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EXECUTIVE SUMMARY

The Maryland Health Care Commission (MHCC), an agency of the State of Maryland, launched
the Maryland Multi-Payer Patient Centered Medical Home Program (MMPP) on April 14, 2011,
as a three-year pilot in response to a legislative mandate enacted in 2010. The MHCC selected
52 practices to participate in the demonstration and created the Maryland Learning
Collaborative (MLC) to provide education, technical assistance, and customized coaching to
help practices transform into patient centered medical homes (PCMHs).

The goals of the MMPP are to improve the health and satisfaction of patients and to slow the
growth of health care costs in Maryland, while supporting the satisfaction and financial viability
of primary care providers in the state. The MHCC contracted with IMPAQ to conduct an
assessment of whether the MMPP achieves these goals and also reduces health disparities. In
addition, the evaluation assesses the practice transformation process and the benefits received
by practices from shared savings.

To achieve these goals, the MHCC defined the following overarching research questions:
«  Will the PCMH program improve access to, and delivery of, health care?

= Does the PCMH program improve the quality of care, particularly with regard to
prevention and chronic care management?

» Does the PCMH program lower the cost of care through reduced utilization?
= Does the PCMH program reduce health disparities?
= Are patients more satisfied in a PCMH?

= Are physicians and other clinical staff more satisfied in a PCMH?

IMPAQ’s evaluation is both quantitative and qualitative in nature and consists of several
components, including interviews with participating practices, administrative data analysis, and
patient and provider surveys. To examine the research questions, the evaluation consists of
three parts. IMPAQ is assessing the following areas: (1) access, quality, utilization, disparities,
and cost outcomes, using administrative data; (2) implementation and practice transformation,
using interviews, site visits, and administrative data; and (3) satisfaction among patients and
providers, using surveys. The administrative data and provider survey analyses use two
comparison groups: one group that appeared to be largely unexposed to the PCMH concept
and the other composed of practices participating in the CareFirst BlueCross BlueShield PCMH
program.

This report provides interim analysis results about the progress of MMPP implementation. In
particular, it provides baseline information on the transformation of sites and on patient and
provider satisfaction with the program and also compares the 2011 analysis measures to the
baseline measures (2010). Since primary data collection occurs at the beginning and end of the
program, this report provides only baseline analyses for transformation and program
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satisfaction. However, the program outcome measures of quality, utilization, and cost of care
are constructed from the administrative data, which are supplied annually. Thus, some early
trends of the results of MMPP implementation could be analyzed.

While the analysis period covered by this report is early in the life of the MMPP, the analysis
suggests that MMPP will achieve some of its goals. The findings from the first year are outlined
below.

=  Program Implementation

o Practices that operated on a smaller scale reported more success in
implementing transformation elements and involving providers and staff in
transformation processes. This was also seen in the quantitative analysis of
recognition levels.

o The affiliation with a hospital positively affected practices’ ability to transform,
particularly in terms of staff resources and the ability to coordinate care.

o Structured PCMH oversight teams working in conjunction with PCMH champions
served as an important element of success.

= Patient Satisfaction

o Patients are generally pleased with the care they received from MMPP
participating providers.

o Although there were few statistically significant differences, generally the more
vulnerable populations (African-American, Medicaid, and patients with chronic
conditions) rated their provider or practice more highly.

o For patients with chronic conditions, providers pay attention to their mental
health, discuss medication decisions with them, how well providers
communicate with patients, and the overall rating of the provider.

= Provider Satisfaction

o MMPP providers expressed greater satisfaction in their current job than the
comparison group of PCMH providers.

o At MMPP practices, medical assistants and administrative staff are more likely to
take responsibility for some duties that clinicians perform in the comparison
practices.

o Providers in the MMPP group, however, were more likely to feel that their
compensation plans rewarded hard workers and that the business office and
administration are valued by the practice.

= Program Outcomes
MMPP practices/patients experienced:

o Larger decrease in the proportion of young adults with a hospital admission due
to asthma
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o Arelative increase in the annual rates of well-care visits among adolescents

o An increase in the proportion of patients with one or more office visits to the
attributed primary care physician

o A decrease in the mean number of specialist office visits among patients with
such visits

o Arelative decrease in total outpatient payments

o A relative decrease in total other payments (excluding inpatient, outpatient,
emergency department, office visits, home health, nursing home, hospice,
radiology, and lab).

In addition, over time the patients who maintained the PCMH affiliation in both years had
higher gains in the program outcome where the MMPP had an impact.
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1. INTRODUCTION

1.1 Background

The patient-centered medical home (PCMH) has been promoted as a potential solution to many
of the problems facing the American health care system (e.g., fast-rising costs, medical
errors/declining quality of care, and lack of coordination of care). Early evaluations of PCMHs in
a number of states show improvements in quality of care, disease prevention, chronic disease
management, error rates, and patient satisfaction.”*>

The Maryland Health Care Commission (MHCC), an agency within the Maryland Department of
Health and Mental Hygiene, launched the Maryland Multi-Payer Patient Centered Medical
Home Program (MMPP) on April 14, 2011 as a three-year pilot in response to a legislative
mandate enacted in 2010. The MHCC selected 52 practices to participate in the demonstration
and created the Maryland Learning Collaborative (MLC) to provide education, technical
assistance, and customized coaching to help practices transform into PCMHs. The MHCC has
defined the PCMH as follows:

The PCMH is a model of practice in which a team of health professionals, guided
by a primary care provider, provides continuous, comprehensive, and
coordinated care in a culturally and linguistically sensitive manner to patients
throughout their lives. The PCMH provides for all of a patient’s health care
needs, or collaborates with other qualified professionals to meet those needs.
Participating practices will provide patient centered care through:

= Evidence-based medicine;
= Expanded access and communication;
= Care coordination and integration; and

= Care quality and safety.4

The 52 MMPP practices have over 300 providers—family practice and internal medicine
physicians, pediatricians, geriatricians, and nurse practitioners.5 The participating practices are
located throughout the state, in urban, rural, and suburban areas. They encompass a variety of

! Jackson, G.L., Powers, B.J., Chatterjee, R., et al. (2013). The patient-centered medical home: a systematic review.
Annals of Internal Medicine, 158(3): 169-178.

2 Hoff, T., Weller, W., DePuccio, M. (2012). The patient-centered medical home: a review of recent research.
Medical Care Research and Review, 69(6): 619-44.

3 Fifield, J., Forrest, D.D., Burleson, J.A., Martin-Peele, M., & Gillespie, W. (2013). Quality and efficiency in small
practices transitioning to patient centered medical homes: a randomized trial. Journal of General Internal
Medicine, 28(6): 778-86. epub March 2, 2013.

* http://mhcc.maryland.gov/pcmh/.

> The MHCC selected 53 practice sites to participate in the pilot. One practice site initially in the demonstration
(Crossroads Internal Medicine) decided to cease participation in spring 2012.
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practice settings, including privately owned practices, hospital-owned practices, and Federally
Qualified Health Centers (FQHCs).

The goals of the MMPP are to improve the health and satisfaction of patients and to slow the
growth of health care costs in Maryland, while supporting the satisfaction and financial viability
of primary care providers in the state. The MHCC contracted with IMPAQ to conduct an
assessment of whether the MMPP achieves these goals and also reduces health disparities. In
addition, the evaluation assesses the practice transformation process and the benefits received
by practices from shared savings.

To explore these goals, the MHCC defined the following overarching research questions:
«  Will the PCMH program improve access to, and delivery of, health care?

» Does the PCMH program improve the quality of care, particularly with regard to
prevention and chronic care management?

= Doesthe PCMH program lower the cost of care through reduced utilization?
» Does the PCMH program reduce health disparities?
= Are patients more satisfied in a PCMH?

= Are physicians and other clinical staff more satisfied in a PCMH?

The evaluation is both quantitative and qualitative in nature and consists of several
components, including interviews with participating practices, administrative data analysis, and
patient and provider surveys. To examine these overarching questions, the evaluation consists
of three parts. It assesses (1) access, quality, utilization, disparities, and cost outcomes, using
administrative data; (2) implementation and practice transformation, using interviews, site
visits, and administrative data; and (3) satisfaction among patients and providers, using surveys.
The administrative date and provider survey analyses uses two comparison groups: one group
that appeared to be largely unexposed to the PCMH concept and the other composed of
practices participating in the CareFirst BlueCross BlueShield PCMH program.

1.2 Purpose of the Report

This report provides interim results about the progress of MMPP implementation. In particular,
it provides baseline information on the transformation of sites and on patient and provider
satisfaction with the program and also compares the 2011 analysis measures to the baseline
measures (2010). Since primary data collection occurs at the beginning and end of the program,
this report provides analyses only of the baseline data for transformation and program
satisfaction. However, the program outcome measures of quality, utilization, and cost of care
are constructed from the administrative data, which are supplied annually. The use of
administrative data allowed for some analysis of early trends resulting from MMPP
implementation.

IMPAQ International, LLC Page 2 MDPCMH First Annual Report
12/16/2013



In this initial assessment of the MMPP, IMPAQ used a pre/post, mixed methods evaluation
design. First, to assess the process and the costs of practice transformation, IMPAQ conducted
site visits between September 2012 and February 2013 to a sample of nine practices, which
included interviews with providers and staff. These site visits allowed us to capture earlier
implementation progress and issues. IMPAQ qualitatively analyzed the data from the interviews
and site visit notes. In addition, using data from the National Committee for Quality Assurance
(NCQA) recognition database, IMPAQ monitored the implementation of the NCQA PCMH model
guantitatively. These data allowed us to analyze changes in NCQA recognition levels between
2010 and 2012. The results of the implementation analyses are presented in Chapter 2.

Chapter 3 reports the initial analysis of satisfaction with the MMPP. IMPAQ collected and
analyzed patient and provider survey data to examine satisfaction with the MMPP and with the
care provided. The survey of MMPP patients targeted a purposeful sample of patients of the 52
MMPP practices. The survey of commercially insured patients was administered from January
through February 2013, through IMPAQ’s Survey Center. Similarly, the survey of Medicaid
patients was conducted between July and November 2013.° All identified providers of MMPP
practices were invited to participate in the web-based provider survey. IMPAQ also invited
providers from a set of matched nonparticipating practices to participate in the provider survey
in order to formulate comparison groups. While the current report focuses only on early
satisfaction with the MMPP, IMPAQ will conduct a second wave of both satisfaction surveys
after the conclusion of the MMPP, which will allow us to assess changes in satisfaction as the
program matured.

Finally, for the 44 measures based on claims data, IMPAQ generated annual measures of quality
(16), utilization (19), and costs (9) for MMPP practices and a group of matched nonparticipating
practices (see Appendix A for a further description of the matching process). These measures
were calculated for the baseline year (2010) and the first year of the MMPP (2011). Thus,
IMPAQ was able to use a difference-in-differences (DID) approach to estimate the impact of the
MMPP on quality, utilization, and cost during the program’s first year. Chapter 4 reports the
results of these analyses.

6 The difference in collection periods was due to a delay in the receipt of contact information for Medicaid
patients.
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2. PRACTICE TRANSFORMATION

A critical aspect of the effectiveness of the MMPP is the transformation of practices to the
PCMH model. While the Maryland Community Health Resources Commission and the MLC will
assist with resources and strategies for transformation, consideration of future expansion of
PCMH will benefit from an analysis of the transformation experience. The evaluation can
provide lessons learned and identify keys to success. The evaluation is organized into two parts:
(1) a qualitative process evaluation of the transformation and its outcomes, and (2) a
guantitative analysis of the achievement of recognition levels.

2.1 Site Visits

The evaluation team conducted site visits with nine MMPP practices to explore the process of
transformation, provider and staff experiences with transformation, and the effect of the
program on quality and the cost of care. The findings provide insight into the types of practices
that are most likely to successfully implement PCMH, the kinds of outstanding results that can
be shared for possible replication, and the aspects of PCMH that have the most impact on
improved quality and reduced costs.

2.1.1 Methodology

The MMPP evaluation focuses on whether PCMHs result in cost savings for participating
practices while increasing quality and coordination of care, reducing health disparities,
increasing patient satisfaction, and increasing work satisfaction for primary care clinicians and
their staff. The evaluation methodology uses a mixed methods approach, consisting of site visits
at participating practices, administrative data analyses, and patient and provider surveys. The
qualitative data are derived from on-site interviews with staff who are implementing PCMH
transformation. The interviews provide information about infrastructure changes, and
participants’ perspectives, experiences, and satisfaction with the transformation process and
the overall outcomes of transformation.

The qualitative evaluation will be based on two rounds of site visits: one in the early stages of
transformation, which is reported here, and another in the later stages. The specific issues
covered in both rounds of site visits reflect the interests of the MHCC. The evaluation seeks to
answer four key questions about PCMH transformation:

1. Which types of practices are most likely to successfully implement a PCMH?

2. Can increased provider satisfaction and positive results from the financial
cost/benefit analysis be used to encourage other primary care providers to adopt
PCMH?

3. What types of outstanding results achieved by specific MMPP practices throughout
the course of the pilot can be provided and shared for possible replication in other
practices through the program’s learning collaborative and other methods?
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4. Which aspects of PCMH have the most impact on improved quality and reduced
costs?

While the interviews in both rounds of site visits will address similar topics, the first round
centered on understanding each practice’s unique approaches to and experiences with
transformation. The second round is intended to capture the practices’ experiences with the
more mature program and will focus more heavily on the lessons learned from the
implementation and transformation processes. This analysis will reveal how the sites evolved
and which strategies continued over the duration of the transformation process.

Interview Guides

In preparation for the first round of site visits, a multidisciplinary team was formed to develop
guestions to assess the important aspects of PCMH transformation. The team included a
physician, a nurse practitioner, and several qualitative researchers with expertise in quality
improvement innovation. This group convened over a period of several months and developed
formal interview guides, one for each of the four groups affected by transformation: PCMH
leads/care managers, practice managers, physicians, and staff. Although the overarching
research foci were the same, the evaluation team tailored the questions to fit each audience, in
order to better understand their different perspectives. The guides included key questions and
potential probing questions for five important themes: (1) the transformation process, (2) staff
perceptions and compliance with transformation, (3) health outcomes and disparities, (4) care
coordination, and (5) financial costs and savings. lllustrative questions are shown in Exhibit 1.
The complete interview guides can be found in Appendix B.

Exhibit 1: Selected Research Domains and lllustrative Questions

Research Domain | lllustrative Question
Transformation process What requirements have been the easiest to achieve? Most difficult?

How have your practice characteristics positively or negatively
influenced the practice’s transformation?

Which efforts or strategies were successful in helping the practice to
transform?

Staff perceptions and compliance How do you ensure staff/providers comply with the new
transformation activities?

Have you observed changes in work satisfaction among
providers/staff?

How has the practice environment or culture changed since the
transformation?

Health outcomes and disparities How do you monitor outcomes and achievements of transforming?

Have you observed changes in health outcomes? In which ways?

Do you expect that the PCMH program will have an impact on health
disparities?

Care coordination Tell me about the patient care coordination process. How has it
changed since transforming?
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Research Domain lllustrative Question
Have providers’ relationships with specialists changed at all as a result
of the project?

Tell me about how the practice involves patients and their families?
How has this changed since transforming?

Financial costs and savings Have there been cost savings? In which areas?

How have financial costs hindered transformation, if at all? What
aspects have been affected?

What role did fixed transformation payments and shared savings play
in transformation?

Site Selection

The evaluation team sampled practices across geographic areas, settings, and practice types.
IMPAQ targeted three practices in three geographical settings—urban, rural, and suburban. In
urban practices, one was an FQHC, one was privately owned, and one was hospital owned. This
methodology was applied to the rural and suburban practices as well. However, since there are
only two FQHCs and no participating suburban FQHCs in the MMPP, IMPAQ selected one
privately owned suburban practice with a high proportion of Medicaid patients, another
suburban private practice, and one hospital-owned practice. Within these locations, IMPAQ
sought to select a mix of practices to include family and internal medicine, pediatrics, and
geriatrics. While five pediatric practices are participating in the program, two were selected for
site visits. To represent the high concentration of family medicine practices in Maryland, this
type of practice constituted the majority of practices in the qualitative data sample.

Nine sites were originally selected; however, two sites declined to participate in the site visit
evaluation. The site contact indicated that their staff did not have adequate time or resources
to participate in one-hour interviews. Based on site characteristics, IMPAQ selected two
alternative sites and made several attempts to contact them. When there was no response
from the two alternative sites, two other sites were selected.

Exhibit 2 provides a description of the nine sites that participated in the qualitative study. The
sites were selected to have varied characteristics in order to gain a comprehensive picture of
the transformation process. In the exhibit, “attribution” refers to the percentage of patients at
the practice who are included in the PCMH model of care.

Exhibit 2: Selected Practices*

Attribution NCQA
Percentage  Recognition

Practice Practice

Practice . . Selected Characteristics
Location Setting

Family; Internal; High Volume;
1 Rural Private High Medicare; Nurse 26% Level Il
Practitioner

2 Suburban Hospital- Geriatric; High Medicare 30% Level |
owned
3 Suburban Private Pediatric; High Volume 19% Level |
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. Practice Practice . L. Attribution NCQA
Practice . . Selected Characteristics L.
Location Setting Percentage  Recognition
4 Suburban Private Pediatric; High Medicaid 36% Level llI
5 Urban FQHC Pediatric; Family ; High Medicaid; 7% Level |
6 Rural Hospital- Famll.y{ Internal; Nurse 23% Level Il
owned Practitioner
7 Rural FQHC Family; Nurse Practitioner, 16% Level II
Physician Assistant

8 Urban Private Family 73% Level |
9 Urban ;'V?Isnz;al_ Internal 35% Level IlI

*Site-specific data were obtained in February 2012.
Site Visits

The evaluation team conducted nine first-round site visits between September 2012 and
February 2013 (Exhibit 3). At each site, team members conducted a total of four to six in-depth
interviews with the PCMH lead, practice manager, care manager, clinical staff (e.g., nurses and
physicians), and support staff (e.g., medical assistants and front desk staff).

Exhibit 3: PCMH Site Visits

Practice ‘ Date

1 Sept. 11, 2012
Sept. 19-20, 2012
Oct. 9, 2012
Oct. 17,2012
Nov. 11, 2012
Nov. 27,2012
Dec. 12-13, 2012
Feb.7,2013
Feb. 12, 2013

O |N(OL|djwW(N

Two team members conducted the interview sessions: an experienced interviewer and a note-
taker. The team members audio-recorded each session for additional support of the written
record and to help clarify any discrepancies. Each interview began with a description of the
study and a review of the institutional review board (IRB) language to obtain informed consent.
Upon receiving consent to continue, the interviewer conducted an in-depth interview using the
IRB-approved interview guide.

