2.31 -12.08*
Sensitivity: Parallel (-12.59, 7.98) (-22.42,-1.73)

Readmissions within 30 days of discharge per 1,000 discharges

Medicaid Main: Parallel 3.68 -4.94
Sensitivity: Not parallel (-4.32,11.69) (-17.75, 7.86)

Medicare Main: Not parallel -5.65 -0.40
Sensitivity: Parallel (-17.52, 6.22) (-7.20, 6.40)

Commercial Main: Not parallel -11.58 -11.18*
Sensitivity: Parallel (-25.16, 2.01) (-18.96, -3.41)

* p<0.10; ** p<0.05; *** p<0.01.

Notes: Cl = confidence interval; CO = Colorado; D-in-D = difference-in-differences; ED = emergency department;
IBH = integrated behavioral health; OLS = ordinary least squares; PPPM = per person per month; SIM = State

Innovation Model.
(continued)
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Table A-1-12. Differences in the pre—post change in total spending, inpatient admissions,
emergency department visits, and readmissions in integrated behavioral health
model and the comparison group, by payer (continued)

Methods: The analysis used an OLS model to obtain D-in-D estimates for total spending, a negative binomial model
to obtain D-in-D estimates for ED visits, and a logistic regression model to obtain D-in-D estimates for inpatient
admissions and readmissions. The estimated probability of any inpatient admission and the ED visit count were
multiplied by 1,000 to obtain an approximate rate per 1,000 members. The estimated probability of a
readmission was multiplied by 1,000 to obtain an approximate rate per 1,000 discharges. Models are adjusted
for person-level variables (gender, age, a count of total months enrolled in the measurement year, enrollment in
more than one payer’s insurance plan in the measurement year, the logged Hierarchical Condition Category risk
score, and presence of a behavioral health condition in the year before entering the SIM model) and county-
level variables (residence in a Metropolitan Statistical Area, percentage living in poverty, supply of short-term
acute hospital beds, median age, percentage uninsured, percentage residing in a mental health professional
shortage area, and supply of physicians). The Medicare model included an additional person-level variable
(enrolled in both Medicare and Medicaid in the measurement year). The commercial model included additional
person-level variables (individual coverage, prescription drug coverage, Medicaid coverage at some point in the
measurement year, and Medicare coverage at some point in the measurement year). Assumptions about
baseline parallel trends are included in the table above.

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater
decrease or a smaller increase in an outcome after the implementation of IBH relative to the comparison group.
A positive value corresponds to a greater increase or a smaller decrease in an outcome in the IBH group relative
to the comparison group after IBH implementation. The relative difference is the D-in-D estimate as a
percentage of the IBH baseline period adjusted mean.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match
the D-in-D calculated from the adjusted means because in nonlinear specifications the D-in-D calculated from
the regression-adjusted means is known to be a biased estimator for the treatment effect. As such, the
nonlinear regression D-in-D is calculated as an average marginal effect.

The total weighted N for all outcome models except the readmission outcome is 2,367,356 for Medicaid; 441,716
for Medicare; and 1,210,253 for commercial plans. The weighted N for the readmission outcome is 90,387 for
Medicaid; 78,232 for Medicare; and 36,474 for commercial plans. These numbers include all person-year (or
discharge-year) observations for both the IBH and comparison groups.

Sources: Federal Evaluation Team analysis of Medicaid, Medicare, and commercial claims data provided through
CO’s all-payer claims database, administered by the Center for Improving Value in Health Care. Supplemental
Medicaid data on behavioral health—-related visits, hospitalizations, and ED visits were provided by the CO
Department of Health Care Policy and Financing. Information about which beneficiaries were attributed to SIM
primary care providers was provided by the CO SIM office.
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Appendix B: State Innovation Model in Model Test States: Connecticut

*  Connecticut’s Person-Centered Medical Home Plus (PCMH+)
grew to cover approximately 20 percent of all Medicaid

Payment Model beneficiaries in the state.

Development * After two waves of PCMH+, many practices had achieved
improvements in quality metrics and shared savings,
according to stakeholders.

*  The Community and Clinical Integration Program (CCIP)
. offered technical assistance (TA) to help PCMH+ practices
Delivery Model . ) )
TR Y T e with comprehensive care management, health equity, and
behavioral health integration (BHI).

* Astatewide health information exchange (HIE), all-payer
claims database (APCD), and admission, discharge, and

Health IT and transfer (ADT) were established.
Data Analytics . .
* The state achieved 70 percent alignment of the voluntary

core quality measure set for Medicaid and commercial payers.

* A community health worker (CHW) certification program was
initiated.
Population

Health * The Prevention Service Initiative (PSI) provided TA to

formalize relationships between community-based
organizations (CBOs) and health care organizations (HCOs).

e State funds will sustain a PCMH+ Wave 3, and a Wave 4 was
expected to add dually eligible Medicare/Medicaid
Sustainability beneficiaries.

* Executive orders in January 2020 shifted statewide priorities
for health care spending to primary care.

e The Connecticut SIM Initiative began numerous programs, but
limited its focus over time to fewer programs with potentially
greater impact.

*  Practice transformation and TA were seen as most
advantageous when tailored to a practice’s specific needs,
rather than being prescriptive.

* Collaboration between HCOs and CBOs revealed that CBOs
needed additional help to administer new health programs.

Implications
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B.1 Key State Context and the Connecticut State Innovation Model Initiative

B.1.1 Pre-State Innovation Model health care in Connecticut

Connecticut’s population health and health care pre-SIM Initiative environment was
shaped by three factors: (1) good population health overall but significant health disparities,
(2) discontinuation of Medicaid managed care from private insurers and reversion to a managed
fee-for-service (FFS) Administrative Service Organization model, and (3) Medicaid expansion.
The state’s large and dynamic commercial insurance market included 41 commercial payers
(PwC, 2018, November). In both the commercial market and Medicare, shared savings programs
(SSPs) had emerged that were in alignment with the state’s planned SIM Initiative. In 2011, the
state launched a voluntary value-based insurance design (VBID) program for state employees
that was overseen by the Office of the State Comptroller.

The dominant payer type in a state can influence opportunities to leverage Medicaid or
multi-payer activities in payment model design and implementation. The commercial health
insurer market in Connecticut was relatively competitive. Together, commercial health insurers
made up the largest share of the market in 2014, followed by Medicaid, then Medicare. By 2018,
Medicaid was the dominant insurer in the state overall in percent of insured lives, followed by
Medicare (see Exhibits 8-5 and 8-6).

Both public payers increased the percent of insured lives they covered over the same time
period (see Exhibit B-1). In contrast, the percent of insured lives covered by the most prevalent
commercial payers (Anthem Inc. Group and Emblem Health) shrank between 2014 and 2018.

A majority of Connecticut practices were small and located in urban areas. In 2015, five
percent of primary care practices were located in rural areas and 63 percent had a single
provider. Twenty one percent of primary care practices had an existing involvement in a
Medicare FFS alternative payment model (e.g., Comprehensive Primary Care [CPC],
Comprehensive Primary Care Plus [CPC+], the Medicare Shared Savings Program).

15 Estimated characteristics of practices statewide, according to internal analysis conducted for this evaluation (see
Appendix L).
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Exhibit B-1. Medicare and Medicaid increased share of insured lives
relative to all commercial payers, 2014-2018 (top five payers
in Connecticut shown)

Medicaid
Medicare
Anthem

Emblem Health

UnitedHealth

o
X

5% 10% 15% 20%

B 2014 [ 2018

Note: HIC ACS = Health Insurance Coverage from the American Community Survey;
NAIC = National Association of Insurance Commissioners.

Sources: Federal Evaluation Team analysis of NAIC Supplemental Health Care Exhibit Report
2014/2018; HIC ACS Historical Tables, All Persons: 2008 to 2019, civilian noninstitutionalized
population.

State Innovation Model Initiative in Connecticut

Connecticut’s Office of Health Strategy (OHS) led the state’s SIM Initiative, the primary

goals of which were to establish a whole person—centered health care system that improved
community health and eliminated health inequities; ensured superior access, quality, and care
experience; empowered individuals to actively participate in their health and health care; and
improved affordability by reducing health care costs (Exhibit B-2). The SIM Initiative, which
started in February 2015, aimed to achieve these goals through three key strategies: Person-
Centered Medical Home Plus (PCMH+), the Advanced Medical Home (AMH) program, and the
Community and Clinical Integration Program (CCIP).
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Exhibit B-2. Connecticut engaged a variety of stakeholders in the development
and implementation of the SIM Initiative

Ongoing engagement from a broad range of stakeholders
was a central priority to the Connecticut SIM Initiative.

Community
Advisory Board

[ Healthcare Innovation

Community Health Worker
Steering Committee

Advisory Committee

Practice Transformation Office of Value-based Insurance Design
Task Force Health Consortium

Strategy

[ Population Health Quality Council

Council

Health Information Technology
Advisory Council

Note: SIM = State Innovation Model.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

Ongoing engagement from a broad range of stakeholders was a central priority to the
Connecticut SIM Initiative. The Healthcare Innovation Steering Committee (the Steering
Committee), provided oversight and guidance to the OHS and activities related to the SIM
Initiative implementation. The Practice Transformation Task Force provided AMH standards,
advised on practice transformation processes, and fostered alignment with other care delivery
models in the state. The Population Health Council developed a vision for improving population
health around payment, insurance and practice reforms, community integration, and innovation.
The Health IT Advisory Council advised the Health Information Technology Officer and
coordinated health information technology (health IT) activities for state health reform
initiatives. The Consumer Advocacy Board advocated for consumers and provided consumer
input into the SIM planning and implementation process. The Quality Council recommended a
core measure set for the assessment of primary care, specialty care, and hospital provider
performance; and a common provider scorecard format for all payers. The VBID Consortium
developed recommendations around the promotion and adoption of VBID model components by
self-insured employers, fully insured employers, and private and public health insurance
exchanges. Finally, the Community Health Worker (CHW) Advisory Committee advised on the
training, promotion, utilization, and certification of CHWs; and established a framework for
sustainable payment models.
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The AMH program was designed to provide technical assistance (TA) to help practices
transform into National Committee for Quality Assurance (NCQA)-recognized PCMHs.
Participating entities (PEs) in PCMH+ received TA to enhance their capabilities in
comprehensive care management, health equity improvement, and behavioral health integration
(BHI). Using SIM funding, the state launched PCMH+, the state’s first Medicaid SSP. PCMH+
rewarded HCOs that built onto patient-centered medical home (PCMH) standards by
implementing enhanced care coordination activities and creating linkages with community-based
organizations (CBOs). The intent was to improve outcomes and contain cost increases by
addressing social determinants of health (SDoH) needs. PEs in PCMH+ received TA to enhance
their capabilities in comprehensive care management, health equity improvement, and BHI. The
CCIP offered targeted TA to PCMH+ PEs to enhance their capabilities in comprehensive care
management, health equity, and BHI. CCIP practices were also eligible to receive transformation
awards to support relevant activities.

The SIM Initiative made modifications throughout its implementation. The state
discontinued the AMH initiative early due to lower than anticipated participation, reallocating
the remaining funds to the CCIP. In response to consumer advocates’ concerns, the launch of
PCMH+ Wave 1 was delayed by a year, to January 2017, to allow for more community
engagement activities. The start of PCMH+ Wave 2 was delayed until May 2018 due to state
budget constraints and more than expected applicants; actual start dates of PEs varied slightly
based upon contractual delays. In February 2018, the SIM Initiative’s administration transitioned
from the Office of the Healthcare Advocate (OHA) to the newly created OHS, which brought
together the SIM Initiative and other state health IT efforts to provide a comprehensive and
sustainable vision for the future of Connecticut’s health care reform efforts. Following election
of a new Governor, new commissioners were appointed to the Department of Social Services
(DSS) and Department of Public Health (DPH). Stakeholders noted that the change in leadership
brought about greater inter-agency collaboration around interventions and budgeting.

