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2.A. 2018 Starter participation

In the 4 regions that began CPC+ in 2018, CMS has partnered with 8 private and public payers
and 9 health IT vendors to support the efforts of 168 primary care practices to achieve the
Comprehensive Primary Care Functions. Like the cohort that started CPC+ in 2017, the cohort
that started in 2018 has shown fairly steady participation over the first three program years. By
the end of Program Year (PY) 3, CMS was partnering with 8 payers and 8 vendors to support
153 primary care practices serving nearly 1.2 million patients (Figure 2.A.1). Overall, there has
been a 7 and 5 percent decrease in the number of practices and practitioners participating,
respectively, but a 4 percent increase for patients. The same number of payer partners and health
IT vendors have partnered with this cohort since the start of CPC+.

Figure 2.A.1. Stakeholders involved in CPC+ in PY 1 through PY 3, 2018 Starters

Payers? Practices Practitioners Patients® -

Start of PY 1 16 165 1,135 1.1M 8
End of PY 2 16 156 1,100 1.3M 8
End of PY 3 16 153 1,080 1.2M 8
Change from PY 1 -0% -T% 59, +49%, 0%

Source: Mathematica’s analysis of PY 1, PY 2, and PY 3 CPC+ practice, payer, and health IT tracking data
provided by CMS; practice-reported financial data; and CMS Medicare FFS attribution data.

@ Payer partners that operate in more than one region are counted separately for each region in which they partner.

b The patient count for PY 1 reflects the number of patients served by CPC+ practices at the end of the first program
year.

¢ Health IT vendor counts include vendors who formed partnerships with Track 2 practices. The health IT vendor
count for PY 1 reflects the number of health IT vendors partnering with Track 2 practices at the end of the first
program year.

FFS = fee-for-service; M = million; PY = Program Year.
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2.B. Comparison of practices that stopped participating in CPC+ and
practices that remained

In this Appendix, we examine the characteristics and experiences of the 400 (13 percent)
practices that stopped participating in CPC+ by the end of Program Year (PY) 4, and how they
differ from the practices that continued to participate in CPC+. Of the 400 practices that stopped
participating during the first four years of CPC+, 249 (8 percent of all practices) stopped
participating due to an organizational change and 151 (5 percent of all practices) voluntarily
withdrew from CPC+ or were terminated by CMS.

The 400 practices no longer participating in CPC+ differed from the practices that
remained in CPC+ in several ways. By the end of PY 4, practices that were no longer
participating in CPC+—regardless of why they were no longer in CPC+—were more likely than
the practices that remained in CPC+ to:

e Be Track 1 practices (61 versus 46 percent of practices that remained in CPC+).
e Be independently owned (50 versus 44 percent) at the start of CPC+.

e Have fewer primary care practitioners (that is, be smaller) (62 percent versus 27 percent had
one to two practitioners in their most recent CPC+ tracking data).

e Have less experience with advanced approaches to care delivery at the start of CPC+ (49
percent had prior primary care transformation experience, compared to 63 percent of
practices that remained in CPC+); and have a lower average score (2.99 versus 3.14) on a
measure of advanced care delivery (M2-PCMH-A) in the first year of CPC+.!

e Have a higher average risk score (1.14 versus 1.10) for their Medicare fee-for-service (FFS)
beneficiaries; and have higher average monthly expenditures per Medicare FFS beneficiary
($906 versus $879).

e Report that the following CPC+ activities were very burdensome in their most recent
response to the CPC+ Practice Survey: meeting care delivery requirements (23 versus 11
percent), completing care delivery reporting requirements (33 versus 21 percent), and
meeting health IT requirements (25 versus 10 percent).

e Have a less favorable opinion of CPC+’s ability to improve the quality of care provided to
patients in their most recent response to the CPC+ Practice Survey (37 percent versus 55
percent reported that participating in CPC+ improved the quality of care provided to patients
a lot) (see Figure 2.B.1).