In collaboration with the MMPP contact at each site, the evaluation team identified appropriate
staff involved in or affected by transformation. The team then conducted a total of 45 key
informant interviews to gather information from people directly involved with the design,
implementation, and ongoing management of key components of the PCMH transformation.
Exhibit 4 shows the number of interviews at each site by type of interviewee.
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Exhibit 4: Site Interviewees

Practice PCMI;I Practice Care Clinical :J:‘:;arlt Sﬁc;?c:rr‘t
Lead Manager Manager Staff Staff Staff
1 0 1 0 2 0 1
2 1 0 1 2 0 1
3 1 1 0 1 1 1
4 2 1 0 2 0 0
5 1 0 1 1 1 1
6 1 0 1 1 1 1
7 1 1 0 2 1 0
8 1 1 1 1 0 1
9 1 0 2 2 1 0
Total 9 5 6 14 5 6

* PCMH leads serve as the primary lead—both internally within the practice and externally with the MHCC and
NCQA—for all transformation efforts at participating practices.

Analysis Methodology

After each site visit, the evaluation team used interview notes and audio recordings to prepare
a “topline” report, or case study, that presented findings and observations organized by
research domain. IMPAQ examined the responses to each question and then summarized them
at the domain level. The topline reports also highlighted key overarching themes from each visit
and incorporated respondent quotations where appropriate.

Next, IMPAQ used the nine topline reports to analyze the data across sites according to the
qualitative comparative case method, also known as cross-case analysis (Yin 2009).” For each
research domain, IMPAQ synthesized the main points and selected quotations from the topline
reports to create a document that highlighted the primary findings from each site visit across all
respondents. To ensure that every site was represented in the analysis, IMPAQ examined
similarities and differences between the experiences and perceptions of respondents at each of
the sites. The following sections of this report present the findings from this comparative
analysis. Although the data are analyzed at the site level, respondent-level findings were
incorporated to emphasize a particular point or to draw attention to an outlier.

’ Yin, R.K. (2009). Case Study Research: Design and Methods. 4th ed. Thousand Oaks, CA: Sage Publications.
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Operational Limitations

The quality of data obtained from interviews depends on the interviewees chosen and their
knowledge. The main audiences targeted were PCMH leads, practice managers, care managers,
clinical staff, clinical support staff, and administrative support staff. The site contacts provided
by the MHCC were the main recruitment contacts for all of the audiences. IMPAQ worked
extensively with the site contacts to select the most appropriate interviewees, but had to rely
on the contacts’ judgment and ability to recruit individuals to participate in the interviews.

2.1.2 Analysis Result: Transformation Process

The following sections present the findings from the interviews conducted during the site visits.
The findings are organized by main themes contained in the interview guides and discussed
during the interviews. Similarities and differences in responses across the practices are
highlighted for each theme. Site-specific examples and quotations are also included, where
appropriate, to give further details and to capture individual perceptions and experiences.

Areas of Inquiry

To understand the motivation for participating in the MMPP, the interviewer asked key
informants to discuss why their practice chose to participate in the pilot, what they perceived
to be the importance of the program, who led the effort to transform, and how champions
motivated staff to participate in the transformation process.

To investigate the process of transformation undertaken at each practice, the interviewer asked
respondents to describe the initial efforts made by the practice to transform and the strategies
and activities employed to meet transformation objectives. The interviewer also asked
respondents to describe which NCQA requirements were the easiest and which the most
difficult to achieve, and how the Maryland Learning Collaborative (MLC) assisted practices in
meeting transformation requirements.

In addition, the interviewer asked respondents to describe how the PCMH model has affected
specific quality improvement activities, referrals, and the way that the practice involves
patients and their families. Finally, the interviewer asked respondents to describe how the
unique characteristics of their practice positively or negatively influenced transformation.

Reason to Participate and Importance of Program

The primary reasons for participating in the MMPP were consistent across practices.
Respondents believed that transformation into a medical home would equip their practices
with the tools and processes needed to provide better quality of care to their patients.
Respondents explained that efforts involved in becoming a medical home would allow
providers and clinical staff to “get to know patients better,” leading to an increased awareness
of “the whole patient” and improved health outcomes. Respondents also agreed that PCMH
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transformation would encourage self-management by increasing patient education and helping
patients track their health care plans.

Respondents had similar views about which aspects of the program were most important, and
these aspects were aligned with their reasons for participating in the program. Clinical staff, in
particular, viewed improved coordination of care, standardization of processes, and better
patient follow-up as significant aspects of the program. As one respondent commented, “[Prior
to participation] we [physicians] were too free to do anything we wanted, and in the process,
we were not talking to each other or fully communicating with our patients.”

Several respondents highlighted the program’s emphasis on increasing collaboration and
communication throughout the practice. As one respondent at Practice 3 noted, the program
encourages the practice to “get everybody on the same page from department to department”
by standardizing new processes and documenting processes that the practice was already
implementing. Also, respondents appreciated the program’s emphasis on transparency of data,
to track both patients’ medical history and providers’ performance. Respondents believed that
increased data transparency would increase the quality of care and improve health outcomes
over the long term. Several respondents across all practices thought greater transparency of
data, heightened communication, and increased care coordination resulting from the program
would lead to a “positive change or culture shift” at the practice.

Several respondents, primarily PCMH leads and practice managers, noted that the financial
benefits tied to the program were also important aspects of the program. Respondents
emphasized that the resources provided by the program, such as the MLC, were significant
features of the program. Many respondents thought that without the resources from the
MHCC, both financial and nonfinancial, transformation would be considerably more challenging
if not impossible.

PCMH Champions

A majority of sites established a “core team” of physicians and clinical and administrative staff
who directed the transformation process. Respondents viewed these teams as champions of
the program because team members actively educated staff about the PCMH model and
engaged staff in the transformation process. Practices that established special PCMH teams
tended to experience much more cohesion of transformation efforts across the practice
compared to practices that did not have such teams. While most PCMH teams consisted of
physicians and staff working directly in the practice, the PCMH team at Practice 9 consisted of
administrative staff located off-site who provide oversight for the transformation of five
network-affiliated primary care practices. The network-level PCMH team works in coordination
with the PCMH lead at Practice 9 to implement PCMH activities and to track and report quality
and cost data.

A majority of respondents at all practices noted that the PCMH lead served as the primary
champion of the transformation process. At most sites, PCMH leads were either hired or
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repositioned specifically for the role; at a few sites, lead physicians or other administrative staff
added the role of PCMH lead to their regular responsibilities. Both arrangements appeared to
be equally effective in the transformation process in the opinion of respondents; however,
PCMH leads who were also physicians or filled other roles reported that they sometimes felt
overwhelmed by their workload. Many respondents also commented that their practice’s CEO
and lead physician, if not also serving as the PCMH lead, were champions of the program.

Champions used a variety of strategies to engage and motivate staff. PCMH core teams or
PCMH leads often held regular meetings with all staff members to update them on the
transformation process and provide feedback on staff performance. During these meetings,
PCMH team leads often shared information that they had learned from MLC meetings and
patient success stories. A few sites instituted one-on-one meetings with administrative and
clinical staff members to obtain input on PCMH-related policies and procedures. A few sites
also established financial incentives and rewards to motivate staff. For instance, Practice 3 set
up trivia games, with prizes such as gift cards, to quiz staff on their knowledge of PCMH. Two
sites provided financial rewards to staff who completed patient charts according to protocols.
One of these sites also established “Employee Day” to recognize staff “who went out of their
way to do more to achieve transformation goals and improve on quality metrics.”

Initial Efforts to Transform

Respondents at all sites reported that the initial efforts to transform have been successful
overall, but that the process of transformation is not complete. Respondents noted that they
need to continue to develop strategies to mitigate challenges, and they voiced a desire to
develop new protocols to support implementation and improve upon existing policies and
procedures. Several respondents also expressed a need to continue to work with staff to
increase the efficiency of work flow because staff still felt overwhelmed by the increased
workloads and requirements.

Initial efforts to transform were similar across practices. Most sites instituted PCMH teams
consisting of clinical and administrative staff to guide the transformation process. Respondents
reported that these teams engaged staff in periodic meetings to disseminate information about
the medical home, discuss PCMH-related policies and procedures, and gain staff support for the
program. At practices that did not establish PCMH teams, the PCMH lead and other champions
used regular staff meetings and one-on-one discussions to educate staff about the
transformation process.

Respondents noted that, as an initial effort, practices established the care manager position.
Because the care manager role was a new concept at all but one practice, the PCMH leads,
practice managers, providers, and other staff worked collaboratively with the care managers to
develop procedures for including and engaging patients on the care management list and to
develop protocols for communicating about patients. Respondents also reported that their
practices put significant effort into developing protocols and making changes to their electronic
health record (EHR) system to comply with NCQA requirements. Respondents at all sites noted
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that “tweaking” the EHR system to accommodate all staff and fulfill all reporting requirements
was an ongoing process.

In addition, respondents described PCMH leads and teams as working with departments to
document practice policies and procedures as part of the initial effort to transform. As noted by
several of the respondents, many of these policies and procedures were in place prior to
transformation; however, the practices’ objective was to properly document these policies and
activities to meet NCQA requirements and to “build a more formal system for future
sustainability.” One respondent at Practice 5 reported that the practice made a list of
procedures and processes and had providers check which ones they performed. The practice
hoped that this process would help to determine common practices and procedures that could
be standardized across the facility.

Respondents at all sites agreed that the MLC has provided significant support to practices
throughout the initial phases of transformation. They commented that the MLC coaches have
been exceptionally helpful with developing strategies to meet NCQA requirements. Practices
appreciated the coaches’ site visits and the opportunity at the MLC meetings to learn from
other practices undergoing transformation. A few respondents noted that the long distance to
MLC meetings created challenges for their practices; limited resources often restricted full
participation.

Experience with NCQA Requirements

Not surprisingly, respondents reported that the NCQA requirements that were the easiest to
meet were ones that the practices were already performing. For example, respondents at four
practices—two FQHCs and two pediatric groups—had policies in place before the
transformation to increase access for patients, such as extended hours and same-day
appointments. Respondents at the FQHCs also mentioned the documentation of patient
demographics as another NCQA requirement that was already in place.

Most of the respondents agreed on the requirements that were the most difficult to achieve.
The most demanding challenge, identified by respondents at the all practices, was designing the
EHR system to fulfill the NCQA requirements. While all sites had some kind of EHR system prior
to transformation, the practices varied in their level of engagement and use. For this reason,
practices experienced varying levels of difficulty in making changes to the EHR system and
developing processes to document and track patient records, and to abstract patient data for
reporting purposes. For example, Practice 1 used electronic records for limited purposes prior
to implementation. Providers and other clinical staff described the transition from paper to
electronic records as challenging and resource intensive because the medical staff was required
to complete both paper and electronic records during the transition phase. Administrative staff
at this practice also noted that the transition resulted in “missing pieces in the EHR,” because
administrators and providers were continuing to “work out kinks” in the system for reporting
purposes.
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Respondents noted mixed reactions to implementing an EHR system at the practices. Many
staff members expressed excitement about the ability to better track patient outcomes, but
some staff expressed hesitation about the transition from paper to electronic records.
Respondents at hospital-owned practices, in contrast to private practices and FQHCs, noted
that the transition to EHR requirements occurred smoothly due to the practices’ resources
(staff and financial) and the ability to partner with the hospital to receive support. A few
respondents commented that investments in EHR systems were quite daunting and that limited
resources constrained their practices from obtaining highly sophisticated EHR systems or
upgrading to better systems.

In addition to EHR requirements, respondents across all sites considered it challenging to work
with the EHR system to “data mine” for physician performance and patient outcomes.
Respondents reported that administrators had to develop, and were continuing to develop,
workarounds to obtain and synthesize such data.

To overcome the challenges associated with EHRs, the practices made the transition gradually
and worked collaboratively with clinical and administrative staff to address concerns.
Respondents at all sites agreed that the EHR system has been an instrumental part of
transformation and has been of assistance in coordinating care and tracking patients.

Another challenge commonly described by respondents was documenting protocols and
policies for NCQA certification, including the care coordination process. Respondents noted
that although many required protocols and policies were in place prior to transformation, these
were rarely documented. The practices therefore allocated a significant amount of time and
resources to collecting documents such as policies and protocols. As one respondent
commented and others concurred, “Getting everybody on the same page about what to do
[how to document policies and protocols] was very difficult, particularly determining how
actions at the front desk will affect those in the back.” Respondents also noted that
systematizing communication within and across departments and motivating staff and
providers to sustain and follow through with formalized protocols and policies continued to be
a challenge.

Specific PCMH Activities

The practices have implemented a variety of quality improvement activities to support the
transformation process. The pediatric practices have focused much of their attention on
standardizing practices and improving EHR documentation to ensure that patients receive
essential preventive treatments, such as immunizations and flu shots. Five of the nine sites
have established education classes for patients, such as diabetes and asthma self-management
courses, to help patients and their families understand and manage medical conditions. A
majority of practices noted that they are using or are in the process of setting up their EHR
system to collect data on quality benchmarks (for both PCMH and meaningful use) so that the
practices can track quality outcomes and other measures. The practices intend to use this
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information to modify existing protocols and develop new ones to increase the quality of care
for all patients.

Four of the nine practices have online portals to communicate with patients and their families,
although the intensity of use varied across sites. Through the online portal, patients and
parents can request appointments and referrals and review lab and test results. Respondents at
practices without a patient portal reported that they plan to develop one because of its
importance for keeping in contact, and following up, with patients. All practices have
established same-day appointments for patients and have developed more sophisticated,
proactive models to track and follow up with patients. The level of adoption and success of
these new protocols varied across sites, however, primarily because the level of
implementation and adoption of EHRs across sites varied so widely. Some practices had been
using them for several years prior to transformation, while others had recently acquired or
significantly upgraded their EHR system to achieve transformation requirements. Practices have
also established policies that require staff to respond to telephone calls within 24 hours.

Practice Characteristics

A number of practice characteristics appear to have influenced the transformation process,
including the type of practice, practice size, and practice location. Respondents cited widely
varying characteristics that they thought had affected transformation.

Type of Practice

FQHCs. Respondents from the FQHCs noted that patient characteristics greatly affected the
process of transformation. Because many patients are uninsured or underinsured and are
considered low-income, it was difficult to “get patients to be active in their own care.”
Respondents in FQHCs noted that their patients often required extensive follow-up and
assistance from the practice to take medications properly, follow through with medical visits,
and engage in preventive measures. In addition, their patients often need assistance beyond
what can be provided in a medical visit, such as assistance with transportation, food, and
housing. FQHC respondents explained that their limited resources restrict their ability to assist
patients with these needs, but noted that the care manager has significantly helped their
practices to better care for these patients.

Hospital-owned practices. Respondents at hospital-owned practices stated that their affiliation
with a hospital positively affected their ability to transform because they can call on hospital
staff resources (which freed providers from the work of setting up the PCMH) and can
coordinate care with the in-patient system. Since these practices had specialists “on hand,”
they could easily refer patients to the hospital and follow up on test and lab results. Though
several non-hospital-owned practices worked with neighboring hospitals to share EHRs and
other resources, respondents at hospital-owned practices stated that sharing information and
resources has been “a very smooth and easy process for everyone.”
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Pediatric practices. Respondents at pediatric practices commented that being a pediatric
practice had a positive influence on transformation. They explained that since many aspects of
the PCMH model are embedded in the pediatric-care model—such as care for the whole
patient, increased access, and engagement of patients and their families—support from staff
was not difficult to achieve. Respondents noted, however, that the PCMH model focuses
heavily on chronic conditions, whereas pediatric practices focus more on preventive measures.
As a result, respondents desired more contact with the MLC and other pediatric practices
undergoing transformation to generate ideas on ways their practices could transform more in
accordance with their own parameters. In addition, respondents noted that family involvement
can sometimes be difficult in pediatric practices, particularly if parents are separated or
divorced.

Size and Location of Practice

Smaller practices. Respondents at smaller practices, including both FQHCs, stated that their
limited resources affect the practices’ ability to transform. For instance, respondents at these
practices noted that they would like to implement more sophisticated EHR systems to assist
with better data tracking and reporting, hire more staff to assist with coordination, and
purchase additional equipment to support staff, but they do not have the resources to do so.
Respondents at smaller, more tightly operated practices stated that although there was some
initial resistance, it was “easier to communicate among staff and providers since we are used to
working together and fulfilling many roles.”

Larger practices. On the other hand, respondents at larger, high-volume practices with several
internal departments and partnering facilities stated that the size of their practice, in terms of
number of sites, providers, and patients, may complicate the practice’s ability to effectively
communicate among departments and obtain agreement and support. Respondents at these
practices expressed difficulty in obtaining buy-in from providers and staff. While most practices
experienced some degree of staff resistance, respondents at larger sites noted continued
challenges as a result of limited communication among departments and facilities.

Rural practices. Respondents in rural practices reported difficulty in developing strong referral
systems because specialists were often located long distances from the primary care practices.
As described by respondents, this often affected practices’ ability to track and follow up on
referrals.

2.1.3 Analysis Results: Care Coordination

Areas of Inquiry

To better understand the process of care coordination, which is a key PCMH component, the
interviewer asked respondents to describe how the practice coordinates care for all patients

and for those who are managed by the care manager. The interviewer also asked respondents
to share how the process has changed since transforming and how the practice tracks progress.
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Care Coordination Process

To achieve Level 1 recognition, NCQA requires care management and coordination by specially
trained team members. Care managers are therefore an integral element of transformation.
They are responsible for population management (identifying participating patients at risk for
poor outcomes), care review and planning, care coordination, follow-up, and system
development (supporting quality improvement for chronic care and providing clinical and self-
management support training).

Respondents at all sites reported that the care coordination process has improved significantly
since transforming, although they noted that their practices are continually working to improve
the care coordination process. The most significant change has been the addition of care
managers. All of the practices hired new care managers to assist with the care coordination
process at the start of the program. Care managers provide a range of services that help
providers to coordinate care, particularly for patients with unmanaged chronic conditions and
patients who frequent hospital and emergency facilities. Although a variety of protocols to
coordinate care existed before transformation, care managers significantly helped the practices
to provide services to a larger number of patients and to develop and standardize coordination
processes.

Care Manager Caseload

All of the practices developed a standard protocol—some more formal than others—to
generate and maintain a list of patients who are part of the care manager’s caseload. All the
practices targeted patients who have high HbAlc levels or high blood pressure and who visit
the emergency department frequently. Some practices targeted additional patients such as
those who are uninsured or underinsured. Care managers at all sites reported that, in addition
to including patients with specific health indicators on the care coordination list, they regularly
communicate with providers to determine whether certain patients need more assistance or
would benefit from targeted care coordination. Also, if providers observe problematic lab
results, they may refer the patient to the care manager. Care managers indicated that they
remove a patient from the care coordination list if the patient reaches predetermined indicator
goals or if the care manager no longer feels that targeted care coordination is needed. Many
care managers noted, however, that some patients who had been removed from the list ended
up being added again due to complex obstacles for which they needed continual support.

Care Manager Activities

Care managers at all sites reported that they are responsible for monitoring and managing
patients’ care during and between visits in collaboration with physicians and non-physician
staff. They meet regularly with medical staff to communicate about a patient’s progress and to
determine whether additional support or care is needed or if anything about a patient’s care
plan needs attention. Care managers also meet one-on-one with patients during or after
medical visits or at other times, if needed, to discuss the patient’s progress, educate the patient
on pertinent health subjects, and address any outstanding challenges that the patient might be
facing. They speak with patients to ascertain whether daily living activities such as diets, stress,
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and exercise affect improvement. Care managers use this information to modify their
interactions with patients. These modifications may include increasing patient education,
enrolling patients in a self-management or cooking course, or visiting their homes to assess
external factors that may be contributing to their negative health outcomes.