Connecticut’s SIM Initiative award ended in January 2020. Exhibit B-3 depicts the
timeline of major Connecticut SIM Initiative and SIM-related activities.
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Exhibit B-3. Timeline of Connecticut SIM and SIM-related activities

Payment and Delivery Models (blue)
PCMH+ Wave 1 il

 |PCMH+ Wave 2 -
VBID cohort 1 TA|

VBID cohort 2 TA |

Practice Transformation (green)

Core measure set posted for public comment and approved |
AMH program |
|cciP Wave 1 |
|cCIP Wave 2 : |
|PCM framework developed |
Health Data Infrastructure (purple)
Stakeholder outreach to assess state health [T needs-

Convened design group to develop HIE roadmap—
* APCD launched including Medicaid data [ RN
Public Scorecard launched with commercial data_

Population Health (yellow)

HEC framework and Iechni;: al report completed _ |
: PSl was developed énd launched formal partnerships |

L o o O O O e e e e e | >
2014 2015 2016 2017 2018 2019 2020
CHW Bill (Senate Bill 859) was Cglrrll;edictg
Start of SIM Award , signed into law, authorizing the awar
Project Management Office and creation of a CHW certification ends January
Health IT Office transitioned into program 31,2020

the newly created Office of
Health Strategy

Note: AMH = Advanced Medical Home; APCD = all-payer claims database; CCIP = Community and Clinical Integration Program; CHW = community health
worker; health IT = health information technology; HEC = Health Enhancement Community; HIE = health information exchange; PCM = Primary Care
Modernization; PCMH+ = Person-Centered Medical Home Plus; PSI = Prevention Service Initiative; SIM = State Innovation Model; TA = technical assistance;
VBID = value-based insurance design.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.



B.2 Accomplishments from Connecticut’s State Innovation Model Initiative

This appendix summarizes Connecticut’s SIM award activities, accomplishments, and
stakeholder feedback in three areas: delivery models and payment reform (Section B.2.1),
enabling strategies to support health care delivery transformation (Section B.2.2), and population
health (Section B.2.3). The chapter concludes by summarizing Connecticut’s efforts to sustain
SIM activities and progress on reforms after the SIM award period ended (Section B.3), and
discussing implications and lessons learned from Connecticut’s SIM Initiative experience
(Section B.4).

The federal evaluation of Connecticut’s SIM Initiative is based on the following data
sources:

* Monthly conference calls with SIM officials;

* A total of 74 interviews with state officials, primary care providers (PCPs), health
care administrators, consumer advocates, and other stakeholders over four annual
interview rounds conducted since 2016, most recently in February 2020;

* A total of 14 focus groups with PCPs, CHWs, and Medicaid beneficiaries in the
greater Hartford and New Haven areas;

* Medicaid claims for calendar years 2014-2018.

Medicaid claims were used to examine health spending, utilization, quality, and maternal
outcomes for Medicaid beneficiaries served by primary care practices participating in PCMH+;
and for comparison, Medicaid beneficiaries served by PCMHs not participating in the PCMH+
shared savings arrangement. The PCMH+ model was selected for quantitative analysis, because
it was the SIM hallmark initiative in the state, receiving the largest investment of SIM funds.



B.2.1 Delivery models and payment reforms

Key Results

*  PCMH+ included 434 PCPs and covered 13 percent of all Medicaid beneficiaries in the state.

* Stakeholders anticipated sustained funding for PCMH+, and the addition of dually eligible
Medicare-Medicaid beneficiaries in future waves.

e Providers, administrators, and beneficiaries reported that PCMH+ improved quality of care, care
coordination, and customer service at federally qualified health centers (FQHCs).

* The value of care coordination services, largely funded through the PCMH+ per member per
month (PMPM) payments, were touted by PCMH+ providers as significant assets in providing
comprehensive and person-centered care.

* Strengthening BHI and colocation enabled PEs to better meet the whole health needs of
beneficiaries.

* The VBID initiative was discontinued in late 2019 after leadership believed they had reached
saturation among interested employers.

Connecticut’s delivery model and payment reforms activities included significant
investments in primary care transformation, BHI and value-based purchasing support. The state
used SIM funding to launch PCMHH, the state’s first Medicaid SSP. The PCMH+ model
rewarded HCOs that built onto PCMH standards by implementing enhanced care coordination
activities and creating linkages with CBOs. The AMH program provided TA to practices to help
them transform into NCQA-recognized PCMHs and enhance their capabilities in comprehensive
care management, health equity improvement, and BHI. The VBID Consortium developed
recommendations around the promotion and adoption of VBID model components by self-
insured employers, fully insured employers, and private and public health insurance exchanges.

Person Centered Medical Home Plus (Medicaid Shared Savings Program)

PCMH+ built on the existing PCMH model with enhanced comprehensive, coordinated
care for Medicaid beneficiaries. PEs included both FQHCs and Advanced Networks (ANs)
(State of Connecticut, 2017). To improve care coordination, PCMH+ provided participating
FQHCs with a $4.50 monthly care coordination payment per attributed life assigned to their
practice; ANs were not eligible to receive the monthly advanced payment. All PEs were able to
share in potential savings with Medicaid by meeting a series of common quality benchmarks
(Mercer, 2019)—including well-care visits for adolescents, hemoglobin Alc (HbAlc)
monitoring for people with diabetes, and timely prenatal and postpartum care.
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Exhibit B-4. Connecticut’s Person-Centered Medical Home Plus model had favorable
impacts on spending, emergency department visits, and readmissions in its
first two years

CONNECTICUT PCMH+

Medicaid
Spending
ﬁ 9 [¥ Total spending PBPM: Smaller increase
131,487 Medicaid . .
beneficiaries [¥ Inpatient admissions (adults): Larger decrease
assigned to 9 Utilization [ ED visits: Larger decrease
articipatin
P entiEc)ies 9 ﬁ [¥ Readmissions: Smaller increase

[V Any PCP visit: Smaller decrease

[X] PCP visits: Larger decrease

g Favorable, statistically significant [X] Unfavorable, statistically significant [_] Not statistically different

Notes: Changes are relative to a comparison group. A checkmark indicates a favorable impact.

CT = Connecticut; ED = emergency department; PBPM = per beneficiary per month; PCMH+ = Person Center
Medical Home Plus; PCP = primary care provider.

Source: Federal Evaluation Team analysis of Medicaid claims from the CT Department of Social Services. See
Appendix B-1 for more detail.

The claims-based analysis for PCMH+ evaluated those beneficiaries attributed in Wave 1
of the model, which began on January 1, 2017. In
general, claims-based analysis showed favorable For more information, see Table B-5
outcomes for the PCMH+ model, indicating it largely in the Addendum at end of this chapter.
met its intended goals of reducing utilization of high- For full results describing the impact of

the PCMH+ on Medicaid beneficiary
f:ost a.tcute car.e frpm emergency d.epartmenFs (EDS) and quality of care, utilization, and
inpatient admissions, and containing spending increases expenditures, see Appendix B-1 to this
(Exhibit B-4). ED visits decreased for both Medicaid chapter.
beneficiaries attributed to PCMH+ participating entities
and comparison beneficiaries but decreased more for PCMH+ beneficiaries (-69.98 visits per
1,000 beneficiaries). Although changes to inpatient admission rates did not differ between the
PCMH+ group and the comparison group for the total population, inpatient admissions decreased
for both adult Medicaid beneficiaries attributed to PCMH+ participating entities and adult
comparison beneficiaries but decreased more for adult PCMH+ beneficiaries (-6.60 admissions
per 1,000 adult Medicaid beneficiaries). In addition, readmissions increased for both Medicaid
beneficiaries attributed to PCMH+ participating entities and comparison beneficiaries but
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increased less in the PCMH+ group than in the comparison group (-16.70 readmissions per 1,000
discharges).

The percentage of Medicaid beneficiaries with at least one primary care visit per year
decreased for both PCMH+ beneficiaries and the comparison group but decreased less for the
PCMH+ group (5.11 percentage points). This finding suggests that PCMH+ was successful in
enhancing access to services. Despite these improvements, the total number of PCP visits per
year decreased for both Medicaid beneficiaries attributed to PCMH+ participating entities and
comparison beneficiaries but decreased more in the PCMH+ group (-177.04 PCP visits per 1,000
beneficiaries)—a decline that qualitative evidence suggests may be at least partially attributed to
the expanded role of care coordination services provided under PCMH+. One PCMH+ provider
noted that the increase in care coordination supports, including the use of patient portals outside
appointments, led to fewer medication management appointments for diabetics.

The generally favorable changes in utilization were accompanied by generally favorable
changes in spending. Total spending increased for both Medicaid beneficiaries attributed to
PCMH+ participating entities and comparison beneficiaries but increased less in the PCMH+
group (-$26.83 per beneficiary per month [PBPM]). Favorable changes in total spending were
driven by changes in both professional spending and prescription drug spending in the PCMH+
group. Professional spending PBPM decreased slightly in the PCMH+ group and increased in the
comparison group, leading to a relative decrease in the PCMH+ group (-$10.19 PBPM).
Prescription drug spending PBPM increased for both Medicaid beneficiaries attributed to
PCMH-+ participating entities and comparison beneficiaries but increased less in the PCMH+
group (-$11.71 PBPM). Changes to ED and inpatient spending, however, did not differ between
the PCMH+ group and the comparison group.

Primary care practices are also seen as a vital connection point for pregnant beneficiaries
in need of maternity care. Maternity care quality measures were included as measures of
PCMH+ success reflecting their role as a medical home. Practices were assessed on the
timeliness of prenatal and postpartum care services for their pregnant attributed beneficiaries.
The claims-based analysis also showed that the percentage of postpartum Medicaid beneficiaries
with a postpartum visit increased among beneficiaries attributed to PCMH+ participating entities
and decreased among comparison beneficiaries during the first two years of PCMH+
implementation, leading to a relative increased for the PCMH+ group (5.7 percentage points). On
the other hand, the percentage of pregnant beneficiaries with a timely prenatal visit did not differ
between Medicaid-enrolled beneficiaries attributed to PCMH+ participating entities and
comparison beneficiaries during the first two years of PCMH+ implementation.

PCMH+ was implemented in a series of three Waves. Wave 1 began in January 2017 and
included nine PEs and 137,037 beneficiaries. Wave 2 began in April 2018, with all nine Wave 1
PEs and an additional five PEs, including 181,902 beneficiaries. Wave 3, which was limited to
existing PEs, launched on January 1, 2020 and included 12 PEs (10 FQHCs and two ANs)
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covering 150,834 beneficiaries. Wave 3’s reduction in PEs from 14 to 12 was due to enhanced
participation requirements. The 24-month Wave 3 period of performance was scheduled to end
on December 31, 2021 (Table B-1). Connecticut reported that 434 PCPs in FQHCs/ANs had
participated in Medicaid PCMH+ by the end of the SIM Initiative. Due to data availability, the
claims-based analysis is limited to beneficiaries and practices attributed in Wave 1.

Table B-1. Connecticut’s delivery system and payment reforms

Target
Activity population Key accomplishments and challenges Post-SIM Initiative sustainability
PCMH+ Medicaid *  Successfully launched three waves with *  Continuation expected with
beneficiaries up to 14 PEs, covering up to 150,000 lives expansion to include dually
in Wave 2. eligible Medicare-Medicaid
beneficiaries
VBID Employers * Completed targeted TA to nine employers *  Not sustained
in Cohort 1 and three in Cohort 2.
AMH Primary care e 125 primary care practices became e Not sustained
practices NCQA-certified PCMHs.

Notes: AMH = Advanced Medical Home; NCQA = National Committee for Quality Assurance; PCMH = patient
centered medical home; PCMH+ = Person-Centered Medical Home Plus; PE = participating entity; SIM = State
Innovation Model; TA = technical assistance; VBID = value-based insurance design.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

attribution rules to minimize the impact of that ted its ohysical
beneficiaries’ short-term eligibility lapses on practice pI:n tr?i?/z\;aeaers |a;|;) t\:]s;a
attribution and subsequent payments. This change was made bigger waiting rooms. N;)w

In 2019, state officials implemented new
‘ ‘ | think if you look at an FQHC

in response to feedback from Wave 1 PEs that short- they’re thinking about it and they’re
term eligibility lapses (one day or more) resulted in making smaller waiting rooms and
loss of attribution and lower payments, with no doing more to get people through
corresponding decrease in a practice’s workload.!® those waiting rooms into service.”