! For a definition of the modified Patient-Centered Medical Home Assessment (M2-PCMH-A) tool, please refer to
Figure 2.B.1, footnote d.
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The 151 practices that voluntarily withdrew or were terminated differed from practices
that remained in their perceptions of Medicare FFS payments and experience with CPC+
payments for participation.? Practices that voluntarily withdrew or were terminated, but not
practices that withdrew due to an organizational change, were /ess likely than practices that
remained to report that Medicare fee-for-service (FFS) payments were adequate or more than
adequate (29 versus 51 percent) in their most recent response to the CPC+ Practice Survey. We
also examined differences in payments practices received for PY 1 CPC+ participation from
CMS and other payers between practices that voluntarily withdrew or were terminated and those
that remained.’ We found that total payments to the practice may be a more important driver
than per-practitioner payments for practices’ continued participation in CPC+:

e Median PY 1 payments per practice within each track were lower for practices that
voluntarily withdrew or were terminated compared to practices that remained in CPC+ (for
Track 1, $51,574 versus $92,508; for Track 2, $132,937 versus $208,276).

e However, median PY 1 payments calculated per practitioner were comparable within track
(for Track 1, $35,412 versus $32,073; for Track 2, $57,982 versus $52,882).

2 Payments for participation are payments from CMS and other payer partners to support practices’ participation in
CPC+. These payments are distinct from payments for performance, which practices received only if they met cost,
utilization, and/or quality targets. Payments for participation are typically paid as care management fees and account
for about 90 percent of all enhanced payments paid to CPC+ practices. See Chapter 3 for more information on types
of payments.

3 We examined PY 1 payments only, so we would have data for all practices.
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Figure 2.B.1. Comparison of 2017 Starters that exited CPC+ in PY 1 to PY 4 and those that
remained in CPC+ at the end of PY 4

Compared to practices that remained in CPC+, practices that voluntarily withdrew or were terminated
by CMS by the end of PY 4 were more likely to be in Track 1 than Track 2, be independent, be
smaller, have less experience with advanced approaches to care delivery at the start of CPC+, and
have less-positive perceptions of CPC+.
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Figure 2.B.1 (continued)
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Figure 2.B.1 (continued)

Source: Mathematica’s analysis of PY 1-PY 4 CPC+ practice tracking data provided by CMS, PY 1 practice-reported financial
data submitted to CMS, PY 1 payment data provided by CMS, and data from the independent evaluation’s PY 1-PY 4
CPC+ Practice Surveys. Practice characteristics were measured at baseline (before CPC+), with the exception of
practice size, which comes from December 2019 or the most recent end-of-year CPC+ practice tracking data available
for the practice. Data on practices’ payment amounts are based on payments made to practices for PY 1 participation.
Data on practices’ perception of CPC+ came from the practice’s most recently completed CPC+ Practice Survey.

Notes: N = 2,999. We statistically tested differences between practices that remained in CPC+ in PY 4 and (1) practices that left
CPC+ for any reason, (2) practices that voluntarily withdrew from CPC+ or were terminated by CMS, and (3) practices
that closed, merged with another CPC+ practice, or experienced another organizational change that resulted in their
leaving CPC+. The characteristics of the practices that remained in CPC+ as of Dec 30, 2020 may differ from those
presented in Figure 2.7. This is because the data presented here was measured before CPC+ to facilitate the
comparison of practices that left CPC+ with those that remained whereas the data in Figure 2.7 reflects updated practice
characteristics from the end of PY 3.

2 Organizational change refers to practices that closed, merged with a CPC+ practice, merged with a non-CPC+ practice, were
acquired by another organization, adopted a concierge model, or had other changes in ownership. In PY 3, we expanded our
definition of organizational change to include withdrawal reasons beyond closures and mergers with CPC+ practices. However,
closures and mergers with CPC+ practices still account for 82 percent of this group of withdrawn practices.

b Total practices (N = 2,999) includes 94 practices considered “new” in PY 3 and PY 4. Fifty-nine of these new practices were due to
an application mistake (multiple practices originally applied to CPC+ as one practice) and the remaining 35 were due to practice
growth resulting in formation of additional practices.