Respondents stated that the care manager role allowed staff to better monitor patient progress
and follow up with patients about their medical appointments and other matters. The PCMH
“mentality of understanding the whole patient” has encouraged providers and other medical
staff also to spend more time with patients who have not been involved in the care
management process, to educate them about their medical conditions and their role in self-
management. Respondents at a few sites reported that they have witnessed changes in
patients’ attitudes about their health and that patients have expressed satisfaction with the
quality of care they have received as a consequence of PCMH activities.

Practices that also have referral coordinators® have developed protocols to monitor patients’
health and follow up on specialist visits. For instance, at Practice 5, the clinical and referral
coordinators work directly with the care manager and providers to make sure that patients go
to their referral appointments and complete their lab work as directed. If the patient needs
outside services to attend specialist appointments (e.g., transportation), the care manager will
connect the patient to appropriate service organizations. Practices that do not have clinical or
referral coordinators rely entirely on care managers to follow up with patients and obtain lab
work and test results from specialists.

As a result of the program, several care managers have begun to develop or expand
relationships with nearby hospitals and specialists to increase communication across systems.
For instance, one practice has access to a nearby hospital’s EHR system and can track whether
any of their patients have been checked into the emergency department, the reason for the
visit, and the visit’s outcome. This information is used to follow up with the patient to reduce
the chances of that patient returning to the emergency department at a later time. Care
managers at another practice coordinate care with hospital care management teams by
meeting and communicating electronically to monitor patients. As one respondent stated, “This
enables care managers at the practice to know in real time which patients are receiving which
treatments at which hospitals.”

Care Coordination Challenges

While care coordination among providers, non-physician staff, and care managers has
improved as a result of the MMPP, many respondents expressed frustration with coordination
efforts outside of the practice, particularly with hospitals, specialists, and other primary care
practices. Respondents, particularly care managers, noted that obtaining medical records from
other systems has been challenging because facilities have different health record systems.

® Referral coordinators are responsible for providing referrals to patients who need to visit a specialist. Referral
coordinators also follow up with patients to ensure that they attend scheduled visits and with the specialists to
obtain patients’ medical records.
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They stated that following up with specialists and other providers slowed down the
coordination process and often generated obstacles to keeping on top of patients’ health plans.

2.1.4 Analysis Results: Staff Perceptions and Compliance with Transformation
Areas of Inquiry

To understand how staff perceived and responded to the transformation process, the
interviewer asked respondents to share what they believed to be the incentives for or benefits
of transforming their practice. The interviewer asked respondents to describe how staff,
particularly non-providers, perceived the program, if they had noticed changes in work
satisfaction among providers and staff, and if they had seen or experienced resistance from
staff or providers. Finally, the interviewer asked respondents whether they thought the practice
environment or culture had changed since transformation and, if so, in what ways.

Perception by Providers and Staff

A majority of respondents at all practices agreed that administrative and clinical staff
understood the concept of the program and its importance. However, respondents reported
variations in the way staff reacted to changes related to transformation. Many respondents
noted an initial resistance driven by unfamiliarity with the PCMH model, uncertainty about how
the program would affect their workload and responsibilities, and a lack of the advanced
computer skills needed to effectively use the EHR system. Respondents reported, however, that
as the program was introduced and implemented, most staff adapted to the changes and
“warmed up” to the program. Nevertheless, they continued to be dissatisfied with some
aspects of the program. At most sites, the primary source of dissatisfaction was the increased
responsibilities required of staff, especially new patient follow-up procedures and EHR
protocols, and the technical difficulties related to EHR documentation and reporting. As many
respondents stated, change has been “hard for everyone.”

There were other sources of dissatisfaction with the program. For instance, the care managers
at two sites expressed frustration with their roles. One care manager felt as though she was
being overworked because she served as a both a nurse and a care manager. The other wanted
to be more involved in the clinical aspects of medicine and “practice medicine the way she
learned in school.” Respondents at another site noted some turnover among staff, due to the
perception of the transformation as “more work” and the need for advanced computer skills
and technical knowledge.

Respondents identified two aspects of the practice environment that has changed since
transformation: communication among staff and interaction with patients. Most respondents
believed that the transformation had positively affected the work environment by increasing
communication and allowing staff to “see and learn how their different roles interacted.”
Clinical staff also observed more team effort and coordination among providers. Many
respondents attributed open communication and coordination to periodic team and one-on-
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one meetings and to new protocols such as better EHR documentation, standardization of
procedures, and patient care plans.

Respondents at sites that had a high level of communication and collaboration prior to
transformation, particularly smaller, more tightly operated practices, noted that transformation
has allowed them to enhance and further develop these features and therefore improve staff
efficiency. Respondents also described enhanced interaction with patients, which has positively
affected the work environment.

Ensuring Staff Compliance

Respondents described various methods for ensuring staff and provider compliance with PCMH
policies and protocols, although most practices have not established formal compliance
measures or consequences for noncompliance. Most practices use informal staff meetings and
one-on-one meetings to communicate with staff about their performance on PCMH policies
and procedures. Respondents from two practices explained that administrators perform
periodic chart audits to ensure that staff is complying with EHR procedures. These practices
have not developed formal consequences for noncompliance; instead, administrators meet
individually with clinical staff and providers who need to improve on compliance. Respondents
at Practice 3 reported that administrators provide incentives, such as gift cards, to staff who
comply with EHR documentation. Respondents at Practice 1 noted that administrators are
considering providing incentives to staff who comply with PCMH policies and procedures.

2.1.5 Analysis Results: Health Disparities and Outcomes
Areas of Inquiry

To understand how transformation to a PCMH affects health disparities and outcomes, the
interviewer asked respondents to describe how their practice monitored health outcomes and
achievements of transformation. The interviewer also asked respondents whether they had
observed changes in health outcomes and, if so, to describe those changes. The interviewer
then asked whether respondents expected the MMPP to have a long-term impact on health
disparities. Finally, the interviewer asked if the transformation process had changed their
practice’s ability to support patients with complex needs and their families.

Monitoring Health Outcomes and Achievements of Transformation

Respondents described a variety of methods that their practices used to monitor health
outcomes and achievements of transformation. Several respondents indicated that practice
administrators, such as PCMH leads, use reports generated from the EHR system for meaningful
use and NCQA requirements to internally monitor quality metrics and outcomes. For instance,
administrators at one site use the EHR system to run registry reports and conduct chart audits
for reporting and monitoring compliance. These reports and audits are used to reward
physicians and staff for meeting quality metrics and accurately completing charts. Similarly,
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administrators at another site analyze reports provided by the MLC and those generated
internally to monitor outcomes. Periodically, they select three to five quality measures to
improve on, and then work with physicians and staff to create new processes to meet targeted
goals. Physicians and staff are given financial awards if they meet their quality goals.

Respondents at a third site reported that the practice has established regular administrator and
physician meetings to discuss physician performance on clinical quality measures.
Administrators generate reports each week through their EHR system that detail physician
performance. Reports are shared with the physicians and discussed during weekly one-on-one
provider meetings. Practices also use these meetings to track patient-specific outcomes and
progress and to determine if physicians need to follow up on patient records, such as lab and
test results or proof of immunization. Though only one site has established regular monitoring
and reporting meetings, several administrators at other practices noted that they hope to
establish regular performance meetings and better embed performance monitoring and
reporting into their practice environment. These administrators felt that the PCMH model has
been a catalyst for them to improve health outcomes by rethinking how quality is monitored
and reported.

Care managers at each of the practices also track patient-level information and data to monitor
progress over time. For example, care managers track the lab results of diabetic patients to
determine if HbAlc levels are improving.

In addition to using EHR reporting, Practice 2 monitors outcomes at the individual level through
patient care plans. Patient care plans are documents provided to patients at the end of their
medical visit that summarize visit outcomes, such as diagnoses, prescribed medications and
doses, and other directives. Physicians and non-physician staff use patient care plans to
determine whether patients are meeting goals for treatment and to make adjustments to care
and treatment based on patient behavior.

Two sites use patient experience surveys to monitor and improve health outcomes and
transformation activities. These practices have implemented patient surveys every one or two
years, depending on resources, to observe changes over time. The practices use the data
obtained from the surveys to modify activities to increase patient satisfaction and engagement,
which respondents believe “will lead to increased positive health outcomes over the long
term.”

Effect on Health Outcomes and Disparities

Respondents expressed various opinions on the effect of the transformation on health
outcomes. Most respondents stated that it is too soon to determine whether the program is
affecting health outcomes. Those who believed that the transformation is positively affecting
health outcomes could not provide quantitative evidence but cited anecdotal information. For
instance, many care managers stated that they had observed improvements in health
indicators, such as HbAlc and blood pressure levels, for some of the patients that they manage
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and attributed these results to transformation. Some care managers also described specific
instances where they were able to assist a patient with challenges at home, which contributed
to improvements in health outcomes.

Although many respondents commented that they have not observed either negative or
positive effects of transformation on health outcomes, they believe that elements of
transformation will play a role in improving health outcomes over the long term. Respondents
stated that new policies that increase open access and better communication between the
practice and patients will positively affect patients’ willingness and ability to access and
increase engagement with health care professionals. Respondents noted that the use of patient
care plans during each visit gives patients more knowledge about their health status and
medication use, which will lead to a positive impact on their health over time. A few
respondents thought that the new procedures, such as standardized order sets and other
protocols, will help to improve health outcomes.

Several respondents emphasized that the care coordination process will play a significant role
in improving health outcomes as the program continues. As one respondent stated, “Because
the care manager is actively involved in patients’ care—the manager reaches out to patients,
communicates with their physician about the patient’s status, and develops a care plan—this
will lead to better engagement and follow-up, which will lead to improved health outcomes in
the future.”

Respondents expressed various opinions about the effect of the MMPP on health disparities.
Many respondents felt that the MMPP, as compared to traditional primary care delivery, better
supports poor patients and has begun to address some racial disparities. A majority of
respondents thought that the program is having a positive effect on their practices’ ability to
support patients with complex needs, defined as those who experience mental illness, multiple
chronic conditions, and substance abuse. Respondents primarily attributed this effect to care
coordination and the care manager’s role. The care manager supports patients in a
comprehensive manner and serves as a link between the patient and the provider to increase
patient education and fill in gaps that cannot be addressed or are not observed by medical
providers. For instance, one provider, who also serves as the PCMH lead, noted that care
managers allow practices with many patients to better and more efficiently manage providers’
case loads and coordinate care.

Respondents also stated that the care manager’s role in tracking patients, including those with
complex needs that often go beyond the scope of the physician’s office, will increase the
practice’s ability to proactively work with patients, their providers, and resources outside the
practice to provide better support and increase patient engagement. As one respondent stated,
“If PCMH doesn’t address patient engagement, it will mute any benefit. You have to tackle that
engagement piece. You have to tackle that behavior piece to have any effect on health
disparities.” In addition, respondents suggested that if PCMH leads to better identification and
management of chronic disease, either through care managers or other mechanisms, then the
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program will help with some health disparities as a result of the ability to intervene with those
who are more disadvantaged.

In contrast, two respondents at different practices did not think the program would impact
health disparities. These respondents noted that because many patients with complex needs do
not have insurance, the practice will not be able to reach them. One respondent said, “If
anything, the gap in quality of health care could actually become bigger since those with health
insurance should improve. If those without insurance stay stagnant, by definition the gap
becomes bigger.”

2.1.6 Analysis Results: Financial Costs and Savings
Areas of Inquiry

The interviewer asked respondents to discuss whether they had observed any cost savings as a
result of the program and, if so, in which areas. The interviewer also asked respondents to
describe financial investments that the practice has made since transforming and whether
these investments have hindered transformation. Finally, the interviewer asked respondents to
comment on what role the fixed transformation payments and shared savings have played in
transformation and how the fixed transformation payments from their carrier (an insurer,
Medicaid, or self-insured employer) have been used.

Cost Savings

Respondents across all practices stated that they have not seen any cost savings as a result of
the MMPP. Many respondents noted, however, that this is most likely because the program is
new, and they are optimistic that they will see cost savings in the next year or two.

Only one respondent (a PCMH lead) reported shared savings. The practice recently received
$13,000 from the MMPP, which it plans to use to recoup administrative expenses and to
develop programs that incentivize staff to meet targeted quality metrics.

Financial Investments

The major financial investments made by all practices as part of the PCMH program included
technology, such as new or upgraded EHR systems and computers; new staff, such as care
managers, PCMH leads, and other clinical staff, staff education; and patient-focused
programming.

Respondents explained that investments in new and upgraded technology have enabled
practices to better monitor and coordinate care both internally and externally with specialists
and hospitals. The addition of care managers and other clinical staff has allowed practices to fill
in gaps and meet additional work responsibilities resulting from the transformation process.
Some respondents also noted that travel and education costs for care managers and other staff
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to attend MLC and other meetings and conferences have been significant program-related
investments. Other respondents reported that their practices have invested in new or
additional education programs for patients with diabetes and asthma, and in developing or
improving their online patient portals.

Respondents also described investments that they would like to make in the near future to
assist with the transformation process. For instance, respondents at Practice 6 noted that they
are looking at a software program that will allow the practice to more easily and efficiently
monitor patients’ care plans, their barriers to healthy outcomes, and needed next steps. The
software will also generate reports that can be used for monitoring and reporting aggregate
trends. Respondents at other sites stated that they would like to invest in similar software and
to develop or improve online patient portals and other tools to communicate with patients and
monitor outcomes.

Role of Fixed Transformation Payments

Most respondents either were not aware of the fixed transformation payments or did not know
how they were used. The few respondents who were aware of the payments noted that they
were beneficial and enabled the practice to afford to participate in the program, particularly to
pay for the EHR system, new equipment, and staff such as the care managers.

2.1.7 Discussion

Although the practices participating in the MMPP are in the early phases of transforming, key
findings from the initial site visits provide valuable insights into the four key questions about
PCMH transformation:

= Which types of practices are most likely to successfully implement the model?

= What is the effect of increased provider satisfaction and positive results on adoption of
the model?

= What types of outstanding results can be replicated in other practices?

= Which aspects of the PCMH principles have the most impact on improved quality and
reduced costs?

Practice Factors That Contribute to Success

The site visit findings showed that practice characteristics can influence the ability to
implement transformation elements. Smaller and medium-sized practices that were undergoing
transformation at a single location had the most success communicating transformation
objectives to all staff and collaborating across roles to develop and implement PCMH-related
initiatives and practices. As a result, these practices experienced more success in obtaining
provider and staff support. Larger practices that managed transformation at multiple facilities
experienced many obstacles to coordinating activities and communicating across all partners.
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Disjointed communication reduced provider and staff satisfaction. On the other hand, practices
that operated on a smaller scale reported more success in implementing transformation
elements and involving providers and staff in transformation processes.

In addition to size, practice type, which largely influences a practice’s model of operation,
played a significant role in the ability to successfully implement transformation elements and
meet MHCC/NCQA recognition requirements. For instance, pediatric practices, which operate
under a family-centered model, experienced success in engaging families in care delivery.
FQHCs, which emphasize patient access, adapted most easily to the access requirements.

The type of ownership also had an effect on implementation. The affiliation of hospital-owned
practices with a hospital positively affected their ability to transform, particularly in terms of
staff resources (which freed providers from the work of setting up the PCMH) and the ability to
coordinate care. Providers and staff at hospital-owned practices had the ability to refer patients
to the hospital and quickly follow up on test and lab results. Often these practices and their
affiliated hospitals operated under the same EHR system, which allowed practices to easily
access patient data and communicate outcomes across facilities. Moreover, the practices had
access to hospital staff that had extensive knowledge of EHR systems and prior EHR experience
within the practice. For this reason, hospital-owned practices did not experience the challenges
that most other practices faced in setting up and operating EHR systems to report required
metrics.

Finally, regardless of the size or type of the practice, structured PCMH oversight teams working
in conjunction with PCMH champions served as an important element of success. Practices that
established oversight teams at the start of transformation and used them to educate providers
and staff about transformation and to communicate PCMH objectives and activities
experienced the most cohesion in understanding across the site and overall support from
providers and staff.

Effect of Satisfaction and Results on Adoption by Other Practices

Though providers and staff appreciated the concept of the PCMH model, satisfaction varied
within and across practices. Initial resistance was driven by unfamiliarity with the PCMH model,
uncertainty about how the program would affect provider and staff workload and
responsibilities, and a lack of the advanced computer skills required to effectively use the EHR
system. As the program was introduced and implemented, however, most providers and staff
adapted to the changes and supported the program. The primary sources of continued
dissatisfaction were the increased responsibilities required of providers and staff, especially
regarding new patient follow-up procedures and EHR protocols, and the technical difficulties
related to EHR documentation and reporting.

As a result of mixed satisfaction levels and limited knowledge of financial cost/benefit
outcomes, it is too early to tell whether the results to date can be used to encourage other
primary care providers to adopt the model. Although the practices reported that they have not
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seen cost savings as a result of the PCMH program, many expressed optimism that cost savings
would be realized in the near future. A high degree of optimism in regard to long-term positive
financial outcomes and a trend toward satisfaction as transformation progresses may indicate
potential for using these factors to encourage other providers to transform. The second round
of site visits will provide more insight into this question.

Useful Results for Replication

Several results uncovered by the site visits can be shared for possible replication in other
practices through the MLC and other methods. One factor that greatly influenced the success of
transformation and led to positive results was provider and staff support of transformation.
Involving and educating providers and staff early in the process significantly increased
collaboration and satisfaction. Practices in which PCMH teams and PCMH champions educated
providers and staff about the program and its objectives, and involved providers and staff in
decision-making processes early in the transformation process, experienced heightened
awareness, engagement, and overall approval among providers and staff.

To meet quality goals, some practices have initiated activities that encourage providers and
staff to meet specified quality metrics; often the metrics that practices need to improve on to
receive financial incentives. Providers and staff appeared to appreciate such activities, because
these activities create an incentive to work collaboratively to reach a common goal, which
strengthened team work and inter-office communication.

Practices that had limited internal and external resources often sought creative solutions to
increase quality of care for their patients. For instance, one rural practice that served many low-
income patients had a need for mental health professionals. Because the community did not
have a mental health provider and the practice did not have the resources to hire one, the
practice turned to its network for support. The rural practice developed a partnership with an
urban hospital to offer telemedicine services, such as patient counseling and provider
consultations, using Skype.9 Though the partnership was in an early phase at the time of the
site visit, the providers and staff viewed this relationship as a vital step in providing better care
to their patients, as well as increasing the ability of the practice to manage and coordinate care
across other providers.

Several practices noted challenges to communicating and following up with specialists on
patient health care and outcomes. To mitigate this challenge, one practice collaborated with
specialists to whom the practice often referred patients to design a standard communication
protocol. The protocol included (1) a standardized tracking checklist that was maintained at the
primary care practice and used to facilitate and coordinate communication between the
practices, and (2) standardized patient history forms that were shared with the specialist prior

9 Skype is a voice-over-IP service and instant messaging client, currently developed by the
Microsoft Skype Division.
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to patients’ visits. This partnership allowed the practice to better coordinate with specialists
and follow up on patient outcomes, regardless of whether they operated the same EHR system.