The revised policy stated that beneficiaries who lost —Connecticut state official
Medicaid eligibility would not be removed from
PCMH+ attribution if they were reinstated within 120
days. PEs reported that the attribution revision led to greater stability in preparing for and
meeting the needs of a practice’s attributed lives. However, Connecticut still fell short of its goal
to reach upwards of 30 percent of Medicaid beneficiaries in PCMH+ Wave 2.

Multiple PEs cited improved quality of care for patients at PCMH+ practices, particularly
at FQHCs. Several entities created new roles in 2018 specifically designed to manage quality
improvement initiatives and reporting for initiatives such as PCMH+. Staff members dedicated

16 See SIM 2 Annual Report 3 for a more comprehensive description of the attribution challenges.
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to quality improvement came from a variety of backgrounds, including clinical and
administrative expertise. PCMH+ implementation generated a centralized quality improvement
strategy that helped synergize historically disparate efforts, thereby maximizing their combined

effects. Streamlining necessary administrative activities such as program monitoring enabled

providers and practices to focus their time and energy on providing whole person care.

In addition to improvements in medical care
quality, multiple provider and state official
stakeholders described how PCMH+ drove FQHCs to
improve the overall patient experience with all types
of clinic staff. One state official noted that, because
PCMH+ practices were financially incentivized to
retain beneficiaries, the program resulted in improved
customer service and patient interactions with both
clinical and administrative staff. PCMH+ resources
were available for participating practices to invest as
they deemed most appropriate to provide the best care

If you want to retain the

members you guys [need to]

be offering behavioral
health, medical, dental, in an
environment that’s conducive, healthy,
[and] positive for the member. And it’s
a business and you're only going to

keep the business if you're offering the
services in a way that people need.”

—Connecticut state official

for their patients. Stakeholders cited many types of patient access and care coordination efforts

including behavioral health colocation, linkages to necessary specialty care, convenient access to
clinicians and other staff via patient portals, and streamlined appointment making as having

improved patient experience.

PCPs and state officials reported that targeting
beneficiaries with the highest needs, and consequently
highest costs, was the most strategic way to utilize
PCMH-+ investments and enable practices to receive
shared savings under the program. Providers noted
that advanced monthly payments allowed practices to
have dedicated staff reach out to patients following
ED visits or inpatient hospitalization. Practices
identified beneficiaries with multiple chronic
conditions such as diabetes, heart disease, and

behavioral health conditions as priority populations for

enhanced care coordination. But multiple providers
expressed frustration at not knowing which

We just recently extended

our visit time and that’s

because of PCMH+. Usually
our visits are 15 minutes, which is not a
lot of time to do anything. At 11:30, we
can schedule patients for 30 minutes, if
needed. So if we've identified a patient
that needs that extra time, if it’s even
to utilize language line or something
like that, then we’ll be able to use that
time slot to do that.”

—Connecticut clinic administrator

beneficiaries would qualify for PCMH+-funded care coordination at the time of service delivery.
Several described situations in which they knew a patient would benefit from a PCMH+ care
coordinator’s assistance on a key SDoH issue (for example, housing) and referred them for
services, only to find out later that the patient did not qualify because the patient was either not

enrolled in PCMH+ or did not meet a practice’s own criteria for services.



Electronic health records (EHR) systems were
either a key asset or hindrance for PCMH+ success,
depending largely on practices’ autonomy and ability
to modify their systems. PCPs and state officials both
described the role of EHRs in providing necessary
reporting metrics to DSS for PCMH+. Multiple ANs
noted that producing the requisite quality and
utilization metrics was burdensome, and sometimes
not even possible, for practices that were dependent on

| think the lesson that I've

taken away from our site

visits is that you either have
an EMR that supports this work or you

have an EMR that's a huge anchor and
there’s no middle ground.”

—Connecticut state official

proprietary EHR systems they were often unable to modify. FQHCs generally fared better and
adapted more easily to the demands of PCMH+, due in large part to owning their own EHR. One
state official noted that many of the FQHCs’ EHRs were designed specifically with Medicaid
beneficiaries in mind. This meant that factors such as SDoH were already integrated into their
existing platforms, thereby easing the introduction of new reporting needs.

Contrary to early predictions from
participating practices and state officials, shared
savings were achieved for PCMH+ PEs in both Wave
1 and Wave 2. PEs were eligible to receive savings
from two pathways: individual savings and the
challenge pool. The individual pool savings were
based on aggregated quality metrics for all PCMH+
attributed lives at a PE, compared to non-participating
practices with similar patient populations. Challenge
pool awards, which consisted of all savings not
claimed by the individual savings pools, were
distributed to PEs based upon weighted quality
metrics.

In Wave 1, two PEs, both multi-site FQHCs,
earned savings from the individual savings pool,
totaling over $915,000. All nine participating practices

If you look at the results of

the Wave 1 PCMH plus, some

organizations had pretty
significant shared savings. We were
one of the most cost effective and
highest quality rated, but we didn’t get
any shared savings. The ones that got
the shared savings were the ones that
were already the most costly. So the
fundamental design is to get the low
hanging fruit. If we’re providing high
quality care and one of the most cost
effective, well what’s the value that we
get back from that by maintaining
being a low cost, high quality provider.”

—Connecticut practice administrator

were awarded savings from the challenge pool, which ranged from $20,000 to $580,500, for a
total of nearly $1.74 million. The two PEs receiving individual savings awards also received the

largest share of the challenge pool savings. Wave 2 results touted $8.2 million in savings, with

costs increasing at 2.66 percent—~0.33 percentage points lower than the statewide average of 2.99
percent. Of the $5.53 million available to the PEs that saved through the individual savings pool,
four PEs, all FQHCs, received a total of $1.86 million. Within the challenge pool, 11 of the 14
PEs shared the remaining $3.67 million. In Wave 2, between the individual savings pool and the
challenge pool, 12 out of the 14 PEs were eligible to receive a shared savings payment.
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Some participating practices expressed dissatisfaction in the methodology used to award
savings in Wave 1. One site described the methodology as penalizing practices already
performing with high quality and efficiency before PCMH+ implementation—thereby reducing
already high-performing practices from realizing their appropriate return on investment.
Practices with lower quality metrics had more room to improve, in other words, and thus could
achieve more savings simply because they started from a low base. Other stakeholders noted that
the savings benchmarks were inaccurate, as a true comparison group could not be developed to
reflect the PCMH+ practice and beneficiary populations, because participating practices were the
most ready to transform, irrespective of any PCMH+ influence. Although the savings
methodologies were modified for Wave 2 to reflect the concerns expressed, stakeholder concerns
persisted throughout the award period.

Value-based insurance design

The majority of Cohort 1 VBID-participating
1 d it t to adoptine VBID ... equally successful was
employers expressed a commitment to adopting getting large employers to the

plans but had not implemented changes by the end of table because once we got to
the SIM Initiative. Of the nine Cohort 1 employers, the table on VBID we can get them to
five committed to incorporating specific VBID the table on other stuff we’re talking
components, three reported they were deciding which about like the Primary Care

elements to incorporate, and one employer did not Modermzatilon and ever\./thmg.. The’}/
need to be in on those discussions.

plan to adopt VBID. One employer reported being
motivated to participate in the VBID cohort in order to
compare its existing program with opportunities for
benefits improvements under VBID. This employer cited learning best practices about how to
communicate with its participants (including several program design strategies being considered
for future implementation) as one of the most useful outcomes of participation. State officials
saw VBID’s Cohort 1 as a success, since it met the enrollment goal, received positive feedback
from participants, and secured commitment to incorporating VBID plans by more than half of
the employers. State officials also believed VBID provided the added benefit of engaging
employers in other SIM Initiative priorities, which helped increase stakeholder engagement.

—Connecticut state official

In partnership with the state’s Comptroller’s Office, the VBID Consortium improved the
VBID templates to further support employers in identifying ways to improve benefits in their
health insurance plans. The Comptroller’s Office co-led implementation of VBID alongside the
OHS, building on the Comptroller’s experience implementing VBID for the state employee
population. The preventive care, chronic condition management, and high value provider
templates were updated and new sections on prescription drugs added, to help reduce cost
sharing for employees and improve medication adherence to high value drugs. VBID guiding
principles were also updated to define how a high-value provider should be defined via
transparent quality and cost measures. The templates were used as a tool to help the employers



participating in VBID Cohort 1’s targeted TA to develop their plans, as well as employers in any
future VBID cohorts.

Recruitment for VBID Cohort 2 was more challenging than for Cohort 1, because
employers were less responsive to recruitment. OHS reported in March 2019 that, despite the
plan to launch two additional Cohorts during the SIM Initiative, only three additional employers
were recruited for Cohort 2. OHS attributed this decline in interest to having exhausted the “pent
up demand” for Cohort 1, which consisted of employers that already knew enough about VBID
to be interested and ready to participate. Trying to recruit employers who were less
knowledgeable and less interested, and did not see VBID as an essential strategy, was inevitably
more difficult. Another recruitment limitation SIM Initiative leadership cited was the inability to
estimate the return on investment (ROI) participants might generate by adopting VBID. Despite
state officials’ attempts to spark interest among employers through an informational recruitment
webinar held in August 2019, during the recruitment phase in October 2019 efforts to launch
Cohort 3 were paused indefinitely. Since the SIM Initiative’s engagement with the commercial
market remained limited, state officials hoped at the time that the planned Primary Care
Modernization (PCM) initiative (see Section B.2.2) would engage more commercial payers
through a partnership with the state’s Comptroller’s Office in the post-SIM period.

Multi-payer engagement in alternative payment models

According to SIM-supported data collection

regarding statewide penetration of value-based .. We don’t have this ability
payment (VBP) arrangements, slightly more than one- to say VBID will generate, you
third (36 percent) of Medicaid and nearly half (45 know, a 5% return, so that’s a

percent) of Medicare payments were in VBPs or limitation.

alternative payment models (APMs) as defined by the —Connecticut state official

Learning and Action Network Categories 2-4'7 in
2017. More than half (55 percent) of commercial
payments (according to the four commercial payers surveyed) were in VBP or other APMs. All
three payer groups had experienced a small increase in payments in VBP or APMs since 2016.

17 Annual Year 4 Updated Reporting Metrics, November 2019.
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B.2.2 Enabling strategies to support health care delivery transformation

Key Results

* The CHW certification program to establish a formal education and training curriculum for CHWs
was approved in 2019 and went into effect January 1, 2020.

* CHWs played an integral role as part of the PCMH+ PE care teams to improve patient outcomes
and address SDoH needs.

e CCIP’s PEs began collecting granular race and ethnicity data as part of the health equity core
standard to better address disparities within their population.

* Achieved 73 percent alignment of the voluntary core quality measure set for Medicaid and
commercial payers.

* Launched the Public Scorecard to help consumers make informed decisions about their health
care and health care providers.

* The PCM model, which the state had planned as a way to sustain SIM investments after the award
period, was abandoned prior to implementation due to competing priorities and changes in
leadership.

Table B-2 presents Connecticut’s enabling strategies to support health care delivery
transformation—CCIP, health IT initiatives (specifically with the health information exchange
[HIE], the all-payer claims database [APCD], and an admission, discharge, and transfer [ADT]
system), and quality measure alignment—during the SIM Initiative.
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Table B-2. Connecticut’s enabling strategies to support health care delivery
transformation

Target Post-SIM Initiative
Activity population Key accomplishments and challenges sustainability
CCIP Medicaid PCMH+ <+ Integrated non-clinical community services ¢ Use of CHWs and
providers with traditional clinical care. Health Equity standard
e Legislature approved a statewide CHW would be sustained by
certification program which began in PEs.
January 2020.

e PEs collected and began to analyze granular
race and ethnicity data to identify and
address health disparities.

Health IT Medicaid PCMH+ <+  Established health IT infrastructure and a * Legislation to fund the

providers statewide HIE, APCD, and ADT system. APCD was pending.
Quality Medicaid PCMH+ <« Implemented quality measure alignment *  State funding request
measure providers following the core quality measure set. to continue
alignment «  Achieved 90 percent alignment of core development of the
measures across health plans Public Scorecard was
(Medicaid/commercial). pending.

¢ Launched the Public Scorecard.