¢We defined participation in prior primary care transformation initiatives as participation in CPC Classic or the Multi-payer Advanced
Primary Care Practice demonstration or having medical home recognition before CPC+ (as recognized by the National Committee
for Quality Assurance, The Joint Commission, Accreditation Association for Ambulatory Health Care, Utilization Review
Accreditation Commission, or state medical-home recognition status).

4The CPC+ Practice Survey includes a modified Patient-Centered Medical Home Assessment (M2-PCMH-A) tool, which
Mathematica adapted for the CPC+ evaluation to capture approaches to care delivery. Practices were asked to rate their
approaches on a scale from 1 (least advanced approach) to 4 (most advanced approach).

ACO = Accountable Care Organization; FFS = fee-for-service; PCP = primary care practitioner; PY = Program Year; SSP =
Medicare Shared Savings Program.

*I**[***Difference between this group of practices and the practices that remained in CPC+ (data in the fourth column) was
statistically significant at the 0.1/0.05/0.01 level.
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3.A. Payer Survey

This Appendix describes the CPC+ Payer Survey used to assess the details of payer partners’
involvement in Comprehensive Primary Care Plus (CPC+). It details survey fielding (Section 1),
sampling methods (Section 2), survey content and measures (Section 3), and data tables (Section
4). Section 5 contains the Program Year (PY) 4 survey instrument.

3.A.1. Survey fielding

A. Timing of survey administration

Mathematica administers the CPC+ Payer Survey annually each program year to the payers
partnering with CMS in the regions that began CPC+ in 2017.# The first wave of the survey was
administered from September through December 2017, 9 to 12 months after CPC+ began (Table
3.A.1). The second and third waves of the annual survey were administered from September
through December (or the following January) of PYs 2 and 3. The most recent wave of the
survey was administered from August through November of PY 4.

Table 3.A.1. CPC+ Payer survey administration dates

Program year Survey wave Fielding dates

PY 1 Wave 1 September—December 2017
PY 2 Wave 2 September 2018-January 2019
PY 3 Wave 3 September—December 2019
PY 4 Wave 4 August—November 2020

PY = Program Year.

B. Survey mode, fielding procedures, length, and incentive

Across all four survey waves, we administered the CPC+ Payer Survey as a web survey. At the
start of CPC+ and annually afterwards, CMS provided Mathematica with a list of contacts—
including name and email address for each CPC+ payer partner, typically someone from the
payer’s senior leadership who was knowledgeable about the organization’s decision making, for
example, the director of quality programs.

We administered the surveys over a 14-week field period. At the start of fielding, we sent the
payer contacts® an email invitation to complete the survey and a link to access it. We sent four
email reminders, and made telephone reminder calls to any payers that had not completed the
survey by Week 7 (Table 3.A.2).

# Mathematica also administered the first three waves of the CPC+ Payer Survey to payers in regions that began
CPC+ in 2018, but because the focus of this annual report is on the regions that started CPC+ in 2017, this Appendix
reports information about the surveys administered to payers partnering in the 2017 regions only.

>InPY 3 and PY 4, we also emailed the survey invitation to the person who completed the survey the previous year,
if that was someone different from the primary payer contact for that year.

10
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The survey required 30 to 60 minutes to complete, depending on the number of questions each
payer partner had to answer, and—in later rounds—how much data we could prepopulate from
prior rounds.® Payers were informed that, although their survey responses would be shared with
CMS, we would not share them with any other payers or with any primary care practices. Payers
were not required to complete the survey, but CMS strongly encouraged them to respond. We
did not offer an incentive to complete the survey.

Table 3.A.2. Fielding procedures for PY 4 CPC+ Payer Survey?

Week of field period Fielding activity

Week 1 Initial web survey email invitation mailing
Week 2 Email reminder

Week 5 Second email reminder

Week 7 Telephone reminder call

Week 8 Second telephone reminder call

Week 10 Third reminder email

Week 11 Final reminder email

End of Week 14 Payer survey data collection ended

a Similar fielding plans were used for the PY 1, PY 2, and PY 3 CPC+ Payer Surveys.