Most Influential Aspects of PCMH on Quality and Cost

The site visits revealed three aspects of PCMH that administrators, providers, and staff believe
improve quality of care and reduce costs: (1) care coordination, (2) monitoring and reporting of
cost and quality outcomes, and (3) standardization of procedures and policies.

As emphasized by all practices, improved care coordination processes had an expected
significant positive impact on the quality of care. Improved care coordination was primarily
achieved by the addition of care managers who worked with providers and non-physician staff
to coordinate patient care. The care managers conducted between-visit monitoring of high-risk
patients, including those who frequent the emergency department and those who are at risk
for exacerbation of their chronic conditions (such as diabetics with high HbAlc levels, or
hypertensive patients with continued elevated blood pressure). Care managers served as a key
facilitator to closing gaps in care and allowing practices to care for the whole patient. Practices
believed that implementing and continually improving on this role will increase quality of care
and begin to address the health disparities seen within their communities.

In addition to care managers, the practices also cited implementation and improvement of EHR
systems as an important aspect of improved care coordination. While establishing and
optimizing EHR systems has been challenging for most practices, these systems have been
instrumental in increasing coordination across facilities and within the practice. Using the EHR
system to monitor aggregate and patient-level outcomes has also provided a platform to
coordinate practice-wide activities and communicate about patient follow-up and care plans.

In line with improved care coordination, the practices viewed PCMH’s emphasis on patient
education as a way to increase patient engagement and self-management, which they believe
will lead to improved health outcomes. Many practices noted that patient engagement can be
challenging, particularly with low-income and high-risk populations. Care managers were seen
as an important way to increase involvement of these patients in their health care, although the
practices expressed a need for additional tools and opportunities to encourage patient
engagement.

Improving efforts to monitor and report cost and quality outcomes to providers and staff was
also viewed by practices as a necessary step to increase quality and reduce costs. PCMH has
been a catalyst for rethinking how quality and costs can be monitored and reported to improve
health outcomes. As with care coordination, EHR systems were seen as a vital tool to monitor
and report outcomes. Transparency of cost and quality data, promoted through meetings and
reports, allowed providers and non-physician staff to better understand their performance and
work together to improve on outlying metrics. Providers, in particular, appreciated the
transparency of data because they could monitor their own performance and track outcomes
over time. Transparency appeared to positively affect satisfaction.
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The practices also perceived standardization of procedures and policies as an important aspect
of improving quality and reducing costs. Although standardization was cited by many practices
as a challenging requirement, administrators, providers, and staff understood the value in
standardization across the practice using evidence-based medicine and best practices.
Standardization, many believed, will help to improve communication within their practice, with
other facilities, and with patients. They expect that these factors will lead to improved quality
of care and ultimately better patient health outcomes. For instance, standardizing the use of
patient care plans employed during each patient visit allows providers and staff to document
and monitor patient health and gives patients more knowledge about their health state and
medication use, which may lead to a positive impact on health outcomes and reduce costs over
time.

Overall, transformation has been a positive experience for practices and has allowed them to
acquire the resources and knowledge to implement new processes and protocols. Looking
forward, the practices are eager to develop strategies to mitigate current challenges, design
new protocols to support transformation activities, and improve policies and procedures.
Moreover, the practices are working with staff to increase the efficiency of work flow so that
providers and non-physician staff can continue to improve quality and reduce the costs of care.

2.2 NCQA Recognition Level

To provide a more comprehensive assessment of the implementation of the PCMH model
among the MMPP practices, IMPAQ also analyzed the achievement of NCQA recognition levels
by the practices.

2.2.1 Methodology

IMPAQ initially performed simple frequencies of the practices’ level of NCQA PCMH recognition
at the beginning of the demonstration. IMPAQ also looked at the change in the recognition
levels between the baseline (2010) and the most recent year of data (2012). A time trend
analysis of these measures provides insight on how practices transformed during the
demonstration. IMPAQ also compared changes in the PCMH recognition level and individual
practice characteristics (e.g., geography, ownership, size, and specialty). This allowed us to
search for significant relationships between a single practice characteristic and progress in
PCMH implementation.

2.2.2 Analysis Results

Exhibit 5 contains the distribution of MMPP practices across NCQA recognition levels. At the
start of the MMPP, in 2011, each practice site had achieved some level of PCMH recognition.
There were a significant proportion of practice sites at each recognition level. The largest
proportion of practices had achieved Level 3 (40.4 percent), and the smallest proportion (25.0
percent) had achieved Level 1.
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Exhibit 5: NCQA Recognition Levels of MMPP Practices in 2010 and 2012

QA Recog 0 010 0
Count Percent Count Percent
Level 1 13 25.0% 0 0.0%
Level 2 18 34.6% 23 44.2%
Level 3 21 40.4% 29 55.8%

Exhibit 5 also shows that many MMPP practices had achieved higher NCQA recognition levels
by the end of the second year of the demonstration (2012). Twelve practice sites advanced
from Level 1 to Level 2, and one practice even went from Level 1 to Level 3 between 2010 and
2012. In addition, seven practices with Level 2 recognition in 2010 achieved Level 3 by the end
of 2012.

To help determine if certain practice characteristics are associated with achievement of higher
recognition levels, Exhibit 6 and Exhibit 7 compare the practice characteristics of the MMPP
practices with Level 2 recognition in 2010 and that achieved Level 3 recognition in 2012 to
those that remained at Level 2.%° Similar to the findings from the site visits, solo practices,
which generally were smaller, were more likely to improve to Level 3 than to remain at Level 2.
Although it had been suggested by respondents in the site visits that pediatric practices were
more naturally aligned with the PCMH model, the two of the three pediatric practices that had
achieved Level 2 in 2010 did not achieve Level 3 by 2012. Family medicine practices were also
more likely to remain at Level 2 as were practices in large metropolitan areas. The MMPP
practices that achieved Level 3 by 2012 had more Maryland Health Insurance Plan (MHIP)
patients, which likely reflects the belief that the PCMH model is particularly beneficial for
patients with chronic conditions. These practices also had more CareFirst patients.

Exhibit 6: Geographic Location of MMPP Practices with NCQA Recognition Level 2 in 2010

Level 2 Level 3

| Count | Percent | Count | Percent

Practice Characteristic

Large Metropolitan 8 66.7% 4 33.3%
Small Metropolitan 1 50.0% 1 50.0%
Adjacent to Large Metropolitan 0 0.0% 1 100.0%
Non-metropolitan 1 100.0% 0 0.0%

Private 10 58.8% 7 41.2%
Public 1 100.0% 0 0.0%

| PracticeType ]
Solo 1 33.3% 2 66.7%
Single Specialty 6 75.0% 2 25.0%
Multi-Specialty 3 50.0% 3 50.0%
Staff Hospital 1 100.0% 0 0.0%

10 The practices with Level 1 Recognition in 2010 are not discussed, because all but one had achieved Level 2

recognition by 2012.
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Level 2 Level 3

LEQICIOCIEETC Count |  Percent |  Count |  Percent |

Family Medicine 8 80.0% 2 20.0%
Internal Medicine 1 33.3% 2 66.7%
Pediatrics 2 66.7% 1 33.3%
Nurse Practitioner 0 0.0% 1 100.0%

Exhibit 7: Descriptive Statistics of Practice Characteristics for MMPP Practices with NCQA
Recognition Level 2 in 2010

Recog on Leve Mean STD Mean STD Mean STD Mean STD
Level 2 4.45 9.51 0.60 0.84 0.24 0.24 13.52 17.21
Level 3 457 4.24 1.00 1.67 3.88 9.75 65.40 135.35

2.2.3 Discussion

The original analysis plan focused on the Maryland recognition levels and its specific
requirements. The MMPP requires practices to achieve the Maryland recognition levels.
Furthermore, it is important to understand the obstacles that prevent practices from achieving
these recognition levels. Thus, IMPAQ had planned to analyze measures that capture the
requirements that were difficult for MMPP practices to attain. However, the data were not
available for this report. The planned analysis also required detailed NCQA PCMH responses
during the MMPP. This information was only available for the NCQA recognition levels captured
prior to the start of the MMPP. Without comparable data captured during the program, IMPAQ
were not able to assess which parts of the PCMH model were difficult for the practices to
implement.

Limitations
The differences between the practices that achieved greater recognition levels and those that

did not were not tested for statistical significance because of small sample size. Only 18
practices originally had Level 2 recognition in 2010.
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3. PROGRAM SATISFACTION

To complement the implementation evaluation and the outcomes evaluation, IMPAQ
conducted surveys to examine satisfaction among patients and providers. This section reports
the findings of the first wave (of two planned collections) of survey data. The results presented
below describe patient experience and satisfaction during the first year of the program, among
adults and children, insured by commercial plans or by Medicaid, who received care from
MMPP participating practices. In addition, this chapter describes the attitudes and satisfaction
of health care providers participating in the MMPP during the first year, relative to those of
responding providers in two matched groups of comparison practices. One group of
comparison practices appeared to be largely unexposed to the PCMH concept, and the other
was composed of practices participating in the CareFirst BlueCross BlueShield PCMH program
(hereafter, CF PCMH).

After the second wave of data are collected (during the final year of the pilot), the evaluation
results will offer insight into the patient and provider perspective on the following five research
guestions specified by the MHCC:

«  Will the PCMH Program improve access to, and delivery of, health care?

= Does the PCMH Program improve the quality of care, particularly with regard to
prevention and chronic care management?

= Does the PCMH Program reduce health disparities?
» Are patients more satisfied in a PCMH?

= Are physicians and other clinical staff more satisfied in a PCMH?

The first wave of survey data was collected during 2013. The data are analyzed in this report
and provide a baseline for addressing the research questions.

3.1 Patient Satisfaction
3.1.1 Methodology

Improving the patient-centeredness of primary care is a major goal of the PCMH. The purpose
of the patient surveys was to assess how patients perceive the care they receive. IMPAQ
collected data for the evaluation of patient satisfaction through two cross-sectional rounds of
surveys of the patients attributed to MMPP providers. The first wave (baseline) was conducted
between January and February 2013 for the commercially insured sample and between July and
November 2013 for the Medicaid sample. The second wave will occur at the end of the 3-year
demonstration.
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Data Collection Instrument

There are two types of surveys. One is the “adult” survey, which is given to patients who are 18
years of age or older. The other is the “child” survey, which is used when the patient is less than
18 years of age and has a caregiver. A caregiver is a family member or friend who helps the
child with his/her health care. The caregiver answered the questions about the child under
his/her care.

IMPAQ developed comprehensive adult and child patient survey instruments to evaluate the
research topics of patient satisfaction and experience of care, potential health disparities, and
access to and delivery of health care. Both instruments include items from the Consumer
Assessment of Healthcare Providers and Systems (CAHPS) PCMH Survey, the CAHPS
supplemental topic areas, and the Patient Assessment of Care for Chronic Conditions (PACIC).

The administered versions of the Adult Survey and the Child Survey can be found in Appendix C
and Appendix D, respectively. Both surveys include skip patterns and logic that move the
respondent through the appropriate set of questions. In addition, both surveys include a set of
questions to identify those with chronic conditions and then follow up with questions relevant
to those patients.

Pilot Testing the Surveys

To test survey content, ensure that the wording of the questions was understandable, ensure
the adequacy of response options, and measure the time needed for completion, IMPAQ pilot
tested the adult and child patient satisfaction surveys, which were provided in the Report on
Data Collection, submitted to the MHCC on April 23, 2012. Four adult patients with chronic
conditions and two caregivers of children with chronic conditions participated in the pilot by
completing the instrument via a telephone call and by participating in a follow-up telephone
interview. IMPAQ used the findings from the pilot tests to revise the surveys.

The pilot Adult Survey consisted of 80 questions and required 19.2 minutes, on average, to
complete. The pilot Child Survey consisted of 92 questions and required 29 minutes, on
average. Both surveys took more than the desired 15 minutes. In revising the survey, IMPAQ
deleted some questions. The revised adult and child patient surveys had 75 and 67 questions,
respectively. In addition to the revisions based upon the pilot data, IMPAQ collaborated with
the MHCC and its partners to edit the gender questions and to add questions to gather accurate
information about live-in support, sexual orientation, and gender identity. Details about the
revisions to the adult and child patient satisfaction surveys may be found in the September 25,
2012 report submitted to the MHCC.

CATI Instrument Programming and Testing

The baseline surveys were conducted using computer-assisted telephone interviewing (CATI)
technology. IMPAQ’s in-house Survey Center implemented, managed, and monitored all
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aspects of the telephone data collection process. Upon final approval of the instrument by the
MHCC, IMPAQ programmed the instrument for CATI administration, using Blaise software, a
powerful state-of-the-art system for computer-assisted data capture and processing. In
addition, programmers loaded the telephone numbers! of sampled patients and case numbers
to Blaise. Sampled patients were assigned non-repeating and sequential case numbers that
were sent in an advance letter (Appendix E). These numbers allowed interviewers to easily
search for patients when they called to schedule a survey time or to ask questions about the
survey.

After the initial phase of programming was completed, senior Survey Center staff tested and
evaluated the programmed instrument. The staff checked skip logic, single response versus
multiple responses, mutual exclusivity of responses, consistency in the onscreen CATI
presentation, spelling/grammatical errors, survey error messages, and interviewing and
respondent instructions. The CATI programming was then updated based on the results of the
testing.

Interviewer Training

To ensure the collection of high-quality patient data, the interviewers received training. The
training program addressed the following areas: administration of the patient questionnaire
(adult and child), CATI navigation, coding of responses based on established guidelines, and
handling of refusals. The training included presentations, role-playing exercises, and mock
interviews. The training manual contained information about the MMPP, procedures for
contacting respondents, the CATI management and tracking system, a review of frequently
asked questions (FAQs [Appendix F]), questionnaire specifications and probing guidelines,
refusal avoidance, protection of data confidentiality and the rights of study subjects, and
procedures on quality control, recording, and editing.

The Interviewers were initially trained on January 9, 2013 for the execution of the survey with
the commercially insured sample. The commercially insured sample recruitment was initiated
on January 10, 2013 and continued through February 28, 2013. The Medicaid samples were
delayed, and therefore a refresher interviewer training took place on July 22, 2013. The
Medicaid sample recruitment was initiated on July 23, 2013 and completed on December 1,
2013.

CATI Patient Survey Execution

Execution of the patient survey included (1) sending sampled patients an advance letter that
explained the purpose and importance of the study, included consent and confidentiality
statements, and informed the sample patients that they would be contacted by telephone to
participate in a brief survey; (2) making up to eight call attempts to contact the sampled
patients; and (3) using established best survey practices for securing cooperation, averting

1 IMPAQ received patient telephone numbers from MHCC for Medicaid patients and commercial patients.
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refusals, and maximizing response rates. The survey took an average of 14 minutes to complete
(an average of 15.1 minutes for the Adult Survey and 12.2 minutes for the Child Survey). The
respondents were not paid for participation, and the survey was conducted in English only.
Interviewers were provided with a set of frequently asked questions (FAQs) in order to
anticipate respondents’ questions and provide patients with consistent answers. Before
administering the survey, interviewers obtained informed consent from all of the sampled (or
proxy) patients. As part of the Institutional Review Board (IRB) package for the project, IMPAQ
prepared a consent form that was read to respondents. For IRB purposes, IMPAQ requested a
waiver of signed consent and this was approved. The screen for the verbal consent is shown in
Exhibit 8.

Exhibit 8: Consent Screen for Adult Patients

5] HEEHESE
PCMH  Non Response | Appointment | Other | No Answer | Messages | Disconnected | Busy | Heip | Phonecolection
. RESPONDENT: Myra Moose-Racoon.
'We recently mailed you an introduction letter about this survey, but just in case you did not receive it, it is about your experiences and satisfaction with the health care you receive. Your answers are very important to
our study. You may choose to participate or not - it is entirely optional. Whether you decide to participate or not, the health care you receive will not be affected. If you do choose to participate, your responses will be
kept private and your provider will never know how you answered. The interview should take about 15 minutes to complete and the call may be monitored for quality assurance.
May we begin?
INTERVIEWERS: IF PROXY, PLEASE GAIN VERBAL CONSENT FROM THE SAMPLE MEMBER BEFORE MOVING FORWARD WITH PROXY. THE PROXY MUST BE 18 YEARS OLD OR OLDER
INTERVIEWER: IF R HAS QUESTIONS, USE HELP TAB TO ACCESS FAQs.
1. OK TO CONTINUE
0. NOT AGOOD TIME FOR SM
"4, OK TO CONTINUE WITH PROXY
¢ 7. REFUSED
~ 9. R HESITATES TO DO SURVEY
6. R HAS QUESTIONS ABOUT THE STUDY
auTestScre. 1 Continue InfoScreen_
Intro Kl Avail s3
[ Content_2
infoScreen InfoScreen_2
Nothvailable S4
S1 NotAvailable_
s2
Content_

Experienced survey supervisors closely monitored the interviews to ensure a smooth data
collection process. To increase the response rate, a voicemail message was left, requesting the
respondent to call the survey center to complete the interview (Appendix G). In addition, the
advance letter sent to patients provided a toll-free number that patients could call to complete
the survey at a time of their choice. Interviewers were available in the evenings or on weekends
if requested by the patient. The survey team generated daily status reports to ensure oversight
of daily activities and progression of the field effort. These reports allowed the Survey Center
supervisors to gain detailed information regarding the number of calls completed, the
dispositions codes, and the results of each sample member.

The Survey Center managed all inbound calls initiated by participants after receiving the
advance letter. The team’s approach to successful telephone data collection relied on precise
and detailed sample management and case tracking. The Survey Center emphasizes efficient
scheduling to distribute call attempts at optimum times. The CATI system facilitates case
delivery for the interviewing staff by setting call-backs at preset times and resuming partially
completed interviews. The system also produces progress reports and clean data files.
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IMPAQ also established a toll-free number, listed in the advance letter, and fielded several
inquiries from respondents seeking additional information about the study. Potential
participants who called in to request removal from the survey were pulled from the sample and
excluded from the survey. Similarly, CATI interviewers did not attempt interviews with
respondents they identified as “refusals” or “ineligible,” and removed from the sample those
identified as “deceased.”

Advance Letters

IMPAQ mailed advance letters to each of the patients selected to participate in the telephone
survey. The introductory letter may be found in Appendix E. For quality assurance purposes, at
the start of each wave the team manually verified 2—4 percent of the advance letters to ensure
that the names and ID numbers matched on both the mailed letters and the CATI system
records.

During the baseline field effort, 4,290 advance letters were mailed to patients from
participating practices. Exhibit 9 details the timing and size of the seven waves of mailed
advance letters.