Note: ADT = admission, discharge, and transfer; APCD = all-payer claims database; CCIP = Community and Clinical
Integration Program; CHW = community health worker; health IT = health information technology; HIE = health
information exchange; PCMH+ = Person-Centered Medical Home Plus; SIM = State Innovation Model.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.
Clinical and Community Integration Program

Practice transformation activities under CCIP
funded TA and transformation awards for ANs and ‘ ‘

FQHC:s participating in PCMH+, as PEs sought to

Having access to the CHWs
in the various settings that
they’re deployed ... they are

meet three CCIP core standards: comprehensive care wonderful assets. | think that because
management, BHI, and health equity. CHWs were we’re a complex organization because
utilized in different capacities within the care team to of the state’s landscape, it's hard to do

things sometimes. They’ve been
proven flexible. They reduce the

i activation energy to actually get things
expand BHI to the primary care teams. Granular race done.”

and ethnicity data were collected, so PEs could work
toward achieving the health equity standard.

help PEs meet the comprehensive care management
standard. PEs used behavioral health specialists to

—Connecticut provider

CHWs played an important role as an integrated part of the care team to
improve patient outcomes and address SDoH needs. Thirty-four CHWs were integrated
into primary care teams across 14 ANs/FQHCs as of January 2019 (Connecticut Office of Health
Strategy, 2019, May). CHWs extended the reach of practices into the community and addressed
SDoH by identifying potential barriers to care (such as transportation), and providing solutions to
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those barriers for patients. One stakeholder estimated that although 30 percent of CHW cases
might be related to more medically complex needs, all cases required SDoH needs that CHWs
helped address. CHWs also provided navigation services for patients to clinical and community
resources, as well as chronic illness self-management support and education (Community Health
Worker Advisory Committee, 2018). Practices identified CHWs as valuable resources to patients
with high ED utilization, multiple hospital admissions, or hard-to-manage chronic diseases such
as diabetes, hypertension, and asthma. Stakeholders agreed that consumers widely reported
having positive experiences with CHWs and being excited to have access to CHW services.

The legislature approved a CHW certification program to establish education and training
requirements for CHWs in the state in August 2019. A Community Health Worker Advisory
Body (CHWAB) was formed to advise OHS and the DPH on requirements for the program,
which began just as the SIM Initiative ended in January 2020. The CHWAB was set to continue
implementation after the end of the SIM Initiative. OHS officials noted that the CHW
certification program, whose establishment was achieved in large part because of SIM Initiative
efforts, would provide a platform to integrate more CHWs into the clinical workforce.
Stakeholders generally supported statewide certification, believing CHW integration was a
positive step and that certification would help standardize the CHW role, while recognizing their
important contributions to the care team. As of February 2020, nine CHWs had received
certification in the state. Practices reported that certification was encouraged but not required of
their CHWs, citing that the certification process was relatively new and its value still unknown.
OHS also moved forward with plans to launch a CHW apprenticeship program—to provide TA
for CCIP PEs, and continue to provide support around CHWs to PEs through a CCIP Learning
Management System.

Demonstrating ROI from CHW utilization ] ]

. . . | think the whole point of the
continued to be a challenge for practices, despite ‘ CHW is o say once you
successful integration into care teams. CCIP piloted it, can you afford not
transformation awards were intended to enable PEs to to have it?”

hire CHWs and sustain their activity through an ROI
without any new funding sources. However, state

—Connecticut provider

officials and practices were pessimistic about the

sustainability of CHWs because of the inability to measure ROI. Disentangling the value of
CHWs in an environment with multiple primary care initiatives, as well as lack of a model to
measure CHW impact on cost, were the main challenges to measuring ROI that state officials
cited. OHS officials did not expect payers to introduce FFS reimbursement for CHWs or
practices to demonstrate the necessary ROI. State officials believed additional funding options,
potentially through the planned PCM efforts, would be necessary to demonstrate ROI and sustain
CHWs after the SIM Initiative. State officials also viewed the CHW certification program as a
positive development that could lead to new funding sources. The OHS reported that, despite the



end of SIM funding all practices would continue employing the CHWs that were enabled by
CCIP (Connecticut Office of Health Strategy, 2020).

Practices and consumers mostly agreed that behavioral health and primary care services
were integrated at FQHCs. Practices described numerous integration variations, each explaining
how their unique approach best fit the needs of their patients and the parameters of their facilities
and staff. Strengthening screening within physical health visits, tightening referral networks, and
closing service gaps with care coordinators were often cited as improvements. As one
practitioner noted: “... it’s not really behavioral health integration because, even though we call
it that, it's more about enhancing the screening and ensuring a closer connection or referral
connection.” Several PEs in PCMH+ and CCIP also described the colocation of physical health
and behavioral health services as fundamental to ensuring an adequate continuum of care.
Several focus group consumers described the value of being able to see a clinician, a case
worker, and a behavioral health specialist all in the same building in a single day. One consumer
said the colocation led to greater coordination across the patient’s care team and believed that
behavioral and physical health providers worked in tandem for the patient’s benefit. One practice
reported that patients were more willing to partake in behavioral health treatment when it was
embedded in their primary care treatment, because the patient now viewed the behavioral health
provider as part of the trusted care team.

Don’t assume where your
inequities are. You need to
measure; you need to get
health equity core standard. Some PEs struggled to information at a granular level so that
develop a way to collect this data because of you can see where the disparities lies
and create the programs to address
those disparities.”

ethnicity data to identify gaps in care of

CCIP PEs began collecting granular race and ‘
subpopulations as part of implementing the CCIP

operational implementation ramifications, lack of
technical capabilities with EHRs, and workflow
issues. One large PE explained the challenges around —Connecticut provider
workflow and technical capabilities to integrate the

collection of this data throughout a health system with

over 1,000 doors to the institution and multiple EHR systems. The PE also noted that trying to
explain to a patient why the organization needed race and ethnicity information could be
difficult, especially with the enormous number of other screening questions asked of patients.
Collaboration among multiple PEs that used the same EHR system facilitated the addition of a

second structured data field that enabled the practices to start collecting the granular race and
ethnicity data. With vendor support, practices then began to analyze the race and ethnicity data
that was collected to better understand their patient population and work towards eliminating
health disparities according to PEs.
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Health information technology

That’s one of the things
we’re finding as we go
through this process is that

State officials’ inability to execute data sharing
agreements with HCOs, due to the complex conditions

of the data sharing agreements, made the state unable

to fully develop a HIE. In response, the state officials the data sharing agreement has turned

developed the HIE entity as a nonprofit, out to be the long pole in the tents. Not

nongovernmental entity with a traditional Business the technology, but the data sharing
agreement has been the principal

Associate Agreement. Articles of incorporation were
developed along with a legal trust framework, and the
Core Data Analytics Solution (CDAS) environment
was prepared to receive transactions in 2019. This
enabled the HIE infrastructure to be built, and a team
lined up “with their toes on the starting line waiting for the gun to go off,” as one state official
put it. In 2020, the Connecticut Information Exchange (CONNIE) was established to continue
efforts to build a functional HIE with input from the state and external advisory boards.

issue.”

—Connecticut state official

| would say PatientPing has
been huge because we never
had the ability to get this

information before in a timely way
and ED ViSitS, was rolled out to five CCIP PEs where it was actionable.”

beginning in March 2019 (Connecticut Office of
Health Strategy, 2019, May). DSS invested in an ADT
tool called Project Notify, a similar but more
affordable product than PatientPing, specifically for FQHCs. The providers’ initial focus was to
identify the populations where the notifications had the greatest impact, and the best way to

system, which provided real time actionable data on
their patient populations. PatientPing, a tool used to
notify providers of patients’ admissions, discharges,

Providers were optimistic about the ADT alert ‘

—Connecticut provider

deliver the notifications. Providers were optimistic that PatientPing would enable the CHWs and
care coordinators to focus their efforts with the use of real-time data on attributed patients. One
provider described using an FQHC’s PMPM payments to pay for PatientPing, saying that the
tool was very valuable, it would have been better offered as a public utility, so providers did not
have to pay for it directly. The same provider also explained that, while the tool provided
information about hospital admissions, it did not include the diagnosis, which the provider found
annoying—because it meant that obtaining the necessary additional information required having
a triage nurse conduct a follow-up call or visit with patients admitted the prior day.

The APCD maintained its own infrastructure at OHS, funded for fiscal year 2020 through
an underspend in OHS. The APCD advisory board had sought Medicaid data beginning in 2012,
but ultimately received it at the end of 2019.

Building on CCIP’s TA to enhance the collection of health equity data, the state
completed a Health Equity Data Analytics (HEDA) project to identify critical SDoH data
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elements—including race, ethnicity, insurance status that needed to be reported at the
neighborhood level. The project was established in large part to fill the gaps of other initiatives,
such as the APCD, that were not designed to produce granular race, ethnicity or social
determinant data at the neighborhood and community level. HEDA was designed to work in
tandem with other health data sources, such as the APCD, to help policy makers and other
stakeholders access neighborhood-level data to inform future health equity strategies.

Quality measure alignment

At the end of the SIM Initiative, Medicaid and commercial payers reported that 73
percent of their claims-based quality measures were aligned with the Quality Council’s core
measure set, with 98 percent alignment among commercial payers. This was higher than state
officials expected, given the voluntary nature of measure alignment in the state.

| found that some of the
measures are not clearly
defined and are kind of

Alignment of measures across populations was
a challenge during the SIM Initiative, however. ‘

Several providers explained that certain measures

were too specific to a particular population to be of difficult. For example, the asthma
general use. Consumer advocates petitioned for the metric. You have to really understand
inclusion of certain measures that some providers felt what the measure is. There are two

parts to it, if I'm not mistaken. You
have to look at whether or not the

) ) - ) patient picked up their medication and
core quality measure, adding additional documentation  how ong they’ve been on the

did not make sense clinically. Additionally, some of
the PCMH+ measures were quite different from the

requirements at certain practices. medication. So that’s tough when you
don’t have team members who are
Providers noted that PCMH+ quality measures clinical to understand those measures.”
were not well defined, and there was uncertainty in —Connecticut provider

reporting. DSS noted that they purposefully did not
provide specific guidance and definitions for the
PCMH+ measures, to enable practices to be innovative and create their own definitions, within
reason. One FQHC hired a full-time quality improvement director to help do the research
necessary to appropriately define the measures. Another provider noted the measures did not
account for the unique challenges associated with providing care to medically complex patients.
There was also uncertainty about how risk scoring should be incorporated into select measures
such as inpatient admissions and readmissions. An official at DSS noted that the original
intention of centering the consumer experience in quality measure alignment was aspirational,
without broad uptake from providers or a regulatory legislative intervention.

Public Scorecard

In August 2019, the SIM Initiative launched the first iteration of the Public Scorecard,
Healthscore CT @, to assess the quality of care in Connecticut’s ANs and FQHCs—with the
intent to assist consumers in making informed decisions about their health care and health care
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providers. The launch made Connecticut one of only a few states to have an accountable care
organization (ACO) scorecard to compare outcomes across ACOs—a major SIM Initiative
achievement. The scorecard included the first set of 25 measures using commercial data from the
ANs’ APCD. In October 2019, OHS launched the cost estimator tool, an interactive component
of the website that allowed consumers to compare cost of care at hospitals and provider
networks. Although the scorecard was designed with the consumer in mind, state officials
believed it would mostly be utilized by the rated entities to see how their own quality and costs
compared with those of other providers.

The Quality Council was instrumental in creating the scorecard criteria, deciding how to
rate entities (using the state average as the benchmark), determining the scoring categories, and
choosing the final attribution model. Transparency in calculating the methodologies helped the
rated entities develop a positive impression of the scorecard.

We’re kind of limited right

now by statute as to the

One of the major scorecard challenges was that
some of the measures were either not feasible in

restrictions and limitations (i.e., data masking) placed we can produce.”
on the APCD data (including date of service and date — Connecticut state official

of birth). Medicaid data had not been incorporated into
the scorecard by the time the SIM award ended.

The scorecard initiative was considered successful, even though not completed when the
SIM award ended. OHS provided an additional five months of funding in an effort to complete
the scorecard with Medicaid data, and bridge funding until the next state budget.

Primary Care Modernization

PCM was intended to expand and sustain SIM-related improvements, continuing progress
towards more mature APMs and advanced care delivery models after the end of the SIM
Initiative. The PCM concept envisioned an accountability system in which data supplied by
providers, health plans, and consumers would support program monitoring to ensure access,
patient satisfaction, quality, and financial success.

In February 2018, the SIM Initiative released a report outlining the challenges HCOs
were facing in achieving SIM-related goals. While HCOs received additional resources to
provide care differently, the potential for practice transformation was ultimately limited because
their payment was still FFS-based (SIM Connecticut State Innovation Model, 2018, February 1).
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There’s energy being

generated behind those

Particularly for primary care practices, upfront
investments under FFS could lead to reductions in

revenue or increased business costs without offsetting ideas and that’s a success
short-term savings. The SIM Practice Transformation because it encompasses so much of the
Task Force examined these issues and conducted its other elements of our other work

streams kind of essentially a roll up
that takes the best of all of it into one.
So, um, while we don’t have a thing

first phase of stakeholder engagement in early 2019.
With the assistance of a contractor, the PCM planning

process engaged more than 600 stakeholders, whose vet, I think, but all of this kind of led to
input led to a report with recommendations to address this, I think it’s huge.”
the current limitations with more flexible payment —Connecticut state official

mechanisms—such as upfront, bundled payments to
participating FQHCs and ANs.

Everybody’s trying to save

money. And ... there’s not

SIM leadership considered the PCM model to
be critical to sustaining the primary care and

community health improvement initiatives begun that much money to save ...
through the SIM Initiative. Stakeholders considered And so how are we really thinking like
PCM crucial to continue progress towards the who’s doing the math on that? Cause it

doesn’t pencil out ... Yeah, the math is

preponderance of care goal, defined as at least 80 : o
a little aspirational.”

percent of beneficiaries or total health care dollars
attributed to an APM. At the same time, SIM leaders —Connecticut provider
recognized that some consumer advocates would

continue to object any type of VBID, because of fear

that the plan could adversely affect the quality and quantity of care.

OHS began to develop a TA strategy for PCM in 2019. The Office of the State
Comptroller conducted additional financial and actuarial modeling to reflect the final
recommendations of the Payment Reform Council and Practice Transformation Task Force.
Actuarial analysis found that health care spending for Connecticut Medicare beneficiaries could
decrease by more than $505 million in net expenses over five years if all beneficiaries had access
to an expanded and diversified primary care team and other PCM capabilities (Freedman
Healthcare, 2020, January 31). DSS participated in the PCM planning but did not commit to
Medicaid participation.

The PCM planning and design process did not move forward as initially planned,
however, due to a number of factors. Despite making headway, by the end of the SIM Initiative
stakeholders felt that they had not achieved the necessary buy-in from payers and providers to
commit to participating in PCM going forward. State officials also noted that some changes to
Medicare SSP likely also played a role in the reluctance of providers to join PCM as efforts were
seen as duplicative. Although SIM activities would not be sustained through PCM as envisioned,
stakeholders agreed that the PCM efforts to increase primary care spending and transform health
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care delivery would continue through the Governor’s executive order providing sustaining funds
for some SIM programs (see Section B.3.3).

B.2.3 Population health

Key Results

* Delays in implementing the Prevention Service Initiative (PSI) compromised its ability to serve as a
proof of concept with shared savings.

e CBOs reported that PSI TA enabled them to form business partnerships with ANs/FQHCs—
improving patient referrals to, and connecting patients with, community-based disease
management programs.

* The Health Enhancement Community (HEC) framework report received widespread support as an
integral component to transforming primary care and health promotion in the state, though some
stakeholders critiqued the model as too theoretical.

* HEC implementation received mixed reviews as some stakeholders cited lack of clarity, duplication
of effort, and implementation delays.

Connecticut state officials designed the SIM Initiative to address health within both
clinics and communities. Health care payment and service delivery models designed to reduce
health care costs and improve health outcomes were aligned with community-based strategies to
address the factors causing, or contributing to, poor health in the state. The two core components
of the state’s population plan were the PSI and HECs (7able B-3). PSI was based on a linkage
model that strengthened the relationships between CBOs and HCOs to enhance the delivery and
expansion of evidence-based prevention programs in non-clinical settings. PSI aimed to
accelerate adoption of effective prevention services CBOs offered; increase CBO capacity to
deliver prevention services; improve provider performance on quality measures related to
asthma, diabetes, hypertension, and associated ED utilization or admissions/ readmissions; and
ultimately lead to shared savings. The goal of the HEC initiative was to support the health and
well-being of Connecticut residents in all communities across the state, by improving community
health and health equity and preventing poor health. Creation of HECs at the local level was to
enable community members to work in a collaborative to address social, economic, and physical
conditions in a community that enable residents to be healthy. HECs were to implement
prevention and community health strategies that directly addressed the root causes of poor health
by using data, community engagement, and cross-sector activities with a proven impact on
population health.
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Table B-3. Connecticut’s population health activities

Post-SIM Initiative

Activity Target population Key accomplishments and challenges sustainability
PSI CBOs partnered with *  Provided TA to support development ¢  Contracts to continue
health care of infrastructure and business case with partnerships
organizations for formal business partnerships. between clinical and
*  Formed six partnerships. community

«  Delayed implementation. oliganizations.

HEC Multi-sector community ¢ Development of the HEC framework ¢  Blending and braiding
collaboratives and the technical report. of private foundation
+  Stakeholder support. and state funding.

* Roll out of pre-planning grants.
* Delayed implementation.

Note: AN = Advanced Network; CBO = community-based organization; CMMI = Center for Medicare and Medicaid
Innovation; FFS = fee for service; FQHC = federally qualified health center; HEC = Health Enhancement
Community; PCM = Primary Care Modernization; PSI = Prevention Service Initiative; SIM = State Innovation
Model; TA = technical assistance.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

Prevention Service Initiative

Delays in implementing PSI jeopardized its ability to serve as a proof of concept with
shared savings. PSI, which was projected to begin in January 2018 and ultimately began April
2018, consisted of six partnerships between five HCOs and six CBOs to deliver evidence-based
programs on asthma or diabetes management. Six HCOs began the initiative, but one dropped
out due to leadership changes and shifting priorities to other SIM activities. Of the five HCOs
that remained, three were local health departments and two were combined health and
community service organizations.
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Connecticut’s plan for primary care transformation anticipated adoption of enhanced
evidence-based prevention programs through new incentives in value-based contracting. OHS, as

a newly created state office, needed to create implementation processes, making the budget

approval process timeline longer than anticipated. This, in turn, delayed contracting between
HCOs and CBOs, as well as the legislative amendments that a delayed necessary funds for HCOs

and CBOs to sustain PSI. Contracting-related delays ultimately limited the time available for
project implementation. The partnerships discovered that patient recruitment and engagement
was more time-consuming than expected, and required ongoing evaluation and adjustments,

which ultimately improved enrollment but delayed reimbursement. One stakeholder pointed out
that there was not enough time within the six- to eight-month implementation period to see any

significant ROI during the SIM award period.

Stakeholders noted several PSI
accomplishments, including strengthened partnerships
between HCOs and CBOs. TA enabled organizations
to formalize their relationships to improve referrals for
health care and community-based disease management
programs. CBO representatives noted that adding roles
among staff to coordinate referrals, data exchange
practices with the HCO, and read-only access to EHRs
increased capacity for chronic disease management,
CHW integration into care teams, and data sharing
enhanced interventions designed to address SDoH.
But CBO representatives also noted that additional TA
on the effective use of health IT could have proven

We have always had social

workers and community

workers who would help
mitigate barriers, but it was all based
on the person getting in touch with us.
Now, because of the project we're
reaching out to them. So it’s a reversal
of the communication cycle. So we
would never have known about these
persons and their barriers had they not
been referred to the project.”

—Connecticut community partner

helpful. Participating sites noted that additional collaboration and information sharing before
HCOs and CBOs entered into contractual relationships would have facilitated and improved

partnerships.

CBOs expressed interest in continuing the PSI
model after the SIM Initiative ended—with additional
HCOs as well as the possibility of addressing
additional topic areas within the current partnerships.
One CBO representative reported that “[the
partnership] aligns really well with where I think we
might be heading in the future,” but saw the SIM
Initiative funding as critical to their ability to
participate. To help sustain the initiative and build on
the momentum established during the last year of the
SIM Initiative, the state expected to leverage existing
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So as for us, the staffing

hours are the community

health worker who might
spend a half hour on the phone with
Mr. Jones for every week for the next
four or five weeks. There is no fee-for-
service payment for that, but | do have
some dollars coming in from the state
that support her salary. That those
dollars, if they were gone, it will
become a much more time sensitive.”

—Connecticut community partner




state and federal grant resources for CBO-delivered interventions even without contracted
delivery with HCO partners.

Health Enhancement Communities

In December 2018, SIM Initiative leaders
. Engagement of what we call
released the HEC framework for public comment. The ‘ reference communities was
HEC framework identified and addressed aspects such almost the key aspect of that
as the governance model, financing, and common planning. Reference communities
measures of community health. The model received validated the assumptions and the

concepts that were proposed as a plan.
It provides a lot of confidence that
what we’re saying is reasonable, is
state. within the context of Connecticut.”

widespread support as an integral component of
transforming primary care and health promotion in the

The HEC’s health and economic outcomes —Connecticut state official

required long-term strategies that were difficult to

evaluate, however, so the HEC framework included short-term measurement solutions with
metrics that could be assessed with rapid cycle measurement. A final technical report on the
HEC was released in April 2019 (Connecticut State Innovation Model [SIM], 2019, April 30).

There is incredible richness

in this in part because it is so

In August 2019, OHS released a Request for
Proposals to solicit interested communities to

participate in a rapid response 90-day HEC project aspirational and | think there
design phase. During this phase, nine selected is a sense of wow, this, you know, this
communities developed plans for key HEC could really be a game changer.”
elements—including their geographies, partners, —Connecticut state official

governance structures, and leadership to inform HEC
procurement as a next step. Three awardees received
additional funds to develop an approach to collect provide rapid-cycle feedback on the
effectiveness of HEC interventions.

Despite the warm reception for the HEC | don't thi
on’t think people were
framework, stakeholders expressed concerns with its grasping clearly what HEC
delayed implementation and short period of was going to do, so you're
performance, and some expressed frustration with not going to even go close to the

blending and braiding of funds ... they
don’t see the added value to their
agency's missions”

unclear long-term goals and limited alignment
between DPH’s State Health Improvement Plan
initiative. In fall 2019, commissioners from OHS,

DPH, DSS, and other agencies undertook an —Connecticut state official

assessment to determine HEC’s future. Although
many stakeholders noted that new leadership led to improved coordination and communication
among agencies, they did not agree on a strategy for HEC sustainability.
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Stakeholders also saw sustained post-SIM
funding as a challenge. The OHS and state partners
discussed with CMS the feasibility of investing in the
HEC’s upstream solutions as tied to the planned PCM
efforts as a coordinated community-based approach.

In January 2020, OHS released a financial
impact model estimating potential short-term and
long-term savings impacts on Medicaid spending with
HEC implementation. The model projected per capita
costs, controlling for risk, for the Medicaid-insured
population with and without HEC community-based
interventions addressing obesity and child well-being.
A similar impact model incorporated commercial
claims data from the APCD (Connecticut State
Innovation Model [SIM], 2019, April 30).

B.3 Sustainability

I’'m on the fence with this

HEC stuff. | don’t

understand, and | don’t think
our consultants have done a good job
articulating what the intervention is,
other than involving communities ... So,
what I've been trying to push is a
clearer articulation of what the actual
interventions will be, and, importantly,
how they will support and be part of all
of the other work on ACEs [Adverse
Childhood Events], on obesity, that are
happening across state government
already.”

—Connecticut state official

Key Results

innovation and reforms going forward.

activities beyond SIM.

* State funds will sustain a PCMH+ Wave 3. Stakeholders noted that Wave 4 is expected is also
expected and will add dually eligible Medicare/Medicaid beneficiaries.