Exhibit 9: Patient Survey Summary of Waves (Replicates)

Wave Starts in CATI
System

Wave Number Count Mailing Date

Commercial Sample

Wave 1 300 1/7/2013 1/10/2013
Wave 2 520 1/18/2013 1/22/2013
Wave 3 481 1/28/2013 1/31/2013
Wave 4 920 2/8/2013 2/11/2013
Wave 5 182 7/19/2013 7/23/2013
Wave 6 56 8/22/2013 8/26/3013
Medicaid Sample*

Wave 1 829 7/19/2013 7/23/2013
Wave 2 539 8/22/2013 8/26/2013
Wave 3 389 10/16/2013 10/21/2013
Wave 4 30 11/7/2013 11/11/2013
Wave 5 44 11/22/2013 11/25/2013
Total letters 4,290

* A small number of additional responses from commercially insured patients were needed
after the conclusion of the data collection. The required sample was recruited during the
Medicaid sample field effort and is included in the Medicaid wave counts.

The post office was unable to deliver 245 (5.7 percent) of the 4,290 advance letters mailed
during the seven waves of mailings. The reasons are shown in Exhibit 10.
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Exhibit 10: Results of Patient Introductory Letters Not Delivered

Reason for Advance Letter Not Delivered

Number Not
Delivered

Percent

Moved with no forwarding address 13 5%
Attempted - not known 50 20%
Not deliverable as addressed 103 42%
No mail receptacle 7 3%
Insufficient address 10 4%
Forwarding time expired 36 15%
Vacant 9 4%
No such street or no such number 5 2%
Box closed 3 1%
No longer at address 1 0%
Unclaimed 3 1%
Returned (other or no reason given) 5 2%
Total 245 100%

Proxy Implementation

Proxies were used for the patients who were under 18 years of age and for adults who could
give verbal consent for their spouse or caregiver to answer the survey questions if they were
unable to do so themselves. The caregiver or the person who knew most about the child’s
health care was asked to participate and answer the survey questions about the child. If a proxy
was used for an adult, the participant was asked for permission and then the interviewer
reached out to the proxy. In addition a few demographic questions were asked of the caregiver
for analytical purposed only. Exhibit 11 illustrates the decision process that was followed by the
CATl interviewers when initiating the surveys with patients or their proxies.
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Exhibit 11: Decision Tree for Surveys

Adult available

Adult not available G

* Proxy must be 18 years of age or older

<

Caregiver available

Caregiver not
available

Child does not have
caregiver

Continue with the
Adult Survey

Proxy* may be

used if Adult gives
verbal approval

Leave a message
and call back

Proceed with the
interview regarding
child patient

Call back to contact
caregiver at
another time

Not eligible to
participate

The screens for the identification of the proxy and verbal consent are shown in Exhibit 12.

Exhibit 12: Consent Screen for Proxy for a Child Patient or Adult Proxy (as needed)

Proxy Screens:

PCMH | Non Response | Appointment | Other | No Answer | Messages | Disconnected | Busy | Help | PhaneColection|

. RESPONDENT: Noel Nightowl.

Hello, this is [your name] ulllng fmm IMPAQ International on behalf of Maryland Health Care Commission. We are conducting a survey to learn about Mar Noel

Nightow! is among

chosen to participate in this survey and | am calling to speak with his caregiver - a family member or friend who helps Noel mgnmn wlm his health care.

INTERVIEWER: IF YOU CANNOT PROCEED, PLEASE USE THE PROPER TAB TO RECORD AN OUTCOME

1. ENTER 1 TO CONTINUE

anTestSere | 1 Continue InfoScreen_

Intro1 s3

Content Content_2

InfoScreen InfoScreen_2

MotAvaiable 54

s1 [ NotAvailable_

s2 [

Content_
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PCMH | Non Response | Appontment | Other | No Answer | Messages | Dsconnected | Busy | Help | PhoneColection
. RESPONDENT: Noel Nightowi.

May | please speak to Noel's caregiver?

INTERVIEWER: IF A CHILD HAS MULTIPLE CAREGIVERS AT HOME, ASK TO SPEAK WITH ANYONE OF THE CAREGIVERS AVAILABLE AT HOME. YOU MAY WISH TO LEAVE THE CHOICE OF WHICH ONE TO SPEAK WITH TO
THE PERSON ON THE LINE. JUST INFORM HIM THAT YOU WOULD LIKE TO SPEAK WITH SOMEONE WHO IS KNOWLEDGEABLE ABOUT THE CHILD'S HEALTHCARE.

IF YOU CANNOT PROCEED, PLEASE USE THE PROPER TAB TO RECORD AN OUTCOME.

1. SPEAKING WITH CAREGIVER

(" 2. SPEAKING WITH SOMEONE ELSE BUT CAREGIVER CAME TO THE
LINE

3. CAREGIVER IS NOT AVAILABLE

anTestScre | 1 Continue InfoScreen_
Introt s3

Content Content_2
InfoScreen InfoScreen_2
MNotAvailable 54

st [ Continue NotAvailable_

Content_

PCMH  Non Response | Appointment | Other | No Answer | Messages | Dsconnected | Busy | Hep | PhoneColection
. RESPONDENT: Noel Nightowl.

'We recently mailed you an introduction letter about this survey, but just in case you did not receive it, it is about your experiences and satisfaction with the health care Noel receives. Your answers are very important
to our study. You may choose to participate or not - it is entirely optional. Whether you decide to participate or not, the health care Noel receives will not be affected. If you do choose to participate, your responses will
be kept private and Noel's provider will never know how you answered. The interview should take about 15 minutes to complete and the call may be monitored for quality assurance.

May we begin?

INTERVIEWER: IF R HAS QUESTIONS, USE HELP TAB TO ACCESS FAQs.

¢ 1. OK TO CONTINUE

~ 0. NOT A GOOD TIME FOR SM

7. REFUSED

~ 9. R HESITATES TO DO SURVEY

6. R HAS QUESTIONS ABOUT THE STUDY

auxTestScre 1 Continue InfoScreen_
introt 53

Content Content_2
infoScreen InfoScreen_2
NotAvailable 54

51 1 Continue NotAvailable_
s2 1 Speaking

Patient Survey Analysis Methodology

IMPAQ begin the analysis of the patient satisfaction data with a description of the
characteristics of the patients who responded to the survey. Due to stratification (on site and
insurance status) and oversampling, patients were included in the sample with different
selection probabilities. The data were therefore weighted before analysis in order to remove
any bias that may have resulted from the sampling plan. IMPAQ estimated the distributions of
characteristics using Stata survey procedures (Stata v. 12.1), taking the design strata (practice
and commercially insured vs. Medicaid) into account and employing sampling weights to reflect
the population from which cases were sampled. Additional detail regarding the sampling design
is provided below. For continuous variables, the mean with standard error is shown; for
categorical variables, the number and percentage.

IMPAQ also reports the following aspects of patient satisfaction and experience of care
collected in the Adult Survey: (1) access to care, (2) cultural competency, and (3) patient-
centeredness as measured by the CAHPS Survey. The same three aspects of care are reported
for the Child Survey. The Child Survey has domains similar to those in the Adult Survey but
contains fewer sub-domains. In addition, the results report four items describing family
engagement that were measured only in the Adult Survey. For adults and children identified as
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having a chronic condition, this analysis contains an assessment of the quality of chronic care
as measured by the PACIC.

IMPAQ generated composite scores for items that constitute previously validated scales specific
to the area of focus. For the items and scales from the CAHPS Survey, the results report the
“top box” score, which refers to the percentage of responses in the most positive response
categories. The top box is the “Always” response category in the 4-point response set ranging
from “Never” to “Always”; the “A lot” response category in the 4-point response set ranging
from “Not at all” to “A lot”; points 9 and 10 combined when providers are rated with O
indicating the worst and 10 the best; the “Yes” response category for Yes/No questions; and the
“Yes, definitely” response category in the 3-point response set of “No,” “Yes, somewhat,” and
“Yes, definitely.” The top box indicates excellent performance for a given measure. This
reporting method is recommended by the American Institutes for Research as an approach that
is easily understood and interpreted.'? For scales from the PACIC, the results report mean and
standard deviation. To further examine the issue of health disparities that may exist for
chronically ill patients or for African Americans, scores are stratified by chronic condition status
and by race.

In addition, IMPAQ tested whether score differences are statistically significant between
chronically ill patients and those without a chronic condition or illness, and also between
African Americans and Caucasians. To do so IMPAQ constructed ordinal logistic regression
models for ordinal outcomes (e.g., top box score for a scale, PACIC scales) and logistic
regression models for binary outcomes (e.g., top box score for a single item). For measures in
the Adult Survey, IMPAQ adjusted for the respondent’s age, gender, education level, whether
the respondent lives with others, self-rated overall health, self-rated mental health, length of
experience with the provider, Medicaid or commercial insurance status, and practice type. For
measures in the Child Survey, IMPAQ adjusted for the child’s age, gender, guardian-rated
overall health, length of experience with the provider, Medicaid or commercial insurance
status, practice type, and also characteristics of the respondent or guardian, including age,
gender, education level, and relationship to the child. IMPAQ also accounted for the design
strata (practice and commercially insured vs. Medicaid) and weighted the sample to reflect the
population.

3.1.2 Data Collection
Sampling Design for Patient Surveys

The universe of potential participants was supplied to IMPAQ by the MHCC and the Hilltop
Institute, University of Maryland Baltimore County. Given the target analysis sample size of 500

12 American Institutes for Research (AIR). How to Report Results of the CAHPS Clinician & Group Survey. Robert
Wood Johnson Foundation. Accessed on Nov 25, 2013 at: https://cahps.ahrg.gov/surveys-
guidance/cg/cgkit/HowtoReportResultsof CGCAHPS080610FINAL.pdf.
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patients and the estimate of a 50 percent response rate, IMPAQ designed a survey sample of
1,000 patients. The patient survey data were collected from a stratified sample of patients
randomly selected from the universe of attributed patients associated with the 52 practices in
the pilot and for whom valid contact information was available. The patient universe was
explicitly stratified by practice and the patient’s insurance type; that is, patients were sampled
independently from each participating practice, and separately for Medicaid patients and
commercially insured patients. The purpose of this stratification was to ensure representation
of all practices, as well as their respective Medicaid and commercially insured populations.

To address the study’s objectives, children, African Americans, and chronically ill patients had to
be well represented in the sample. Due to the lack of proper stratification variables (i.e., race)
and a small initial sample of 1,000 patients, the patient universe was not stratified beyond the
practice and the patient’s insurance type.™> However, pediatric practices and other practices
with pediatricians were oversampled to increase the likelihood of selecting children in the
sample. Practices located in urban areas with a high concentration of African Americans also
were oversampled.’ In the absence of the distribution of chronically ill patients by practice,
IMPAQ used the number of MHIP enrollees as a proxy variable for chronic illness.

Due to oversampling, patients were included in the sample with different selection
probabilities. Therefore, the survey data were weighted before analysis in order to remove any
possible selection bias. The sample can be adjusted post hoc using weights to represent the
overall age and gender distributions of the attributed population.

The sample was initially allocated by insurance type, proportionally to the number of patients
with Medicaid and commercial insurance (58,216 patients had Medicaid, while 146,341 had
commercial insurance, for a total of 204,557 patients). This led to the allocation of 330
Medicaid patients and 670 commercially insured patients to the sample. With no further
stratification, and no oversampling, these numbers would lead to selection probabilities of
0.00567 (obtained as a ratio of 330 to 58,216) for Medicaid patients and 0.0044578 (obtained
as the ratio of 670 to 146,341) for commercially insured patients.

To determine the oversampling rates, IMPAQ used the two binary variables representing the
existence of a pediatrician on staff and the practice location in a city with a high percentage of
African Americans, as well as the number of MHIP enrollees. Only practices among the top 25
percent with respect to the number of MHIP enrollees were oversampled. The oversampling
strategy was based on a system of points where the presence of a pediatrician and an MHIP
enrollment in the top 25 percent among all practices would increase the initial selection
probability by a factor of 4. The practice location in areas with a high concentration of African

B3 we initially estimated a response rate of 50 percent and assumed that a survey sample of 1,000 patients would
provide an analysis sample of 500 patients. However, the response rate was significantly lower than expected
(14.4 percent) and a larger sample are therefore required.

14 In 2011, Blacks/African Americans made up 63.7 percent of the population in Baltimore, 53.4 percent in
Waldorf, and 48.7 percent in Bowie.
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Americans would increase its selection probability by a factor of 5. The result of this sample
allocation is shown in Exhibit 13.

Exhibit 13: Sample Allocation across Practices

q H o, )
. Medicaid Commercial Total Pediatrician ng.h % Number
Practice Insurance African- of MHIP
Sample Sample on Staff .
Sample American | enrollees
AGHS Berlin Primary Care 3 2 5 N N 27
AGHS Townsend Medical Center 3 6 9 N N 54
Andrew S. Dobin, M.D., P.A. 0 10 10 N Y 19
Bay Crossing Family Medicine
(Ramona Seidel) 3 2 5 N N 2
Calvert Convenient Care 3 2 5 N N 1
Calvert Family Care 3 2 5 N N 5
Calvert Internal Medicine Group,
P.A. (Prince Frederick) 3 40 43 N N 111
Calvert Internal Medicine Group,
P.A. (Dunkirk) 0 2 2 N N 22
Calvert Internal Medicine Group,
P.A. (Solomons) 0 2 2 N N 17
Cambridge Pediatrics, LLC 22 18 40 All Y 14
Children's Medical Group, P.A. 20 12 32 All N 13
Comprehensive Women's Health 0 2 2 N N 24
Family Health Centers of
Baltimore 18 2 20 Y Y 0
Family Medical Associates, LLC
(Manchester) 3 2 5 N N 18
Family Medical Associates
(Eldersburg) 3 2 5 N N 24
Family Medical Associates,
(Finksburg) 3 2 5 N N 1
Family Medical Associates,
(Reisterstown) 0 2 2 N N 0
Family Care of Easton 3 3 6 Y N 26
Gerald Family Care, P.C. 3 2 5 N N 2
Green Spring Internal Medicine,
LLC 0 2 2 N N 32
Hahn & Nelson Family Medicine 3 2 5 N N 12
Johns Hopkins at Montgomery
County 3 22 25 N N 58
Johns Hopkins Community
Physicians at Canton Crossing 3 19 22 Y Y 20
Johns Hopkins Community
Physicians at Hagerstown 3 2 5 N N 23
Johns Hopkins Community 16 15 31 % N 27
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Practice

Medicaid

Sample

Commercial
Insurance

Total
Sample

Pediatrician
on Staff

High %
African-

Number
of MHIP

Physicians at Water's Edge

Sample

American

enrollees

Johns Hopkins Community

Physicians at Wyman Park 3 26 29 42
Johnston Family Medicine 0 2 2 N 21
Joseph K. Weidner, Jr., MD dba

Stone Run Family Medicine 3 2 5 8
MedPeds LLC 5 62 67 73
MedStar Health Physicians.

Franklin Square Family Health

Center 52 46 98 54
Mountain Laurel Medical Center 3 2 5 22
Parkview Medical Group

(Myersville) 0 37 37 N N 109
Parkview Medical Group (Mt.

Airy) 3 37 40 N N 109
Parkview Medical Group

(Frederick) 3 37 40 N 109
Patient First-Waldorf 3 20 23 38
Potomac Physicians Annapolis

Regional Medical Center 10 9 19 Y N 31
Potomac Physicians, Frederick

Medical Center 7 10 17 Y N 31
Potomac Physicians, Security

Health Center 7 13 20 Y N 20
Primary & Alternative Medical

Center 3 2 5 N N 4
Shah Associates., Calvert (Prince

Frederick) 3 2 5 21
Shah Associates, Hollywood 16 32 48 42
Shah Associates, Waldorf 3 28 31 58
The Pediatric Group, LLP at

Crofton 3 15 18 All N 15
The Pediatric Group, LLP at

Davidsonville 8 49 57 All N 41
The Pediatric Group, LLP at

Severna 5 5 10 All N 1
Twin Beaches Community Health

Center 3 2 5 4
Ulmer Family Medicine, PC 3 2 5

Union Primary Care 3 2 5 27
University of Maryland Family

Medical Associates, P.A. 28 41 69 N Y 55
University of Maryland Pediatric

Associates, P.A. 18 2 20 Y Y 0
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- —
Medicaid Commercial Total Pediatrician High % UL

Practice Insurance African- of MHIP

Sample Sample on Staff

Sample American | enrollees

University Care at Edmondson
Village 14 4 18 N Y 4

Vanessa Allen, M.D. 0 4 4 N Y 10

Recruitment of Participants

The actual survey sample was significantly larger than the planned size of 1,000 patients from
the sampling plan shown above. Although IMPAQ initially expected a response rate of 50
percent, the actual rate was significantly lower, and the rate of not-up-to-date telephone
numbers was higher than expected. IMPAQ took advantage of the ability of the CATI reporting
system to identify the practices from which additional survey sample members were needed to
achieve the target analysis sample size for each practice. Thus, the sample size grew to 4,290
patients, of which one was a duplicate. A total of 4,289 patients were therefore loaded into the
CATI system.

Of the 4,289 patients who were called from the survey sample, the CATI interviewers
completed 620 patient surveys during the field period. Exhibit 14 and Exhibit 15 illustrate the
results of all call attempts for the commercially insured and Medicaid sample by outcome
category. The overall response rate was 14.4 percent (16.3 percent for commercially insured
patients and 11.9 percent for Medicaid patients). The greatest contributors to the low response
rate were non-responses due to bad telephone numbers (35.5 percent) and reaching the
maximum number of eight call attempts (20.8 percent). Patient refusal to participate in the
survey only accounted for 8 percent of the patients called.

Exhibit 14: Outcome of Call Attempts to Commercially Insured Sample

omplete o[ AC 0

. - Total % of Total Total | % of Total | Total | % of Total
Completed 401 16% 290 15% 111 20%
Partially completed 8 0% 7 0% 1 0%
Non-response (no answer, busy, un-
chatable, connection issue, wrong numl?er, 856 359% 669 35% 187 33%
disconnected number, number not working,
etc.)
Respondent deceased 3 0% 2 0% 1 0%
Mental/physical Inability 1 0% 1 0% 0 0%
No caregiver and less than 18 years old 1 0% 0 0% 1 0%
Refusal 237 10% 190 10% 47 8%
Language barrier 8 0% 5 0% 3 1%
Voice mail or privacy managers, left message 214 9% 164 9% 50 9%
household member
Other 82 3% 64 3% 18 3%
Reached 8 calls 647 26% 503 27% 144 26%
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ompilete Sample AC 0

Total % of Total Total | % of Total | Total | % of Total

Total 2,458 100% 1,895 100% 563 100%

Exhibit 15: Outcome of Call Attempts to Medicaid Sample

0 plete dSa ple AC O
U O
Total % of Total Total % of Total Total % of Total
Completed 219 12% 96 10% 123 14%
Partially completed 7 0% 3 0% 4 0%
Non-response (no answer, busy, un-
locatable, Fonnectlon issue, wrong 668 36% 371 40% 297 33%
number, disconnected number, number
not working, etc.)
Respondent deceased 4 0% 4 0% 0 0%
Mental/physical Inability 2 0% 2 0% 0 0%
No caregiver and less than 18 years old 1 0% 0 0% 1 0%
Refusal 105 6% 53 6% 52 6%
Language barrier 15 1% 0 0% 15 2%
Voice mail or privacy managers, left 192 10% 101 11% 91 10%
message household member
Other 67 4% 43 5% 24 3%
Reached 8 calls 238 13% 96 10% 142 16%
Completed under wrong regnum when 34 2% 15 2% 19 2%
new sample given to IMPAQ*
Sample member not part of new sample 279 15% 152 16% 127 14%
when given to IMPAQ*
Total 1,831 100% 936 100% 895 100%

* IMPAQ originally designed a sampling plan for the Medicaid patients based on assignments provided by the
MHCC in August 2012. The assignment values were based on a snapshot of patients on a particular date and were
not based on encounters or utilization. The original contact information for Medicaid patients did not contain their
actual assignments, and so IMPAQ estimated them with an algorithm that used claims for visits and encounters.
IMPAQ then received the official assignments, which were based on actual visits and encounters over a specified
period of time. IMPAQ then redesigned the sampling plan based on the latter distribution of patient assignments
across MMPP practice sites. During the collection of patient data before receiving the final assignment IMPAQ had
collected data from patients as part of the sample for the wrong practice site, and IMPAQ also sent advance letters
to patients who were no longer assigned to any MMPP practice in the updated data.

IMPAQ collected 386 responses to the Adult Survey. The analysis sample excludes 38 (9.8
percent) because these respondents indicated that they did not receive care from the MMPP
practice sites (n=31), did not know whether they went to the practice site for care (n=6), or
refused to answer the question (n=1). As a result, IMPAQ analyzed 348 responses to the Adult
Survey. Of the 234 responses to the Child Survey, IMPAQ excluded 19 respondents who
indicated that their child did not see the provider that was on record for them, and one
respondent who did not know whether the child went to the practice site for care. IMPAQ
analyzed 214 responses to the Child Survey.
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Exhibit 16 compares the number of available patients, the target analysis sample size, and the
resulting analysis sample size for each practice by insurance type.

Exhibit 16: Completed Surveys by Practice

Needed

R Practice Available Completed** | Available | Needed | Completed**

1012 Johns Hopkins 2105 7 6 2303 8 6
Community Physicians
at Water’s Edge

1027 Family Medical 455 1 1 28 2 1
Associates, LLC
(Manchester)

1038 University of 2634 21 26 2068 14 17
Maryland Family
Medicine Associates,
P.A.

1061 Calvert Family Care 209 1 2 114 2 1

1067 Green Spring Internal 511 1 1 0 0
Medicine, LLC

1069 Potomac Physicians 1692 5 6 1336 5 11
Annapolis Regional
Medical Center

1107 Potomac Physicians 1430 5 4 991 4 3
Frederick Medical
Center

1112 Potomac Physicians 2676 6 7 993 4 4
Security Health Center

1121 Andrew S, Dobbin, 1130 5 5 0 0
M.D., P.A.

1122 The Pediatric Group, 3385 25 33 495 4 12
LLP at Davidsonville

1130 Children’s Medical 1641 6 6 2346 10 9
Group, P.A.

1150 Johnston Family 1330 1 1 0 0
Medicine

1155 Cambridge Pediatrics, 1315 9 10 1694 11 11
LLC

1161 Vanessa Allen, M.D. 575 2 2 0 0
(Natural Family
Wellness)

1202 Johns Hopkins 1452 1 1 5 2 0
Community Physicians
at Hagerstown

1212 The Pediatric Group, 1903 8 8 297 2 2
LLP at Crofton

1224 MedPeds, LLC 4540 31 35 364 3 3

1225 Family Care of Easton 415 2 2 97 2 2

1239 Calvert Internal 4849 20 25 45 2 2
Medicine Group, P.A.
(Prince of Frederick)
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R Practice Available | Needed | Completed** | Available | Needed | Completed**

1241 Calvert Internal 1030 1 1 0 0
Medicine Group, P.A.
(Dunkirk)

1242 Calvert Internal 569 1 1 114 2 2
Medicine Group, P.A.
(Solomons)

1247 Hahn & Nelson Family 266 1 1 114 2 2
Medicine

1248 MedStar Health 1036 23 23 2706 26 23
Physicians; Franklin
Square Family Health
Center

1249 Johns Hopkins 1936 13 17 8 2 3
Community Physicians
at Wyman Park

1264 Johns Hopkins at 2898 11 16 2 2 0
Montgomery County

1266 Ulmer Family 252 1 1 12 2 2
Medicine, PC

1290 The Pediatric Group, 504 2 4 23 3 4
LLP at Severna Park

1305 Shah Associates, 1957 16 19 631 8 6
Hollywood

1306 Union Primary Care 1240 1 1 1242 2 2

1310 AGHS Berlin Primary 422 1 1 165 2 2
Care

1317 Family Medical 277 1 2 145 2 2
Associates, LLC
(Eldersburg)

1318 AGHS Townsend 309 3 4 27 2 1
Medical Center

1319 Family Medical 259 1 2 65 2 3

Associates, LLC
(Finksburg)

1328 Family Medical 1 0 20 0 0
Associates, LLC
(Reisterstown/Mt
Airy)

1336 Shah Associates, 661 1 1 224 2 0
Calvert (Prince
Frederick)

1342 Shah Associates, 2060 14 15 61 2 6
Waldorf

1354 Family Health Centers 119 1 1 1560 9 9
of Baltimore

1369 Primary and 232 1 1 282 2 2
Alternative Medical
Center
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R Practice Available | Needed | Completed** | Available | Needed | Completed**

1373 Johns Hopkins 1552 10 13 6 2 2
Community Physicians
at Canton Crossing

1376 University Care at 597 2 3 1894 7 8
Edmondson Village

1384 University of 138 1 0 1541 9 10
Maryland Pediatric
Associates. P.A.

1385 Joseph L. Weidner, Jr. 981 1 1 168 2 3
MD LLC (dba Stone
Run Family Medicine)

1396 Gerald Family Care, PC 524 1 1 257 2 2

1397 Mountain Laurel 455 1 2 214 2 2
Medical Center

1398 Calvert Conventional 290 1 2 10 2 2
Care

1399 Twin Beaches 340 1 1 72 2 2
Community Health
Center

1414 Bay Crossing Family 124 1 1 12 2 1
Medicine (Ramona
Seidel)

1435 Comprehensive 1551 1 1 0 0
Women'’s Health

1441 Parkview Medical 7615 18 16 339 2 5
Group (Frederick)

1461 Patient First—Waldorf 1097 10 11 2 2 0

1464 Parkview Medical 3428 18 16 0 0
Group (Mt. Airy)

1465* Parkview Medical 708 18 15 62 2 0
Group (Myersville)

Total Completes 374 188

* Originally combined with 1441 and 1464 because no sample was provided for these practices.

Chronic Conditions

As mentioned earlier, patients with chronic conditions are a population of special interest in the
PCMH model. Thus, survey respondents were asked questions regarding their health in part to
identify whether they had been diagnosed with a chronic condition. For this project, chronic
conditions were defined using the CAHPS definitions as follows:

An adult is said to have a chronic condition if he/she received health care three or more
times for a condition that has lasted for at least three months (excluding pregnancy or
menopause) or who is taking a prescribed medication to treat a condition that has
lasted for at least three months, excluding birth control.

A child (less than 18 years old) is said to have a chronic condition if he/she fulfills any
one of the following conditions:

IMPAQ International, LLC Page 47 MDPCMH First Annual Report

12/16/2013




» He/she takes a prescribed medicine (other than vitamins) for a condition that is
expected to last for at least 12 months,

= He/she needs/uses more medical care, more mental health services, or more
educational services than is usual for most children of the same age for a
condition that is expected to last for at least 12 months,

» He/she is limited/prevented in his/her ability to do the things most children of
the same age can do due to a condition that is expected to last for at least 12
months,

» He/she needs/gets special therapy, such as physical, occupational, or speech
therapy for a condition that is expected to last 12 months, or

» He/she needs/gets treatment or counseling for any kind of emotional,
developmental, or behavioral problem that is expected to last for at least 12
months.

Exhibit 17 and Exhibit 18 show the frequency of identified chronic conditions among the
commercially insured and Medicaid sample patients, respectively, by age category. Overall,
52.7 percent of the analysis sample was identified as having at least one chronic condition.
Among the four subsamples, adult commercially insured patients have the highest prevalence
of chronic conditions (68.5 percent) and commercially insured children have the lowest (25.0
percent).

Exhibit 17: Percent of Commercially Insured Respondents with Chronic Conditions

Total Commercially Insured Percent
Completes Sample with Chronic
Condition(s)
Adult 270 185 68.5%
Child 104 27 25.0%
Total 374 212 56.7%

Exhibit 18: Percent of Medicaid Respondents with Chronic Conditions

Total Medicaid Sample with Percent
Completes Chronic Condition(s)
Adult 77 46 60.0%
Child 109 40 36.7%
Total 186 86 46.2%

Data Coding, Editing, and Cleaning

To ensure the quality of the data, the CATI programmers implemented appropriate range, logic,
and inter-item consistency checks for question types and expected responses. Range checks are
necessary to minimize key entry errors and highlight unusual responses. IMPAQ scripted skip
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logic into the CATI instruments to ensure that respondents received the appropriate questions
based on previous responses. Internal consistency checks allowed interviewers to make
necessary corrections to data while still on the phone with the respondent. In addition, IMPAQ
included the following robust set of validations and data quality checks:

» Restrict interviewers to entering only valid responses for a specific data type, such as
dates, times, whole numbers, and decimal numbers.

« Enforce both hard checks (where specific rules must be satisfied before a response is
accepted) and soft checks (where the software suggests that a specific response may be
incorrect, but allows the user to override the check).

« Enforce upper and lower boundaries on numeric entries, and enforce maximum lengths
on open-ended verbatim responses.

» Drive both simple and advanced item skip logic based on data provided in prior
responses.

» Enforce that every question has a response by allowing any individual question to be
answered with “Don’t Know” or “Refused,” and perform inter-item consistency checks
to confirm that new responses are consistent with earlier responses.

= Ensure consistency in the onscreen presentation of the online survey.

Lessons Learned

IMPAQ learned a number of lessons about the sampling and implementation by working with
the commercial insurance and Medicaid data sets. Because the design was based on the
practice counts and not related to the actual data sets, the initial sampling frame was skewed
towards larger sample sizes for each practice. Once the data sets were cleaned, the true
available data set was apparent, and, in many practices, many fewer sample members were
available to meet the completion goals.

When sampling for these populations in the future, the sampling plan will be designed using a
cleaned universe of patients rather than the raw patient counts that are not connected to the
contact information data set. Using the data’s distribution of patients across practices will
increase the likelihood that IMPAQ has enough patients to achieve the target analysis sample
size for each practice and insurance type combination. IMPAQ will only consider patients who
have valid contact information (i.e., plausible phone numbers and addresses). IMPAQ will also
need to de-duplicate the data so that patients in the same household with the same phone
number will not all remain in the universe of patients from which IMPAQ samples. Since their
opinions are not likely to be independent, especially those of children with the same adult
proxy, only one of the duplicates will remain in the universe for selecting the sample.

In implementing the survey, various tasks will be modified in the future as well. Response rate
projections compared to actual response rates varied, and actual responses were lower than
expected. Out-of-date contact information for the sample in the data set required a larger
sample than anticipated to obtain the target completes per practice. Thus, the population
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resembled a general population survey in terms of response rates rather than a survey of a
client-listed sample of those connected to the topic. In the next phase IMPAQ will send out 10
advance letters for every survey IMPAQ hopes to complete. If there are additional resources for
the patient survey data collection, more call attempts per case could be implemented. IMPAQ
would increase the maximum number of attempts to 12 per sample member (compared with 8
in the current data collection). In an examination of the 2003 CAHPS Fee-for Service survey
data, Campbell et al. found that “diminished returns” were not experienced until after 12 call
attempts.15 In fact, the researchers found that as the call attempts increased, the rate of
completion also increased and did not begin to flatten out until they were near the maximum
of 10-12 attempts. Increasing the number of call attempts to households would also mitigate
non-response bias. In a study of enhanced calling efforts, Kristal et al. found that records that
had been coded with non-response dispositions (i.e., answering machine, busy) in the first set
of call attempts were categorized as “hard to reach” households. When additional attempts
were made to reach those households, 79 percent resulted in not only a live contact but also a
completed survey.’® The subsequent attempts helped to increase the overall response rate (on
average a 2-3 percent increase) for those “hard to reach” households. A similar study of
increased call attempts found that increasing the number of call attempts also increased
contact rates and therefore resulted in higher response rates (5.5-8 percent higher on
average).’

3.1.3 Analysis Results
Characteristics of Respondents: Adult Survey

Exhibit 19 displays several characteristics of the adult weighted sample. Overall, most patients
were aged between 35 and 64 years, with 12 percent of patients 65 years of age or older, and
about two-thirds of the patients were women. About 60 percent of the patients were
Caucasian, and about 25 percent of the adult patients were African American. About 20 percent
lived alone. Half were in very good or excellent health, and 70 percent were in very good or
excellent mental health. The majority of the patients (68 percent) reported a health problem
that requires at least three months of health care visits or medicine prescriptions (the CAHPS
definition of having a chronic illness). The provider rated is the usual provider for most of the
patients (95 percent), and half had been seeing that provider for five years or more.

r Campbell, L.N., Brown, G.G., Carpenter, L., & Dimitropoulos, L.L. Analyzing marginal response rates in the CAHPS
Medicare Fee-for-Service Survey. Presented at the 60th Annual Conference, American Association for Public
Opinion Research, Miami Beach, FL, May 2005. Available at: http://www.rti.org/pubs/campbellpaper.pdf.

16 Kristal, A.R., White, E., Davis, J.R., Corycell, G., Raghunathan, T., Kinne, S., & Lin, T.K. (1993). Effects of enhanced

calling efforts on response rates, estimates of health behavior, and costs in a telephone health survey using
random-digit dialing. Public Health Reports, 108(3): 372-379.

17 McGuckin, N., Liss, S., & Keyes, M. A. Hang-ups—Looking at Non-Response in Telephone Surveys. Washington,
DC: U.S. Department of Transportation, Federal Highway Administration, 2001. Accessed at:
http://www.isctsc.cl/archivos/2001/McGuckin.
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Among 348 respondents, 78 respondents had Medicaid, and 270 had commercial insurance.
Medicaid patients were younger (p=0.004): 45 percent were under the age of 35, while only 17
percent of commercially insured patients were in that age category. Patients 65 years of age or
older constituted 6 percent of the Medicaid group and 13 percent of the commercially insured
group. Caucasian respondents accounted for 30 percent of the respondents in the Medicaid
group and 67 percent those in the commercially insured group; African Americans accounted
for 58 percent of the Medicaid group and 22 percent of the commercially insured group.
Generally, Medicaid patients self-reported poorer health (p<0.001). Those seeing their provider
for five years or more represented 39 percent of the Medicaid patients and 52 percent of the
commercially insured patients. Exhibit 19 presents additional details.

Characteristics of Respondents: Child Survey

The characteristics of the Child Survey subjects are shown in Exhibit 20. One-third of subjects
were five to nine years and another third were 10 to 14 years old. The children were roughly
evenly divided between female and male patients in both the Medicaid and the commercially
insured groups. In the Medicaid group, most children were African American (61 percent), while
a slim majority of children in the commercially insured group were Caucasian (56 percent).
Almost 90 percent of the children received overall health ratings (by their guardian) of
“Excellent” or “Very Good.” About one-third of the children had a condition or problem that
required treatment for at least 12 months (the CAHPS definition of chronic illness): 37 percent
in the Medicaid group and 23 percent in the commercially insured group. Seventy-three
percent of the children had been seeing the indicated providers for at least three years. Exhibit
20 presents more information about the characteristics of the children and the respondents
who answered the survey on the children’s behalf.

Exhibit 19: Characteristics of Patients: Adult Survey

' Commercial Insurance Medicaid p value* Overall

Demographics
Age
Under 35 17% 45% 0.004 20%
35-44 21% 20% 21%
45 - 54 30% 21% 29%
55 - 64 18% 8% 17%
65 or older 13% 6% 12%
Gender
Male 36% 28% 0.365 35%
Female 64% 73% 65%
Race
Caucasian 67% 30% <0.001 63%
African American 22% 58% 26%
Other 11% 12% 11%
Education
Some high school, but did not graduate 3% 17% <0.001 4%
High school graduate or GED 20% 47% 23%
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\Commercial Insurance Medicaid pvalue* Overall

Some college or two-year degree 37% 25% 35%

Four-year college graduate 17% 5% 15%

More than four-year college degree 24% 6% 22%
Household member

Lives alone 17% 35% 0.019 19%

Lives with spouse, partner, relative, or 83% 65% 81%
others

Health Conditions
Self-rated overall health

Poor 1% 17% <0.001 3%
Fair 10% 16% 11%
Good 38% 33% 37%
Very good 35% 21% 34%
Excellent 16% 13% 16%
Self-rated mental or emotional health
Poor 1% 6% 0.002 2%
Fair 4% 18% 6%
Good 22% 27% 22%
Very good 39% 22% 37%
Excellent 34% 26% 33%
The respondent has a chronic condition or problem
No 32% 31% 0.868 32%
Yes 68% 69% 68%

Relationship with the rated provider
The rated provider is the respondent's usual source of care

No 4% 6% 0.663 5%

Yes 96% 94% 95%
Length of experience with the rated provider

Less than one year 14% 15% 0.564 14%

At least one year, less than three years 18% 21% 18%

At least three years, less than five years 17% 24% 17%

Five years or more 52% 39% 50%

* Pearson's chi-squared tests were used to compare distributions between Medicaid group and commercial
insurance group.