* Several executive orders were signed as the SIM Initiative ended, directing the OHS to set targets
for health care costs, quality, and primary care spending targets as a means to continue

* The CHW certification program was established to help practices seek reimbursement to sustain

Table B-4 highlights the sustainability of Connecticut’s SIM Initiative activities.
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Table B-4.

Sustainability of Connecticut’s SIM Initiative activities

Plans to
Activity type Activity sustain Sustainability mechanism
Delivery/payment PCMH+ Yes State investment/Medicaid SPA.
system VBID No Not applicable.
PSI Yes Federal/state investment.
Population health HEC Yes Federal/state investment, nonprofit/
foundation investment.
AMH No Not applicable.
Practice transformation caip No e efpreliestole,
Quality measure Yes OHS operationalized CDAS.
alignment
CHW certification Yes Certification legislation established a fee to
Workforce make the certification mechanism self-
sustaining.
APCD Yes State investment (pending legislation).
HIE Yes Federal/state investment (Medicaid match)
and payers.
Health IT
ADT notifications Yes Federal/state/private sector investment.
CDAS Probable Federal/state/private sector investment.
eCQMs Yes Federal/state investment (Medicaid match).
Data analytics Public Scorecard Probable  State investment.

Note: ADT = admission, discharge, and transfer; AMH = Advanced Medical Home; APCD = all-payer claims
database; CDAS = Core Data Analytics Solution; CCIP = Community and Clinical Integration Program;
CHW = community health worker; eCQM = electronic clinical quality measure; health IT = health information
technology; HEC = Health Enhancement Community; HIE = health information exchange; OHS = Office of Health
Strategy; PCM = Primary Care Modernization; PCMH+ = Person-Centered Medical Home Plus; PSI = Prevention
Service Initiative; SIM = State Innovation Model; SPA = state plan amendment; VBID = value-based insurance

design.

Sources: Federal Evaluation Team review of interviews, focus groups, and state documents.

The state’s main instruments to sustain at least some SIM Initiative programs were
continued stakeholder engagement, state funding, and the Governor’s executive order. The PCM
model, which had been planned as an important component of sustainability, was discontinued

before implementation.
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B.3.1 Stakeholder engagement

The OHS planned to continue

to engage We've never called it the stakeholders through
its governance SIM.Steermg Comm|ttee,: we structure and
o call it the Health Innovation

outreach activities. In . . ” 2018-2019, several new

o Steering Committee. o )
members joined SIM c ) icial Initiative committees and
workgroups, including —onnecticut state officia the Healthcare Innovation
Steering Committee, Health IT Advisory

Council, Community Advisory Board (CAB), Practice Transformation Task Force, and Quality
Council. These new members represented payers, providers, employers, and consumers,
including young adults. At that time, the CAB took on an advisory capacity for all OHS
activities, and OHS hired a director of consumer engagement to spearhead activities. The CAB
also continued to engage in community outreach to support the SIM goals through production of
three videos to promote patient-centered care, and community events focusing on specific
populations, including young adults. Some state officials expected the Steering Committee to be
sustained after the SIM Initiative because of its role in advising OHS.

B.3.2 State funding

State officials reported that the financial support the Governor proposed would enable
certain SIM Initiative activities to continue. The Governor’s budget proposed $750,000 in
funding in fiscal year 2021 for DSS to continue implementation of PCMH+, replacing SIM funds
as the award period ended.

The state budget also included funding designed to explore expanding PCMH+ in Wave
4 to dually-eligible individuals served by both Medicaid and Medicare. According to the budget
language, by partnering with Medicare, “this initiative will facilitate improvements in data
sharing, synthesis of program rules and procedures, and better supports for this population,
including connections between PCPs and CBOs with the capacity to address social determinant
needs, all of which will result in future savings” (Proposed state budget, March 22, 2019) (State
of Connecticut Office of Policy and Management, 2019, February). According to the proposal,
the department would begin expanding PCMH+ to include the nearly 70,000 individuals dually
eligible for Medicare and Medicaid in Connecticut—which, although representing only 8 percent
of the total Medicaid population, accounted for 30 percent of total Medicaid expenditures. Funds
in fiscal year 2021 and fiscal year 2022 would include resources for consultants to support the
PCMH+ expansion’s development and implementation. The anticipated start date was no later
than January 1, 2023. Net state savings were expected to accrue beginning in fiscal year 2023.
When fully annualized, Wave 4 was expected to generate net state savings of $3.6 million
($7.3 million after factoring in the federal share).
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Prior concerns over the lack of legislative funding for the APCD after June 30, 2019 were
allayed after the OHS committed to provide funding through the end of fiscal year 2020. One
stakeholder was optimistic that funding for the APCD would continue to be supported in the
fiscal year 2021 budget.

B.3.3 Executive order
An executive order from the Governor issued
in January 2020 directed the OHS to develop annual ‘ ‘
health care cost growth benchmarks and set a goal to
double the state’s primary care spending as a

There’s a 2020 deadline to
get a cost benchmark and
then | think a 2025 deadline
to get 10 percent towards primary
percentage of total health care spending from 5 to 10 care. You can’t do those two things if
percent by 2025 (State of Connecticut, 2020a). The you're not picking up the lessons we’ve
learned in the context of SIM and
moving those forward.”

OHS was also to develop quality benchmarks across
all payers, monitor and report annually on health care
spending growth across all payers, convene a cost —Connecticut consumer advocate
benchmark technical advisory team, and monitor

ACOs and the adoption of alternative payment

models. A second executive order from the Governor directed DSS to convene an advisory board
to continue efforts to control costs and increase quality of care standards for Medicaid (State of
Connecticut, 2020b).

The executive orders were built on the premise, supported by other states’ experiences
and research, that investing in primary care would improve access and quality while lowering
costs and addressing Connecticut’s health disparities. By establishing a target primary care
spend, stakeholders were optimistic that the work of the Practice Transformation Taskforce
would serve as a foundation for continuing efforts. Stakeholders agreed that the executive orders
built on the foundation laid by the SIM Initiative would sustain post-SIM efforts to improve
quality and reduce costs.

B.4 Implications of Findings and Lessons Learned

Based on Connecticut’s SIM Initiative implementation experience, stakeholders offered
several opportunities, remaining challenges, and lessons learned for other states:

*  PCMH-+, the Medicaid SSP, was considered a success by providers, policy makers,
and consumer advocates, reaching 20 percent of the Medicaid population by the end
of the award period.

* The payment formulas needed revision after the first PCMH+ Wave, to ensure
initially high-performing practices were not penalized compared to low-performing
practices that had much more room to improve.
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The Connecticut SIM Initiative began with numerous disparate initiatives, many of
which were discontinued or truncated over time. Other states might consider
narrowing their focus early to achieve greater overall impact.

Practice transformation and TA efforts were seen by stakeholders as most
advantageous when tailored to a practice’s specific needs, rather than being
prescriptive.

Practices with their own EHR systems found adapting to the new program
requirements easier than practices that depended on proprietary EHRs, which were
difficult, and sometimes impossible, to revise to reflect new program needs.

Population health activities based on collaboration between HCOs and CBOs were
delayed in part because CBOs needed additional help to take on the new
administrative burdens of partnering with an HCO.
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Addendum

Table B-5.

Connecticut’s Person-Centered Medical Home Plus model had favorable

impacts on spending, emergency department visits, and readmissions in its
first two years

Change in outcome from baseline
to implementation period

Comparison
Selected outcomes CT PCMH+ group

N N
Total Spending PBPM (S)
Inpatient Admissions per
1,000 Population % 2
Inpatient Admissions per
1,000 Population [Adults] 2 2
ED Visits per 1,000 Population

A\ 4 A 4
Readmissions per 1,000 1t 1t
Discharges
Any Primary Care Visit (%)

A\ 4 A 4
Primary Care Provider Visits
per 1,000 Population 2 2

N N
Timely Prenatal Visits (%)
Postpartum Visits (%)

A 4 A\ 4
Significant change in expected direction T Favorable increase

Significant change in unexpected direction T

O No change

Unfavorable increase

Increase from baseline through
implementation

D-in-D estimate

Relative

(90% Cl) difference (%) p-value
-26.83+
(-42.69, -10.98) -8.0 0.005
-4.27 7.5 0.14
(-8.99, 0.45)
-6.60*
(-10.38, -2.81) 9.1 0.004
-69.98+
(-94.81, -45.15) -8.0 <0.001
-16.70%
(-31.96, -1.44) -18.5 0.07
-177.04
(-280.67, -73.42) -5.2 0.005
-1.50
(-5.66, 2.66) -2.8 0.55
5.71+
(1.41,10.01) 11.80 0.03
l Favorable decrease
l Unfavorable decrease

Decrease from baseline through
implementation

Notes: Bolded () or (f) D-in-D estimate indicates statistically significant finding. The arrows and circles in the
second column graphically display the information from the last three columns of the table.

Cl = confidence interval; CT = Connecticut; D-in-D = difference-in-differences; ED = emergency department;
PBPM = per beneficiary per month; PCMH+ = Person-Centered Medical Home Plus.

Bolded D-in-D estimate indicates statistically significant finding.

Source: Federal Evaluation Team analysis of CT Medicaid claims data from the CT Department of Social Services.
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Appendix B-1: Connecticut Person-Centered Medical Home Plus
Impact Results

B-1.1 Overview

Connecticut used SIM funding to implement the Person-Centered Medical Home Plus
(PCMH+) program, a Medicaid upside-only shared savings program for existing patient-centered
medical home (PCMH)—certified practices.'® The PCMH+ program’s goals were to improve
Medicaid beneficiaries’ health outcomes and care experiences and to contain Medicaid spending
growth. To achieve these goals, PCMH+ incentivized practices to engage in a variety of care
coordination activities to improve comprehensive primary care services to reduce emergency
department (ED) visits and inpatient admissions. Participation was limited to federally qualified
health centers (FQHCs) and Advanced Networks (ANs). AN is defined as a practice or group of
practices with at least 2,500 attributed lives participating in the existing Medicaid PCMH
program. Additionally, all participating entities needed to provide access or referral to physical,
behavioral, or oral health services. PCMH+ refers to participating organizations as participating
entities rather than practices to highlight that they often represent a large collaborative system of
care, inclusive of multiple locations and numerous providers.

Participating FQHCs were eligible to receive a $4.50 per beneficiary per month (PBPM)
payment to assist with care coordination activities, while ANs were not eligible for the
supplemental payment. In addition to care coordination payments, all PCMH+ participating
entities were eligible to receive shared savings by meeting designated quality and spending
benchmarks. Practices that did not meet these benchmarks did not receive shared savings but
were otherwise not financially penalized. In addition to financial incentives, some PCMH+
participating entities also received technical assistance to enhance their capabilities in
comprehensive care management, health equity improvement, and behavioral health integration.

Key focus areas for PCMH+ were social determinants of health and care coordination for
individuals with chronic conditions. As a result, PCMH+ participating entities were required to
demonstrate partnerships with organizations that provide social services, such as housing,
employment, transportation, and childcare. Moreover, several PCMH+ participating entities
employed community health workers to provide community-based care coordination and support
services to beneficiaries with chronic diseases, such as Type II diabetes.

Connecticut Medicaid implemented PCMH+ in three waves. Wave 1 began January 1,
2017, with seven FQHCs and two AN participating. Wave 2 and Wave 3 practices began in
2018 and 2020, respectively. Because of implementation variations and the need for sufficient

18 The PCMH+ program was originally named the Medicaid Quality Improvement and Shared Savings Program
(MQISSP) before being renamed in 2016.
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post-implementation data, this analysis focuses on practices and beneficiaries participating in
PCMH+ Wave 1.

The PCMH+ model allowed for broad participation among beneficiaries with several
exclusion criteria. All PCMH+ beneficiaries needed to quality for a comprehensive benefit
package, not be enrolled in a Behavioral Health Home, not be receiving long-term or hospice
care, and not be dually enrolled in both Medicaid and Medicare. Both children and adults were
eligible.

To assess the effects of Connecticut’s PCMH+ model on care for Medicaid beneficiaries
the analysis addressed the following research questions:

* How did PCMH+ impact health care utilization, quality of care, spending, and
maternity outcomes for Medicaid beneficiaries?