Exhibit 20: Characteristics of Patients: Child Survey

Commercial Insurance \ Medicaid pvalue* Overall

Demographics
Age
0-4 16% 22% 0.684 19%
5-9 36% 32% 34%
10-14 32% 26% 30%
15-17 15% 19% 17%
Gender
Male 51% 51% 0.987 51%
Female 49% 49% 49%
Race
Caucasian 56% 28% <0.001 44%
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Commercial Insurance \ Medicaid pvalue* Overall

African American 31% 61% 44%

Other 13% 11% 12%
Health Conditions
Self-rated overall health

Poor 0% 0% 0.021 0%
Fair 1% 5% 3%
Good 8% 11% 9%
Very good 37% 18% 29%
Excellent 53% 66% 59%
Self-rated mental or emotional health
Poor 1% 2% 0.107 1%
Fair 1% 11% 5%
Good 12% 15% 13%
Very good 24% 21% 23%
Excellent 62% 52% 57%
The child has a chronic condition or problem
No 77% 63% 0.034 71%
Yes 23% 37% 29%

Relationship with the rated provider
The rated provider is the respondent's usual source of care

No 4% 1% 0.345 3%

Yes 96% 99% 97%
Length of experience with the rated provider

Less than one year 5% 8% 0.840 6%

At least one year, less than three 21% 20% 21%
years

At least three years, less than five 21% 17% 19%
years

Five years or more 53% 55% 54%
Characteristics of Surrogate Respondents
Age

Under 35 24% 39% 0.028 30%

35-44 34% 39% 37%

45-54 38% 16% 28%

55 or older 5% 5% 5%
Gender

Male 33% 8% <0.001 22%

Female 67% 92% 78%
Education

Some high school, but did not 1% 15% <0.001 7%
graduate

High school graduate or GED 12% 44% 26%

Some college or two-year degree 21% 31% 25%

Four-year college graduate 31% 10% 22%

More than four-year college degree 35% 1% 20%
Relationship with the child

Mother or father 98% 91% 0.069 95%

Other 2% 9% 5%

* Pearson's chi-squared tests were used to compare distributions between Medicaid group and commercial
insurance group.
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Characteristics of Chronically Ill Patients

Exhibit 21 and Exhibit 22 display the characteristics of the adult and child patients, respectively,
who reported having at least one chronic condition that requires continuous care or
medication. Forty-three percent of chronically ill adults rated their own overall health as “Very
Good” or “Excellent,” 40 percent rated it as “Good,” and 17 percent rated it as “Fair” or “Poor.”
The majority of the patients (66 percent) rated their mental or emotional health as “Very Good”
or “Excellent.” For child patients, none were rated in terms of overall health as “Poor” by their
guardians, 7 percent were rated as “Fair,” 16 percent as “Good,” and 77 percent as “Very
Good” or “Excellent.” In terms of mental health, 27 percent of child patients in the Medicaid
group were rated as “Poor” or “Fair,” compared with only 12 percent in the commercial group.
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Exhibit 21: Characteristics of Chronically lll Patients: Adult Survey

\Commercial Insurance Medicaid = p value* | Overall

Demographics

Age
Under 35 7% 38% 0.001 11%
35-44 23% 24% 23%
45-54 32% 19% 31%
55 - 64 20% 10% 18%
65 or older 19% 9% 17%
Gender
Male 33% 30% 0.811 33%
Female 67% 70% 67%
Race
Caucasian 69% 30% 0.002 65%
African American 22% 57% 26%
Other 9% 14% 10%
Education
Some high school, but did not graduate 2% 19% 0.003 4%
High school graduate or GED 19% 43% 22%
Some college or two-year degree 36% 28% 35%
Four-year college graduate 16% 5% 15%
More than four-year college degree 26% 5% 24%
Household member
Lives alone 15% 23% 0.380 16%
Lives with spouse, partner, relative, or 85% 77% 84%
others

Health Conditions
Self-rated overall health

Poor 1% 21% 0.001 4%
Fair 12% 22% 13%
Good 41% 31% 40%
Very good 36% 19% 34%
Excellent 10% 6% 9%
Self-rated mental or emotional health
Poor 1% 9% 0.004 2%
Fair 1% 25% 7%
Good 26% 20% 26%
Very good 37% 25% 36%
Excellent 31% 21% 30%

Relationship with the rated provider
The rated provider is the respondent's usual source of care

No 5% 4% 0.950 5%

Yes 95% 96% 95%
Length of experience with the rated provider

Less than one year 12% 18% 0.146 12%

At least one year, less than three years 19% 17% 19%

At least three years, less than five years 13% 30% 15%

Five years or more 57% 35% 54%

*Pearson's chi-squared tests were used to compare distributions between Medicaid group and commercial
insurance group.
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Exhibit 22: Characteristics of Chronically Il Patients: Child Survey

Commercial Medicaid p value*  Overall
Insurance
Demographics
Age
0-4 7% 6% 0.778 6%
5-9 41% 36% 38%
10-14 37% 31% 34%
15-17 15% 28% 22%
Gender
Male 44% 55% 0.477 50%
Female 56% 45% 50%
Race
Caucasian 56% 28% 0.186 40%
African American 36% 65% 52%
Other 9% 7% 8%
Health Conditions
Self-rated overall health
Poor 0% 0% 0.097 0%
Fair 3% 9% 7%
Good 18% 14% 16%
Very good 54% 21% 35%
Excellent 25% 56% 42%
Self-rated mental or emotional health
Poor 6% 2% 0.423 4%
Fair 6% 25% 16%
Good 17% 23% 21%
Very good 27% 17% 21%
Excellent 45% 32% 38%
Relationship with the rated provider
The rated provider is the respondent's usual source of care
No 0% 0% 0%
Yes 100% 100% 100%
Length of experience with the rated provider
Less than one year 3% 10% 0.596 7%
At least one year, less than three years 15% 13% 14%
At least three years, less than five years 30% 20% 24%
Five years or more 52% 58% 55%

* Pearson's chi-squared tests were used to compare distributions between Medicaid group and
commercial insurance group.

Consumer Assessment of Healthcare Providers and Systems (CAHPS) Scales by Chronic
Condition Status: Adult Survey

Exhibit 23 summarizes the adult responses to the CAHPS survey question by chronic condition
status. Generally, adult patients reported high scores for their providers’ cultural competency.
About 90 percent of the patients reported that their providers are always polite and
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considerate. Fifty-six percent of adult patients reported always receiving advice from their
providers on staying healthy. Seventy-six percent of the chronically ill patients and 59 percent
of those without chronic conditions gave 9 or 10 points on a 0—10-point scale when rating trust
in their providers. In terms of access to care, roughly half of the patients reported that they
always receive timely appointments, care, and information. Adult patients also rated provider
communication highly, with 80 percent reporting in the most positive category among the
chronically ill, and 75 percent among patients without chronic illnesses. There are no
statistically significant differences in respondents’ ratings of cultural competency or access to
care between patients who have chronic conditions and those who do not.

The CAHPS PCMH scales generally received lower scores than those for access to care and
cultural competency. The percentage reporting in the most positive categories ranged from 23
percent to 64 percent across scales, among all insurance types and chronic condition types.
Chronically ill patients reported higher scores in all three CAHPS PCMH scales compared to
patients without chronic conditions, but the difference reached statistical significance in only
one scale. Those with chronic illnesses were more likely to report that providers discuss
medication decisions with them (63 percent in the most positive categories) than those with no
chronic illnesses (42 percent in the most positive categories, p=0.001).

With the exception of asking for the name of a family member or trusted friend, providers were
rated somewhat poorly on engaging family members. Providers do not always talk with patients
about how a family member can help them in maintaining a healthy diet plan and appropriate
physical activity, or in following the treatment plan. Less than one-fourth of patients indicated
that their providers always mention the possible involvement of a family member. However,
respondents indicated that it is very common that the provider’s office asks for the name and
contact information of a family member or trusted friend who may have access to medical
information in the event that the patient is not available, particularly for the chronically ill
patients. The differences between chronically ill patients and patients without chronic
conditions, however, were not statistically significant for these items.

Consumer Assessment of Healthcare Providers and Systems (CAHPS) Scales by Chronic
Condition Status: Child Survey

The results of the CAHPS survey questions from the Child Survey, by chronic condition status,
are shown in Exhibit 24. Ratings regarding overall performance of the provider, trust in
provider, provider communication, and advice on staying healthy are very high. More than 70
percent of the responses are in the most positive categories for these scales. Approximately
half of the children were reported to always receive timely access to care and information, and
to receive support from their providers in self-care.

In the Medicaid group, respondents for chronically ill children reported higher scores in all of
the scales than respondents for children without chronic problems. However, in the
commercially insured group, respondents for chronically ill children, compared with
respondents for children without chronic problems, reported lower scores in all of the scales,
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except for the scale “providers support you in taking care of your own health.” Overall, the
differences between children with and without chronic conditions were not statistically
significant for all these items. Two items showed a trend toward significance: provider
communication (p=0.077) and overall rating of the provider (p=0.077) were higher for
chronically ill children than for children without chronic conditions.

Exhibit 23: Consumer Assessment of Healthcare Providers and Systems (CAHPS) Scales by
Chronic Condition and Medicaid or Commercial Insurance Status: Adult Survey

Medicaid |Commercial Overall
Chronically | Chronically Chronically Ili
] ]

p
value*

n the most positive response categories

No Yes | No Yes | No

Getting timely appointments, care, and information (five- 48% | 55% 47% | 44% || 47% | 46% | 0.821
item scale)

How well providers communicate with patients (six-item 81% | 76% 80% | 74% || 80% | 75% | 0.433
scale)

Patient's overall rating of the provider 62% | 66% 70% | 51% || 69% | 53% | 0.177
CAHPS: cultural competency i I

Providers are polite and considerate (three-item scale) 89% | 89% 92% | 92% || 92% | 91% | 0.128
Providers give advice on staying healthy (four-item scale) 74% | 57% 59% | 56% || 61% | 56% | 0.225
Patient's rating of trust in provider 67% | 61% 77% | 58% || 76% | 59% | 0.074

!

Providers pay attention to your mental or emotional health 64% | 28% 35% | 27% || 39% | 27% | 0.206
(three-item scale)
Providers support you in taking care of your own health (two-| 39% | 23% 39% | 28% || 39% | 27% | 0.246
item scale)
Providers discuss medication decisions (three-item scale) 64% | 56% 63% | 40% || 63% | 42% | 0.001

Provider talks about how your family can help you maintaina| 34% | 21% 12% | 23% || 15% | 23% | 0.777
healthy diet and healthy eating habits

Provider talks about how your family can help you with 33% | 20% 15% | 16% || 17% | 17% | 0.461
exercise and physical activity
Provider ever discusses with you how you might engage a 39% | 28% 21% | 19% || 23% | 20% | 0.633

family member or trusted friend to help you in following your
treatment plan

Provider’s office ask for the name and contact information of | 77% | 23% 75% | 69% || 75% | 65% | 0.221
a family member or trusted friend to whom you would like to
provide access to your medical information in the event that
you are not available

*Adjusted for respondent’s age, gender, race, education level, whether the respondent lives with others, self-
rated overall health, self-rated mental health, length of experience with the provider, Medicaid or commercial
insurance status, and practice type.
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Exhibit 24: CAHPS Scales by Chronic Condition and Medicaid or Commercial Insurance Status:
Child Survey

Medicaid \ Commercial Overall
Chronically | Chronically Chronically Il
[} [}

p
value*

ost positive response categories

Yes No Yes | No

Getting timely appointments, care, and information (five-| 63% | 54% 38% | 53% || 52% | 53% | 0.289
item scale)
How well providers communicate with patients (six-item| 97% | 87% 76% | 84% || 88% | 85% | 0.077
scale)

Patient's overall rating of the provider 95% | 79% 69% | 75% || 84% | 76% | 0.077
Providers give advice on staying healthy (two-item scale) 87% | 76% 74% | 78% || 81% | 77% | 0.493
Patient's rating of trust in provider 92% | 89% 73% | 76% || 83% | 81% | 0.824

Providers support you in taking care of your own health (two-| 60% | 52% 42% | 32% || 52% | 40% | 0.172
item scale)
*Adjusted for child’s age, gender, race, guardian-rated overall health, length of experience with the provider,
Medicaid or commercial insurance status, practice type, and also characteristics of the respondent or guardian
(age, gender, education level, and relationship to the child).

Consumer Assessment of Healthcare Providers and Systems (CAHPS) Scales by Race: Adult
and Child Surveys

Exhibit 25 and Exhibit 26 compare the responses to the Adult Survey and the Child Survey,
respectively, by race. Upon testing the overall response differences between African Americans
and Caucasians, a significant difference among adult patients in any scale was not found, except
that African Americans were more likely to report that their providers give advice on staying
healthy (69 percent among African Americans and 56 percent among Caucasians, p=0.048).

Despite the general lack of significant differences, the overall pattern of results showed African
Americans to have generally higher scores than Caucasians in the adult Medicaid group,
particularly in getting timely care and information (56 percent vs. 35 percent responded in the
most positive categories), providers being polite and considerate (94 percent vs. 82 percent),
and providers always talking about how family can help with a healthy diet (39 percent vs. 24
percent). However, among adults with Medicaid, Caucasian patients were more likely than
African Americans to report that providers support them in taking care of their own health (42
percent vs. 31 percent). In the commercially insured group, Caucasians reported higher ratings
than African Americans of their providers’ overall performance (69 percent vs. 57 percent), and
asking for the name and contact information of a family member or trusted friend to provide
access to medical information (76 percent vs. 64 percent). However, African Americans
reported higher scores in scales related to self-care, including advice on staying healthy (67
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percent vs. 56 percent), support in self-care (42 percent vs. 32 percent), and involvement of
family to maintain a healthy diet (24 percent vs. 13 percent) and physical activity (18 percent
vs. 14 percent).

Similar to the Adult Survey responses by race, the responses from the Child Survey generally
showed no statistically significant differences between African Americans and Caucasians
(Exhibit 26), with one exception. Respondents for African American children were statistically
more likely to say that providers support children in taking care of their own health compared
to respondents for Caucasian children (p=0.010).
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Exhibit 25: Consumer Assessment of Healthcare Providers and Systems (CAHPS) Scales by Race and Medicaid or Commercial
Insurance Status: Adult Survey

African
American

Medicaid
Caucasian

African
American

Commercial Insurance

Caucasian

Other

African
American

Overall
Caucasian

Other p

value*

% in the mo

st positive response categories

provider

Getting timely appointments, care, 56% 35% 57% 46% 45% 53% 48% 44% 54% 0.545
and information (five-item scale)

How well providers communicate 84% 75% 75% 80% 79% 73% 81% 79% 73% 0.168
with patients (six-item scale)

Patient's overall rating of the 73% 54% 48% 57% 69% 54% 61% 68% 53% 0.185

Providers pay attention to your
mental or emotional health (three-
item scale)

53%

53%

54%

40%

31%

30%

44%

32%

Providers are polite and considerate 94% 82% 84% 91% 93% 89% 92% 92% 89% 0.724
(three-item scale)

Providers give advice on staying 74% 66% 57% 67% 56% 54% 69% 56% 54% 0.048
healthy (four-item scale)

Patient's rating of trust in provider 65% 63% 71% 71% 71% 72% 70% 71% 72% 0.755

33% 0.265

Providers support you in taking care
of your own health (two-item scale)

31%

42%

34%

42%

32%

43%

40%

32%

41% 0.274

Providers discuss medication
decisions (three-item scale)

Provider talks about how your

family can help you maintain a

healthy diet and healthy eating
habits

67%

39%

57%

24%

49%

14%

58%

24%

59%

13%

54%

16%

61%

28%

59%

14%

53% 0.666

15% 0.129

Provider talks about how your
family can help you with exercise
and physical activity

34%

30%

13%

18%

14%

16%

22%

15%

16% 0.546
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Medicaid Commercial Insurance Overall

African Caucasian African Caucasian | Other African Caucasian | Other p
American American American value*
% in the most positive response categories
Provider ever discusses with you 44% 27% 25% 22% 19% 21% 28% 20% 22% 0.530
how you might engage a family
member or trusted friend to help
you in following your treatment
plan
Provider’s office ask for the name 64% 66% 62% 64% 76% 74% 64% 76% 72% 0.135

and contact information of a family
member or trusted friend to whom
you would like to provide access to
your medical information in the
event that you are not available
*Adjusted for respondent’s age, gender, education level, whether the respondent lives with others, self-rated overall health, self-rated mental health,
presence of chronic conditions, length of experience with the provider, Medicaid or commercial insurance status, and practice type.
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Exhibit 26: CAHPS Scales by Race and Medicaid or Commercial Insurance Status: Child Survey

Overall
African Caucasian | Other o]

American value*
st positive response categories

Commercial Insurance
African Caucasian
American

% in the mo

Medicaid
Caucasian

African
American

Getting timely appointments, care, 60% 57% 43% 36% 58% 46% 51% 57% 45% 0.392
and information (five-item scale)

How well providers communicate 93% 86% 93% 79% 84% 82% 88% 85% 86% 0.972
with patients (six-item scale)

Patient's overall rating of the 84% 84% 95% 67% 75% 83% 77% 78% 87% 0.730
provider

Providers give advice on staying 84% 81% 57% 84% 72% 83% 84% 75% 72% 0.284
healthy (two-item scale)

Patient's rating of trust in provider 90% 92% 84% 64% 78% 94% 80% 82% 90% 0.332

Providers support you in taking 61% 45% 48% 45% 29% 29% 55% 34% 37% 0.010
care of your own health (two-item
scale)
*Adjusted for child’s age, gender, guardian-rated overall health, presence of chronic conditions, length of experience with the provider, Medicaid or
commercial insurance status, practice type, and also characteristics of the respondent or guardian (age, gender, education level, and relationship to the child).
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Patient Assessment of Chronic lliness Care

The five PACIC scale scores reported by chronically ill adults and children are displayed in
Exhibit 27 and Exhibit 28, respectively. Of the five scales, chronically ill adults reported the
highest scores in the delivery system design/decision support scale (mean=3.63 on a 5-point
scale, standard error=0.09) and in problem solving/contextual counseling (mean=3.59, standard
error=0.10). The scale with the lowest scores is follow-up/coordination (mean=2.24, standard
deviation=0.11). The mean score of 2.24 indicates that, on average, follow-up and coordination
“generally did not occur” or occurred only “sometimes.” Patients in the Medicaid group
generally reported higher scores than patients with commercial insurance. Differences by
insurance status are statistically significant in one scale—problem solving/contextual counseling
(p=0.017).

Chronically ill children in the Medicaid group reported the highest scores in the delivery system
design/decision support scales (mean=4.11, standard error=0.25). Among commercially insured
children, the delivery system design/decision support scale (mean=3.81, standard error=0.24)
and the problem solving/contextual counseling scale (mean=3.78, standard error=0.17)
received the highest scores. Both groups reported the lowest score in the follow-
up/coordination scale (mean=2.93 in the Medicaid group, and mean=2.29 in the commercially
insured group). Respondents for children in the Medicaid group also reported higher scores in
all five PACIC scales than children in the commercially insured group, but the differences were
not statistically significant.

Exhibit 27: Patient Assessment of Chronic lliness Care: Adult Survey

mean | SE | mean | SE | pvalue* | mean | SE
Patient activation 3.55 0.26 | 3.38 0.11 | 0.299 3.37 0.10
Delivery system design/decision support 3.85 0.23 | 3.60 0.10 | 0.310 3.63 0.09
Goal setting 3.26 0.25 | 2.70 0.11 | 0.060 2.79 0.10
Problem solving/contextual counseling 3.91 0.23 | 3.58 0.11 | 0.017 3.59 0.10
Follow-up/coordination 2.85 0.26 | 2.16 0.12 | 0.090 2.24 0.11

*Adjusted for respondent’s age, gender, race, education level, whether the respondent lives with others, self-rated
overall health, self-rated mental health, length of experience with the provider, Medicaid or commercial insurance
status, and practice type.
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Exhibit 28: Patient Assessment of Chronic lliness Care: Child Survey

mean SE mean SE | pvalue* | mean SE
Patient activation 4.07 0.26 3.42 0.30 0.117 3.37 0.10
Delivery system design/decision support 4.11 0.25 3.81 0.24 0.381 3.63 0.09
Goal setting 3.60 0.26 2.89 0.21 0.213 2.79 0.10
Problem solving/contextual counseling 4.08 0.25 3.78 0.17 0.355 3.59 0.10
Follow-up/coordination 2.93 0.32 2.29 0.22 0.300 2.24 0.11

*Adjusted for child’s age, gender, race, guardian-rated overall health, length of experience with the provider,
Medicaid or commercial insurance status, practice type, and also characteristics of the respondent or guardian
(age, gender, education level, and relationship to the child).