The hypothesis for this analysis is that PCMH+ implementation would result in slower
growth of spending, reduced utilization of EDs and inpatient admissions, increased use of
primary care services, and improved quality of care and maternity care measures. Table B-1-1
provides a snapshot of the study methods.

Table B-1-1. Methods snapshot

Method Description

Participating Seven FQHCs and two ANs participated in Wave 1 of PCMH+. To be eligible for the PCMH+
organizations model, practices were required to be an FQHC or AN, actively participate in the Connecticut
Medicaid PCMH program with at least 2,500 attributed lives, and provide comprehensive
primary care services.

Study design D-in-D quasi-experimental design using an unbalanced longitudinal panel and propensity scores
to adjust for intervention and comparison group differences.

Data Connecticut Medicaid claims data were provided by the Connecticut Department of Social
Services.
Sample The analytic sample included 223,215 unique Medicaid beneficiaries who received the

preponderance of their primary care from a PCMH-participating practice. The analysis measured
the PCMH+ model’s impacts on beneficiaries attributed to Wave 1 participating entities. The
intervention group included 131,487 beneficiaries attributed to PCMH+ participating entities
(n=9), and the comparison group included 91,728 beneficiaries receiving primary care from
PCMH practices not participating in PCMH+’s shared savings component (n=87).

Timeframe The timeframe for the impact analysis was January 1, 2014, through December 31, 2018, which
includes three baseline years (January 2014-December 2016) and two intervention years
(January 2017-December 2018).

(continued)
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Table B-1-1. Methods snapshot (continued)

Method Description

Measures The analysis assessed the effects of PCMH+ on four core outcomes: total spending PBPM,
inpatient admissions, outpatient ED visits, and readmissions. The analysis also examined
impacts on additional outcomes, including inpatient, ED, professional, and prescription drug
spending; visits to primary care providers; follow-up visits within 14 days of discharge; diabetes
care measures; HbAlc testing for individuals with diabetes; well-child visits; and maternity
outcomes. HbAlc testing and well-child visits were selected as quality outcomes to align with
quality benchmark requirements for PCMH+ participating entities.

Statistical The analysis used logistic regression for binary outcomes, negative binomial for count
analysis outcomes, and OLS models for continuous outcomes. Analytic weights were created by
multiplying the propensity score weight times the fraction of time a person was enrolled in
Medicaid. Standard errors were clustered at the practice level to account for correlation in
outcomes across time. All models included controls for demographic, health status, and
socioeconomic county-level variables.

Note: AN = Advanced Network; D-in-D = difference-in-differences; ED = emergency department; FQHC = Federally
Qualified Health Center; HbAlc = hemoglobin Alc; OLS = ordinary least squares; PBPM = per beneficiary per
month; PCMH = patient-centered medical home; PCMH+ = Person-Centered Medical Home Plus.

This appendix reports on the impact of the PCMH+ model on spending, utilization,
quality, and maternity outcomes for 131,487 unique beneficiaries who were attributed to nine
practices that participated in the PCMH+ model.

A full description of the PCMH+ program and a summary of the key impact analysis
findings are available in Appendix B. Appendix L includes an in-depth description of
quantitative analysis methods. The following sections provide detailed information on the
PCMH+ model’s impact findings in tables and figures:

* Section B-1.2 presents results of difference-in-differences (D-in-D) analyses for
Connecticut’s PCMH+ Medicaid beneficiaries and their comparison group;

* Section B-1.3 presents results of D-in-D analyses separately for children and adults
for the core outcomes;

* Section B-1.4 provides information on annual covariate balance between the PCMH+
and comparison groups before and after propensity score weighting;

* Section B-1.5 describes trends in core outcomes over the analysis timeframe; and

* Section B-1.6 presents results from a sensitivity analysis that shows how D-in-D
estimates for core outcomes change when PCMH+ and comparison group trends are
assumed to be on non-parallel paths beginning in the baseline period.
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B-1.2 Estimates of the Person-Centered Medical Home Plus Model’s Impact on
Spending, Utilization, Quality, and Maternity Outcomes

Tables B-1-2 through B-1-6 show annual and overall estimates of Connecticut PCMH+
model’s impact on health care spending, utilization, quality, and maternity outcomes for
Connecticut Medicaid beneficiaries. These impact estimates come from D-in-D models,
described in Appendix L. For each outcome in each intervention year and for the overall
intervention period, the following are presented:

* Regression-adjusted means for the PCMH+ and comparison groups during the
baseline period and the intervention period;

* D-in-D estimates of PCMH+ impacts;

* Relative differences, which measure change in the outcome from the baseline period;
and the

* p-values, which indicate whether the D-in-D estimates are statistically significant.

B-1.2.1 Estimates of the Person-Centered Medical Home Plus model’s impact on core
outcomes

Table B-1-2 shows the estimates of the PCMH+ model’s impact on total spending per
beneficiary per month (PBPM), inpatient admissions, ED visits, and readmissions for Medicaid
beneficiaries attributed to PCMH+ participating entities relative to comparison beneficiaries.
The findings are as follows:

* Total spending PBPM increased for both Medicaid beneficiaries attributed to
PCMH+ participating entities and comparison beneficiaries but increased by $26.83
less for the PCMH+ group during the first two years of PCMH+ implementation
(p=0.01).

* Changes to inpatient admissions did not differ between Medicaid beneficiaries
attributed to PCMH+ participating entities and comparison beneficiaries during the
first two years of PCMH+ implementation.

* ED visits decreased for both Medicaid beneficiaries attributed to PCMH+
participating entities and comparison beneficiaries but decreased by 69.98 more visits
per 1,000 beneficiaries for the PCMH+ group during the first two years of PCMH+
implementation (p<0.001).

* Readmissions within 30 days of discharge increased for both Medicaid beneficiaries
attributed to PCMH+ participating entities and comparison beneficiaries but increased
by 16.70 fewer readmissions per 1,000 discharges for the PCMH+ group during the
first two years of PCMH+ implementation (p=0.07).

19 Total spending PBPM, inpatient admissions, and ED visits include both children and adults. Readmissions are
only calculated for individuals who are aged 18 years or older.
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Table B-1-2.

Differences in the pre—post change in total spending, inpatient admissions, emergency department visits, and
readmissions for Medicaid beneficiaries in Person-Centered Medical Home Plus and the comparison group
Baseline period

Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CT PCMH+ comparison group mean, CT PCMH+  comparison group D-in-D (90% Cl) difference (%) p-value
Total spending PBPM (S)
Year 1 335.46 356.77 334.40 375.81 -20.07 -6.0 0.07
(-38.47,-1.67)
Year 2 335.46 356.77 348.84 404.21 -34.02 -10.1 0.03
(-60.23, -7.82)
Overall 335.46 356.77 341.40 389.59 -26.83 -8.0 0.01
(-42.69, -10.98)
All-cause acute inpatient admissions per 1,000 population
Year 1 57.12 50.32 42.01 39.83 -3.47 -6.1 0.34
w (-9.46, 2.52)
a Year 2 57.12 50.32 40.96 40.31 -5.12 -9.0 0.25
(-12.48, 2.24)
Overall 57.12 50.32 41.50 40.06 -4.27 -7.5 0.14
(-8.99, 0.45)
ED visits per 1,000 population
Year 1 879.75 768.08 819.74 776.99 -70.28 -8.0 <0.001
(-104.78, -35.78)
Year 2 879.75 768.08 796.24 755.65 -69.66 -7.9 0.001
(-105.43, -33.90)
Overall 879.75 768.08 808.35 766.63 -69.98 -8.0 <0.001
(-94.81, -45.15)
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Table B-1-2. Differences in the pre—post change in total spending, inpatient admissions, emergency department visits, and
readmissions for Medicaid beneficiaries in Person-Centered Medical Home Plus and the comparison group

(continued)
Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CT PCMH+ comparison group mean, CTPCMH+ comparison group D-in-D (90% Cl) difference (%) p-value
Readmissions within 30 days of discharge per 1,000 discharges
Year 1 90.07 82.50 121.48 128.22 -15.32 -17.0 0.21
(-35.35, 4.72)
Year 2 90.07 82.50 141.51 150.84 -18.13 -20.1 0.20
(-41.24, 4.97)
Overall 90.07 82.50 131.34 139.27 -16.70 -18.5 0.07
(-31.96, -1.44)

Notes: CDPS = Chronic lliness and Disability Payment System; Cl = confidence interval; CT = Connecticut; D-in-D = difference-in-differences; ED = emergency
department; OLS = ordinary least squares; PBPM = per beneficiary per month; PCMH+ = Person-Centered Medical Home Plus.

Methods: The analysis used an OLS model to obtain D-in-D estimates for total spending, a negative binomial model to obtain D-in-D estimates for ED visits, and
a logistic regression model to obtain D-in-D estimates for inpatient admissions and readmissions. The estimated probability of any inpatient admission and
the ED visit count were multiplied by 1,000 to obtain an approximate rate per 1,000 beneficiaries. The estimated probability of a readmission was multiplied
by 1,000 to obtain an approximate rate per 1,000 discharges. Models are adjusted for person-level variables (gender, age, indicators for being a child or
elderly, Medicaid entitlement based on disability, race/ethnicity, a count of total months enrolled in the measurement year, and the logged CDPS score) and
county-level variables (residence in a Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute care hospital beds, median age,
percentage uninsured, and median household income). All outcome models assume that CT PCMH+ and comparison group outcome trends are parallel
during the baseline period.

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CT PCMH+ relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome
in the PCMH+ group relative to the comparison group after PCMH+ implementation. The relative difference is the D-in-D estimate as a percentage of the
PCMH+ baseline period adjusted mean.

The same baseline period is used for the D-in-D estimate for all intervention periods, so the baseline adjusted mean is the same for each year and for the
overall intervention period.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match the D-in-D calculated from the adjusted
means because in nonlinear specifications, the D-in-D calculated from the regression-adjusted means is known to be a biased estimator for the treatment
effect. As such, the nonlinear regression D-in-D is calculated as an average marginal effect.

The total weighted N for all models except the readmission outcome is 1,156,000; the weighted N for the readmission outcome is 56,625. These numbers
include all person—year (or discharge—year) observations for both the CT PCMH+ and comparison groups.

Source: Federal Evaluation Team analysis of CT Medicaid claims data from the CT Department of Social Services.




B-1.2.2

Estimates of the Person-Centered Medical Home Plus model’s impact
on spending categories

Table B-1-3 shows the estimates of PCMH+ model’s impact on inpatient spending
PBPM, ED spending PBPM, professional spending PBPM, and prescription drug spending
PBPM for Medicaid beneficiaries attributed to PCMH+ participating entities relative to
comparison beneficiaries. The findings are as follows:

Changes to inpatient spending PBPM did not differ between Medicaid beneficiaries
attributed to PCMH+ participating entities and comparison beneficiaries during the
first two years of PCMH+ implementation.

Changes to ED spending PBPM did not differ between Medicaid beneficiaries
attributed to PCMH+ participating entities and comparison beneficiaries during the
first two years of PCMH+ implementation.

Professional spending PBPM decreased slightly in the PCMH+ group and increased
in the comparison group, leading to a relative decrease of $10.19 PBPM for Medicaid
beneficiaries attributed to PCMH+ participating entities than for comparison
beneficiaries during the first two years of PCMH+ implementation (p<0.001).

Prescription drug spending PBPM increased for both Medicaid beneficiaries
attributed to PCMH+ participating entities and comparison beneficiaries but increased
by $11.71 less for the PCMH+ group during the first two years of PCMH+
implementation (p<0.001).



Table B-1-3.

Differences in the pre—post change in inpatient spending, emergency department spending, professional spending,
and prescription drug spending for Medicaid beneficiaries in Person-Centered Medical Home Plus and the
comparison group
Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CT PCMH+ comparison group mean, CT PCMH+ comparison group D-in-D (90% CI) difference (%) p-value
Inpatient spending PBPM (S)
Year 1 41.31 36.22 35.63 31.98 -1.44 -3.5 0.62
(-6.25, 3.37)
Year 2 41.31 36.22 44.92 42.81 -2.99 -7.2 0.54
(-10.97, 4.99)
Overall 41.31 36.22 40.13 37.24 -2.19 -5.3 0.43
(-6.79, 2.40)
ED spending PBPM (S)

o Year 1 24.78 22.53 24.84 23.32 -0.72 -2.9 0.39

= (-2.11, 0.66)

o0

Year 2 24.78 22.53 25.81 24.48 -0.92 -3.7 0.26
(-2.25, 0.42)
Overall 24.78 22.53 25.31 23.88 -0.82 -3.3 0.16
(-1.78, 0.15)
Professional spending PBPM (S)
Year 1 90.35 112.17 89.09 119.70 -8.78 -9.7 <0.001
(-12.81, -4.75)
Year 2 90.35 112.17 85.71 119.23 -11.70 -12.9 <0.001
(-16.98, -6.41)
Overall 90.35 112.17 87.45 119.47 -10.19 -11.3 <0.001
(-13.49, -6.90)
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Table B-1-3. Differences in the pre—post change in emergency department spending, inpatient spending, professional spending,
and prescription drug spending for Medicaid beneficiaries in Person-Centered Medical Home Plus and the
comparison group (continued)

Baseline period Baseline period Intervention Intervention period
adjusted mean, adjusted mean, period adjusted adjusted mean, Regression-adjusted Relative
Outcome CT PCMH+ comparison group mean, CTPCMH+ comparison group D-in-D (90% CI) difference (%) p-value
Prescription drug spending PBPM (S)
Year 1 124.14 119.45 131.07 134.70 -8.30 -6.7 0.05
(-15.25, -1.34)
Year 2 124.14 119.45 130.83 141.50 -15.33 -12.3 0.003
(-23.72, -6.93)
Overall 124.14 119.45 130.96 138.00 -11.71 9.4 <0.001
(-17.13,-6.28)

Notes: CDPS = Chronic lliness and Disability Payment System; Cl = confidence interval; CT = Connecticut; D-in-D = difference-in-differences; ED = emergency

S department; OLS = ordinary least squares; PBPM = per beneficiary per month; PCMH+ = Person-Centered Medical Home Plus.

7" Methods: The analysis used an OLS model to obtain D-in-D estimates for all spending outcomes. Models are adjusted for person-level variables (gender, age,
indicators for being a child or aged, Medicaid entitlement based on disability, race/ethnicity, a count of total months enrolled in the measurement year, and
the logged CDPS score) and county-level variables (residence in a Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute care
hospital beds, median age, percentage uninsured, and median household income). All outcome models assume that CT PCMH+ and comparison group
outcome trends are parallel during the baseline period.

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CT PCMH+ relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in
the PCMH+ group relative to the comparison group after PCMH+ implementation. The relative difference is the D-in-D estimate as a percentage of the
PCMH+ baseline period adjusted mean.

The same baseline period is used for the D-in-D estimate for all intervention periods, so the baseline adjusted mean is the same for each year and for the
overall intervention period.

The total weighted N for all models is 1,156,000. This number includes all person—year (or discharge—year) observations for both the CT PCMH+ and
comparison groups.

Source: Federal Evaluation Team analysis of CT Medicaid claims data from the CT Department of Social Services.




B-1.2.3 Estimates of the Person-Centered Medical Home Plus model’s impact
on utilization

Table B-1-4 shows the estimates of the PCMH+ model’s impact on primary care provider
visits and follow-up visits within 14 days of discharge for Medicaid beneficiaries attributed to
PCMH+ participating entities relative to comparison beneficiaries. The findings are as follows:

* The percentage of Medicaid beneficiaries with at least one primary care provider visit
decreased for both Medicaid beneficiaries attributed to PCMH+ participating entities
and comparison beneficiaries but decreased by 5.11 percentage points less for the
PCMH+ group during the first two years of PCMH+ implementation (p<0.001).

* Primary care provider visits decreased for both Medicaid beneficiaries attributed to
PCMH+ participating entities and comparison beneficiaries but decreased by 177.04
more visits per 1,000 beneficiaries for the PCMH+ group during the first two years of
PCMH+ implementation (p=0.005).

* Changes to follow-up visits within 14 days of hospital discharge did not differ
between Medicaid beneficiaries attributed to PCMH+ participating entities and
comparison beneficiaries during the first two years of PCMH+ implementation.
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Table B-1-4. Differences in the pre—post change in primary care provider visits and follow-up visits within 14 days of hospital
discharge for Medicaid beneficiaries in Person-Centered Medical Home Plus and the comparison group

Baseline period Baseline period Intervention Intervention period Regression-
adjusted mean, adjusted mean, period adjusted adjusted mean, adjusted D-in-D Relative
Outcome CT PCMH+ comparison group mean, CT PCMH+  comparison group (90% Cl) difference (%) p-value
Percentage of beneficiaries with at least one primary care provider visit during the year
Year 1 76.12 89.67 71.40 84.38 4.43 5.82 <0.001
(2.56, 6.30)
Year 2 76.12 89.67 68.65 81.64 5.83 7.66 <0.001
(3.76, 7.90)
Overall 76.12 89.67 70.07 83.05 5.11 6.71 <0.001
(3.72,6.50)
Primary care provider visits per 1,000 beneficiaries
Year 1 3386.36 3915.84 3203.13 3891.10 -162.19 -4.8 0.03
(-285.65, -38.74)
Year 2 3386.36 3915.84 3020.02 3715.02 -192.83 -5.7 0.06
(-361.60, -24.07)
Overall 3386.36 3915.84 3114.38 3805.69 -177.04 -5.2 0.005

(-280.67, -73.42)
Percentage of hospital discharges with a follow-up provider visit within 14 days of discharge

Year 1 47.65 50.29 53.64 58.26 -1.94 4.1 0.16
(-4.23, 0.35)

Year 2 47.65 50.29 53.33 56.75 -0.73 -1.5 0.75
(-4.45, 2.99)

Overall 47.65 50.29 53.49 57.52 -1.35 2.8 0.31
(-3.52, 0.82)

Notes: CDPS = Chronic Iliness and Disability Payment System; Cl = confidence interval; CT = Connecticut; D-in-D = difference-in-differences; PCMH+ = Person-
Centered Medical Home Plus.

(continued)
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Table B-1-4. Differences in the pre—post change in primary care provider visits and follow-up visits within 14 days of hospital
discharge for Medicaid beneficiaries in Person-Centered Medical Home Plus and the comparison group (continued)

Methods: The analysis used a negative binomial model to obtain D-in-D estimates for visits for primary care providers and logistic regression models for
beneficiaries with at least one primary care visit and follow-up visits within 14 days of hospital discharge. The estimated primary care visit count was
multiplied by 1,000 to obtain an approximate rate per 1,000 beneficiaries. The estimated probability of a primary care visit and follow-up provider visit
within 14 days of discharge was multiplied by 100 to produce a percentage. Models are adjusted for person-level variables (gender, age, indicators for being
a child or elderly, Medicaid entitlement based on disability, race/ethnicity, a count of total months enrolled in the measurement year, and the logged CDPS
score) and county-level variables (residence in a Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute care hospital beds,
median age, percentage uninsured, and median household income). All outcome models assume that CT PCMH+ and comparison group outcome trends are
parallel during the baseline period.

How to interpret the findings: A negative value for the regression-adjusted D-in-D corresponds to a greater decrease or a smaller increase in an outcome after
the implementation of CT PCMH+ relative to the comparison group. A positive value corresponds to a greater increase or a smaller decrease in an outcome in
the PCMH+ group relative to the comparison group after PCMH+ implementation. The relative difference is the D-in-D estimate as a percentage of the
PCMH+ baseline period adjusted mean.

The same baseline period is used for the D-in-D estimate for all intervention periods, so the baseline adjusted mean is the same for each year and for the
overall intervention period.

For binary and count outcomes estimated using nonlinear models, the regression D-in-D estimate may not match the D-in-D calculated from the adjusted
means because in nonlinear specifications, the D-in-D calculated from the regression-adjusted means is known to be a biased estimator for the treatment
effect. As such, the nonlinear regression D-in-D is calculated as an average marginal effect.

The total weighted N for all models except the readmission outcome is 1,156,000; the weighted N for the readmission outcome is 56,625. These numbers
include all person—year (or discharge—year) observations for both the CT PCMH+ and comparison groups.

Source: Federal Evaluation Team analysis of CT Medicaid claims data from the CT Department of Social Services.



B-1.2.4 Estimates of the Person-Centered Medical Home Plus model’s impact

on quality

Table B-1-5 shows the estimates of PCMH+ model’s impact on the rate of hemoglobin
Alc (HbAlc) testing for Medicaid beneficiaries with diabetes, the probability of well-child visits
by 15 months of age, and the probability of well-child visits by 3 to 6 years of age for child
Medicaid beneficiaries attributed to PCMH+ participating entities relative to comparison
beneficiaries. The findings are as follows:

Changes to the percentage of beneficiaries with diabetes who received HbA lc¢ testing
did not differ between Medicaid beneficiaries attributed to PCMH+ participating
entities and comparison beneficiaries during the first two years of PCMH+
implementation.

Changes to the percentage of children with at least six well-child visits by 15 months
of age did not differ between Medicaid beneficiaries attributed to PCMH+
participating entities and comparison beneficiaries during the first two years of
PCMH+ implementation.2’

The percentage of children aged 3—6 years with at least one well-child visit decreased
for both Medicaid beneficiaries attributed to PCMH+ participating entities and
comparison beneficiaries but decreased by 7.73 percentage points more for the
PCMH+ group during the first two years of PCMH+ implementation (p=0.046).

20 This measure can only be estimated for Year 1 of the intervention period. This is because (1) beneficiaries were
attributed to PCMH+ participating entities in 2017, and thus, any infants born after January 1, 2017, were not
attributed to the PCMH+ or comparison groups; and (2) the well-child measure has an age requirement of 15

months.

B-1-13



vi-1-d

Table B-1-5.

Differences in the pre—post change in hemoglobin Alc testing for Medicaid beneficiaries with diabetes and well-
child visits for Medicaid beneficiaries in Person-Centered Medical Home Plus and the comparison group

Outcome

Year 1

Year 2

Overall

Baseline period Intervention
Baseline period  adjusted mean, period adjusted Intervention period
adjusted mean, comparison mean, adjusted mean, Regression-adjusted Relative
CT PCMH+ group CT PCMH+ comparison group D-in-D (90% Cl) difference (%) p-value
Percentage of beneficiaries with diabetes who received HbA1c testing (%)
87.84 89.35 85.29 87.93 -0.96 -1.1 0.57
(-3.75, 1.83)
87.84 89.35 84.11 86.69 -0.74 -0.8 0.71
(-3.98, 2.50)
87.84 89.35 84.72 87.32 -0.85 -1.0 0.51
(-2.98, 1.28)

Percentage of eligible children with at least six well-child visits by 15 months of age

Overall

62.22 81.30 66.47 80.52 5.01 8.1 0.30
(-2.87, 12.89)

Percentage of eligible children aged 3—6 years with at least one well-child visit during the year

Year 1

Year 2

Overall

62.63 82.84 47.54 76.37 -5.45 8.7 0.20
(-12.42, 1.51)

62.63 82.84 39.51 73.87 -10.18 -16.2 0.12
(-21.04, 0.69)

62.63 82.84 43.67 75.17 7.73 -12.3 0.05

(-14.09, -1.37)

Notes: CDPS = Chronic Iliness and Disability Payment System; Cl = confidence interval; CT = Connecticut; D-in-D = difference-in-differences;

HbA1lc = hemoglobin Alc; PCMH+ = Person-Centered Medical Home Plus.

Methods: The analysis used a logistic regression model to obtain D-in-D estimates for HbAlc testing and well-child visits. The estimated probabilities of all

outcome models were multiplied by 100 to produce a percentage. Models are adjusted for person-level variables (gender, age, Medicaid entitlement based
on disability, race/ethnicity, a count of total months enrolled in the measurement year, and the logged CDPS score) and county-level variables (residence in a
Metropolitan Statistical Area, percentage living in poverty, supply of short-term acute care hospital beds, median age, percentage uninsured, and median
household income). The diabetes outcome model includes an additional person-level indicator for elderly. All outcome models assume that CT PCMH+ and
comparison group outcome trends are parallel during the baseline period.

(continued)
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Table B-1-5. Differences in the pre—post change in hemoglobin Alc testing for Med