3.1.4 Discussion

IMPAQ obtained reasonable distributions across age groups and insurance status. IMPAQ
sought to oversample African Americans and were able to obtain sufficient sample size to
analyze opinions separately for that group. IMPAQ also sought to increase sample size among
providers serving large percentages of patients in the Maryland Health Insurance Plan (MHIP),
the state’s high-risk pool, as a proxy for large portions of chronically ill patients. Indeed,
percentages of respondents with chronic illness were much higher than IMPAQ estimated they
would be based on the projections in the literature. In 2004, it was projected that 37 percent of
adults would have chronic illnesses in 2012.*® Similarly, in the late 1990s (the most recent
estimate IMPAQ could find), 15-18 percent of children were considered chronically jl] 1920
However, in IMPAQ's sample, 67 percent of the adults were chronically ill and so were 31
percent of the children. The oversampling strategy may have been highly successful. On the
other hand, the differences between the estimated and observed population may be due to
varying definitions of chronic illness between the above reports and CAHPS, or may indicate
that the projections were too low and a larger portion of the population has become chronically
ill over time.

Patients at the first measurement in this evaluation (at one year) were generally pleased with
the care they received from MMPP participating providers. Adults reported high cultural
competency, provider communication, and always receiving timely appointments, care, and
information. Respondents for children were pleased with overall performance of the provider,
provider communication, and advice on staying healthy. They tended to trust highly in their
provider.

® Anderson G. & Horvath, J., (2004). The growing burden of chronic disease in American. Public Health
Reports,119(3): 263-270.

19 Newacheck, P.W., Strickland B., Shonkoff, J.P., et al. (1998). An epidemiologic profile of children with special
health care needs. Pediatrics, 102(1 Pt 1): 117-123.

%% Stein R.E., Silver, E.J. (1999). Operationalizing a conceptually based noncategorical definition: a first look at US
children with chronic conditions. Archives of Pediatrics & Adolescent Medicine, 153(1): 68- 74.
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Areas for potential improvement include items and scales rated lower by patients. Adult
patients indicated that providers do not always talk with them about how a family member can
help them in maintaining a healthy diet plan and appropriate physical activity, or in following
the treatment plan. Among respondents for children, lower scoring scales were related to
getting timely appointments and provider support in taking care of children’s health.

Scores on most scales were equivalent between Medicaid and commercially insured patients,
between the chronically ill and those without chronic conditions, and between African
American and Caucasian patients, suggesting few disparities in patient experience, at least on
these characteristics. Typically, the group that would be considered the more vulnerable
population tended to rate their provider or practice more highly; cases where the more
vulnerable population rated providers lower were not statistically significant.

Adult patients who have chronic conditions and those who do not assessed cultural
competency, access to care, and engagement of family equivalently, but there were statistically
significant differences in whether providers discuss medication decisions with them.
Respondents for chronically ill children gave slightly higher ratings to how well providers
communicate with patients and the overall rating of the provider than respondents for children
who are not chronically ill.

African Americans judged all CAHPS scales similarly to Caucasians, except that African
Americans were more likely to receive advice from their providers on staying healthy, and
respondents for African American children were more likely to feel that the provider supported
the children in taking care of their own health.

Analyses of the PACIC scales for chronically ill patients showed that patients rated problem
solving/contextual counseling, delivery system redesign/decision support, and patient
activation most highly. Follow up/coordination was rated lower. Statistically significant
differences by insurance status were seen among adults in goal setting, problem
solving/contextual counseling, and follow-up/coordination, but not among respondents for
children.

Limitations

The patient survey data offer insights into the first year of the MMPP from the patients’
perspective. However, there are some limitations to the analysis, including the sometimes small
samples that resulted when IMPAQ looked at subgroups, such as chronically ill children with
commercial insurance (n=27). In addition, IMPAQ collected the bulk of the commercially
insured patient survey data during a period several months prior to the collection of the
Medicaid patient survey data, due to difficulties in obtaining the patient contact information. If
participation in the MMPP improves patients’ experiences, the difference in survey collection
periods may have biased findings toward better results in the Medicaid population, because the
PCMH model had been in effect longer when these patients were surveyed.
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3.2 Provider Satisfaction

The purpose of the provider survey is to assess providers’ experiences and satisfaction with the
MMPP and its PCMH principles. The target population for this survey implementation was
primary care providers in participating MMPP practices and non-MMPP primary care providers
in the comparison practices.

3.2.1 Methodology
MMPP and Comparison Provider Surveys

For the provider survey, IMPAQ used instruments developed by the Patient-Centered Medical
Home Evaluators' Collaborative, established by the Commonwealth Fund. The survey questions
were primarily aimed at clinicians (physicians, physician assistants, and advanced practice
nurses). IMPAQ examined provider satisfaction by using the following 12 domains for clinicians
from the PCMH Evaluators’ Collaborative instrument:

= Work content: Activities in a typical day

= Work perceptions: Satisfaction

«  Work perceptions: Burnout

«  Work perceptions: Intent to leave

«  Work perceptions: Work control (clinicians only)

«  Work perceptions: Chaos

« Culture: Values alignment with leaders (clinicians only)
» Culture: Care Team functioning

» Culture: Care Team functioning — within team

= Culture: Care Team functioning — within whole practice
»  Culture: Communication openness and organizational learning

= Work perceptions: Time pressure (clinicians only)

IMPAQ developed three additional question sets to measure domains of specific relevance to
the MMPP:

= Perceptions of PCMH transformation
= Provider satisfaction with chronic illness management

= Satisfaction with PCMH demonstration.
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Both the MMPP provider survey and the comparison group provider survey consisted of 98
questions and sub-questions. Both surveys included skip patterns and logic that move the
respondent through the appropriate set of questions.

Pilot Testing the Survey

IMPAQ pilot tested the provider survey, which was submitted to the MHCC on April 23, 2012, in
the Report on Data Collection. The purpose was to test survey content, ensure that the wording
of the questions was understandable, ensure the adequacy of response options, and measure
the time needed for completion. Emails were sent to potential pilot subjects together with an
electronic copy of the provider survey. Providers were invited to participate in the pilot test by
completing the survey and a brief follow-up telephone interview.

A total of nine providers participated in the pilot. Of these providers:
= Seven completed the survey and participated in a follow-up telephone interview.

= One provider completed the survey and did not volunteer for a follow-up telephone
interview.

» One provider provided feedback (in writing) about items in the instrument without
answering individual questions in the survey and did not participate in a follow-up
interview.

In addition, IMPAQ received feedback from a subject matter expert who is a member of the
team. IMPAQ used the findings from the pilot test to revise the survey. The pilot version of the
survey had 134 questions, counting sub-questions as individual questions.

Providers who participated in the follow-up interview noted that the survey was too long and
that IMPAQ would obtain an improved response rate if the survey were shortened. Completing
the provider survey took 19.37 minutes on average, more than the desired 15 minutes. This
means that the providers completed about seven sub-questions per minute. To reach the
desired average completion time of 15 minutes, the survey had to be reduced to about 100
questions.

Revision of the provider survey included the following:
= Deletion of some questions
« Rewording of some sub-questions
= Addition of sub-questions
= Addition of comment boxes
« Elaboration of sub-questions that were found confusing
= Revision of response options.

The revised MMPP provider survey is in Appendix H, and the comparison provider survey in
Appendix I.
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Data Collection Methodology

IMPAQ planned to collect data on 393 providers in 52 MMPP practices and on providers in the
comparison groups through two rounds of surveys. The first wave was conducted during 2013
(baseline), and the second wave will be conducted at the end of the three-year MMPP
demonstration.

IMPAQ administered the baseline survey online using Snap Surveys software
(http://www.snapsurveys.com/). Snap Surveys supports advanced skip patterns, as well as
consistency and quality control checks. In addition, it features a variety of customizable options,
including an auto-fill function that allows defined values to be pre-populated in question text,
automatic email invitations and reminders, survey login for added security, and the ability to
track responses. Snap Surveys has self-certified its adherence to the privacy and security
standards of the Health Insurance Portability and Accountability Act of 1996 (HIPAA).

Instrument Programming and Testing

After the MHCC approved the final provider instruments, IMPAQ programmed the instrument
for online administration and then tested it. The protocol included various testing scenarios to
ensure that the online instrument was performing correctly. Staff checked such features as skip
logic, single response versus multiple responses, mutual exclusivity of responses, consistency in
the onscreen presentation of the online survey, spelling/grammatical errors, survey error
messages, and instructions for the respondents.

IMPAQ populated the online instrument with providers’ contact information using the
Maryland Board of Physicians (MBP) licensure database.” In addition, IMPAQ reached out to
the practices to collect additional contact information for physicians who could not be located
in the MBP database and for their mid-level providers. An Excel spreadsheet populated with
provider contact information (e.g., practice name, first and last name of contact person, email
address) was linked to the online instrument.

A paper version of the instrument was mailed to identified MMPP providers for whom IMPAQ
did not have an email address and to providers who preferred a paper-based version. The team
keyed the responses from the paper-based surveys into the online instrument so that there was
a single analytic data file for each group of providers (MMPP and comparison groups).

21 The advance letter to providers referenced the email address found in the MBP database for each provider and
asked them to update the address if it was not current. For physicians without an email address in the database,
we requested one.
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Survey Execution

Execution of the provider survey included the following steps:

1. Sending an advance letter from the MHCC Executive Director to providers that explained
the purpose and importance of the study; it informed them that they would receive an
email containing a link to the web-based survey, and information on how to access,
complete, and submit responses electronically (see Appendix J).

2. Sending an email from IMPAQ to practice champions to ask for their assistance in
encouraging their providers to complete the provider survey and to confirm the
provider information known to the team (see Appendix K)

3. Sending an advance letter from IMPAQ to MMPP providers requesting their email
address or verification that the email listed in the letter was correct (see Appendix L)

4. Sending the target respondent an email with a link to the web-based survey (see
Appendices M and N)

5. Sending a letter containing the web link, unique user and password information, and a
paper version of the survey to those MMPP providers without listed email addresses
(Appendix O)

6. Opening the web-based instrument and sending five reminders to providers during
fielding (Appendix P). As part of the advance letters, IMPAQ provided a telephone
number and an email address (PCMH®@impagint.com) for any general inquiries or email
address updates.

IMPAQ sent the advance letters to the MMPP and comparison providers on April 3 and April 8,
2013, respectively, and opened the surveys on April 8, 2013. The surveys were available for
online completion for five months. During this submission period IMPAQ tracked survey
participation using the online system. Starting approximately two weeks after the initial email
was sent to providers, the team sent email reminders to prompt participants who had not yet
responded to complete the survey. Each email reminder contained the web address and the
unique login information. For providers without an email address, IMPAQ used mailing
addresses from the MBP database to send a paper version (Appendix Q) of the instrument. A
cover letter and the paper survey were sent to MMPP providers who did not have listed email
addresses or whose email address failed (n=140). In addition, a reminder postcard (Appendix R)
was sent to providers who did not complete the survey. IMPAQ also reminded MMPP providers
about the survey during the March 28, 2013 MLC meeting. The MHCC sent a participation
encouragement email on May 30, 2013, requested participation during a presentation at the
August 6, 2013 MLC meeting, and individually reached out to practices with no participation at
the same MLC meeting. The timeline for the fielding of the web survey is shown in Exhibit 29.
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Exhibit 29: Provider Satisfaction Survey Timeline

Task Date of Completion

Email sent by the MHCC to MMPP providers 3/27/2013
Letter sent by IMPAQ to MMPP providers 4/3/2013
Email sent by IMPAQ to Practice Champions 3/28/2013
Email sent by IMPAQ to MMPP providers 4/8/2013
Email sent by IMPAQ to Comparison Group Providers 4/8/2013
MMPP provider survey goes live 4/8/2013
Comparison provider survey goes live 4/8/2013
First reminder emails 4/17/2013
Second reminder emails 5/8/2013
Mail survey to MMPP providers without email addresses 5/17/2013
Third reminder emails 5/22/2013
Fourth reminder emails 5/29/2013
Last reminder email 6/6/2013
Official end 6/14/2013
Surveys closed MMPP 9/24/2013
Comparison 9/25/2013

Analysis Methodology

In the analysis of provider satisfaction, IMPAQ first produced descriptive statistics about the
provider sample and their practices. IMPAQ used percentages or means with standard
deviations to describe the characteristics of responding providers from the MMPP and
comparison group practices, including respondents’ age, gender, race, professional licensing,
and years in their current practice. The results also report characteristics of the practices where
these respondents work, including ownership, practice type, and use of electronic health record
(EHR) system. IMPAQ obtained practice variables from the MBP licensure database.

IMPAQ compared these characteristics between respondents in MMPP sites and those in
practices in the two comparison groups (the CareFirst [CF] PCMH group and the unexposed
group) selected using a propensity score matching approach (described further in Appendix A).
IMPAQ used one-way analysis of variance (ANOVA) to test the differences between the three
groups for continuous variables (i.e., age) and chi-squared tests or Fisher’s exact tests for
categorical characteristics, such as gender and race. For the two comparison groups, IMPAQ
also described their self-reported level of exposure to the PCMH concept.

From the data collected in the provider survey, IMPAQ reports the following aspects of provider
attitudes, satisfaction, and experience:

Satisfaction with care

2. Job satisfaction
3. Work content
4. Care team composition
5. Within-care-team functioning
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6. Values alignment with leaders
7. Communication openness and organizational learning
8. Perceptions of the PCMH demonstration.

IMPAQ generated composite scores for items that constitute validated scales specific to the
area of focus. For each group, the results report means and standard deviations. To assess
differences in these measures among the MMPP, CF PCMH, and unexposed provider
respondents, IMPAQ constructed ordinal logistic regression models that were adjusted for age,
gender, race, profession, length of experience in the profession, practice type, and use of an
EHR system. Ordinal logistic regression is appropriate, because the item categories and
composite scales are ordered, but not interval (i.e., the distance between two categories is not
always the same), and are not normally distributed. IMPAQ also used robust clustering to
account for shared variation among providers in the same practice site. IMPAQ reports p-values
for differences between the MMPP group and the CF PCMH group, and between the MMPP
group and the unexposed group.

3.2.2 Data Collection

The sample for the survey of provider satisfaction and attitudes included all providers
(physicians, nurse practitioners, advanced practice nurses, and physician assistants) listed as
participants in the MMPP in state documents or information received from practice leads. The
sample of comparison providers included all physicians that could be identified as associated
with any practice selected as a comparison based on the propensity score modeling approach.
This approach seeks to identify practices that are as close as possible on all measurable criteria
to practices that applied and were selected to participate in the MMPP.

Of the sample of 248 MMPP providers, 105 completed the survey; of the sample of 416
comparison providers, 136 completed the survey (53 CF PCMH and 83 unexposed providers).
Exhibit 30 illustrates the eligibility of the providers in each sample.

Exhibit 30: Eligibility of Providers in Each Sample

Comparison Providers
CF PCMH
Comparison

MMPP
Providers

Unexposed Total

Comparison

Practices

Practices

Eligible (with email address) 224 192 416 248
Eligible (no email address) 6 6 12 127*
Not eligible 6 0 6** 6t
Duplicate Providers 0 0 0 12
Total 236 198 434 393

* Includes 11 providers who completed the paper survey.

** Two providers were in outpatient urgent care practice, one was in general pediatric care, two were hospitalists, and one no

longer practiced in Maryland.

T Five providers were no longer in practice, and one provider was part-time.
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Exhibit 31: Completed Surveys by Provider Group

Total Total Eligible Sample Completed % Complete
Sample (with email addresses)
MMPP Practices 393 248 105 42%
Unexposed Comparison 236 224 83 37%
Practices
CF PCMH Comparison 198 192 53 28%
Practices

* Includes 11 surveys completed using the paper version and then entered into the online web survey.

Eleven providers completed the survey using the paper version. These survey responses were
then entered into the online web survey by IMPAQ.

Data Coding, Editing, and Cleaning

IMPAQ carried out various data quality control checks at all stages of the data collection
process. The programmer implemented appropriate range, logic, and skip patterns (routing).
The data from the paper surveys were entered into the web-based survey so that the same
data quality checks could be applied.

Lessons Learned

The lessons learned from the provider survey include developing methods for obtaining and
verifying the email addresses of the providers, de-duplicating the sample within groups and
between groups to identify the unique members of each sample, and developing methods to
increase response rates. If the option is available, incentives have been shown to increase
response rates with this target population. In addition, IMPAQ may develop and format the
survey for mobile devices, since this is an innovative format for data collection. This
development would need to be explored for appropriate use and budgeted.

3.2.3 Analysis Results
Characteristics of Respondents

IMPAQ received usable responses from 105 providers in the MMPP group, 53 in the CF PCMH
group, and 83 in the unexposed group. The response rate for each individual question ranged
from 78 percent to 99.6 percent. Exhibit 32 shows the individual and practice characteristics of
respondents; their average age was about 50, they were roughly evenly divided between men
and women, and the majority race was Caucasian. Most had worked in their current practice
for more than two years.

There were no statistically significant differences between the three groups in age, gender,
race, or years in current practice. However, there were nurse practitioners, advanced practice
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nurses, and physician assistants in the MMPP group in addition to physicians, while in the two
comparison groups, there were only physician respondents. This is a limitation introduced by
IMPAQ’s reliance on the MBP licensure database (which contains data only on physicians) to
identify comparison group respondents. In addition, some MMPP providers and some
unexposed providers reported working in a “hospital/other” facility type, while no CF PCMH
providers reported practicing in that setting. Significantly more providers in the unexposed
practices worked in the “hospital/other” setting as compared to providers in the MMPP
practices. Providers in the two comparison groups were also more likely to have an EHR system
in their practice than those in the MMPP practices. As expected, the CF PCMH providers
showed greater exposure to the PCMH concept than the unexposed providers. Among CF
PCMH providers, 53 percent reported active participation in a PCMH program, while only 13
percent of responding providers in “unexposed” practices reported such participation.

Satisfaction with Care and with Current Job

Exhibit 33 displays providers’ ratings of satisfaction with care provided to their chronically ill
patients and to their entire panel. At one year, there were no statistical differences between
MMPP respondents and those in the two control groups in satisfaction with care overall or in
the 11 specifically surveyed aspects of care. Generally, providers’ satisfaction with care for their
chronically ill patients was lower than their satisfaction with care for their entire patient panel.
MMPP providers, compared with providers in the two comparison groups, reported higher
overall satisfaction with care and also higher scores in the 11 specific care processes, but these
differences did not reach statistical significance at the five percent level.

However, MMPP providers were significantly more satisfied with their current job than the CF
PCMH providers (p=0.02) (Exhibit 34). There was no statistically significant difference between
MMPP providers and those in the unexposed group. In addition, no statistically significant
difference among providers in the three groups could be discerned regarding intention to leave
their job. All three groups also reported a similar pace (i.e., how calm, busy, or hectic schedules
were) in a day-to-day practice.

Exhibit 32: Characteristics of Provider Respondents by MMPP Participation Status
MMPP Comparison Group

(n=105) CF PCMH Unexposed
Match Match

(n=53) (n=83)

BN BN NN B RN

Age, mean (SD)
25-34 8 9% 2 4% 5 9% 0.497
35-44 22 26% 12 27% 21 37%
45-54 23 27% 14 31% 8 14%
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