3.A.2. Sampling, sample sizes, and response rates

For each survey wave, we administered the survey to all payer partners involved in CPC+ at the
time of survey administration (Table 3.A.3). We obtained response rates between 84 and 95
percent in each wave.

Table 3.A.3. CPC+ Payer Survey sample sizes and response rates

Number of CPC+ payer partners

Partnering in CPC+ at the time of the survey? 63 64 60 58
Sent surveys 63 64 60 58
Returned surveys 52b 59 55 51
In analysis sample® 60 54 53 50
Response rate (percentage, unweighted) 95.2 84.3 88.3 86.2

2 0ne payer partners in eight CPC+ regions and fills out only one survey because they follow a common approach in
all eight regions. During data cleaning, we duplicate survey responses for each region in which this payer partners,
and we count them separately.

b Only 52 of 63 payer partners responded to the PY 1 survey. However, we interviewed 60 of the 63 payer partners in
PY 1 and used responses to these interviews to impute survey responses for 8 of the 11 payers that did not respond
to the survey; the other 3 payers that did not respond to the survey withdrew from CPC+ before we conducted the
interviews.

¢ Our analysis sample excludes payers that had zero attributed lives in each program year and therefore could not
provide CPC+ supports.

CPC+ = Comprehensive Primary Care Plus; PY = Program Year.

6 Beginning in PY 2, to reduce respondent burden for payers, we prepopulated answers based on answers to the
prior survey waves.

11
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3.A.3. Survey content

The CPC+ Payer Survey instrument was developed by Mathematica specifically for the
evaluation. The PY 4 CPC+ Payer Survey content was largely the same as the surveys used in
the previous program years’ with the exception that, in the PY 4 survey, we added questions
about coronavirus disease 2019 (COVID-19) and Primary Care First (PCF), a new CMS model
that builds on the principles of CPC+. To develop these new questions, we conducted cognitive
pretest interviews with five CPC+ payer partners. The PY 4 survey included questions regarding
four general concepts (Table 3.A.4 details the questions in each of the survey’s four sections):

1. NEW IN PY 4: COVID-19. Questions about how the COVID-19 pandemic may have
affected payers’ payment policies for all primary care practices they contract with, regardless
of whether the practice participates in CPC+.

2. Payer partnership in CPC+. Questions about how payers are contracting with CPC+
practices and attributing members to CPC+ practices.

3. Payers’ approach to CPC+ payments. Questions about the payers’ payment approaches for
CPC+ and primary care generally—including the type of payments the payers use for
primary care practices, the extent to which payers provide care management fees and
Performance-based Incentive Payments to CPC+ practices, and the extent to which payers
provide other types of payments such as shared savings, enhanced payments, and alternative
to FFS payments to CPC+ and non-participating practices.

4. Payers’ approach to using and providing quality measures, data feedback, and
technical assistance to primary care practices. Questions about the extent to which payers
use quality measures to calculate primary care payments and provide data feedback and
technical assistance to CPC+ and non-participating practices.

5. How payers’ supports for primary care practices may have changed since partnering in
CPC+. Questions about whether payers have made changes to their primary care practice
supports (e.g., the amount or frequency of payments to practices) since the start of CPC+,
and if so, how much those changes may have been influenced by partnering in CPC+.

6. NEW IN PY 4: Primary Care First (PCF). Questions about payers’ decisions to partner
with CMS in PCF and the reasons for their decisions.

Table 3.A.4 lists the survey sections, survey question content, and number of survey questions
per section.

" The PY 3 survey was based largely on the PY 2 survey, which built upon the PY 1 survey. The changes for the PY
2 survey included (1) refinements to how we described the payment approaches throughout many of the questions,
as we learned from interviews that payer partners used different terminology to describe their approaches; and (2)
seven additional questions focused on data feedback and concurrent primary care transformation initiatives. We
made these changes to address the relatively large amount of missing data in the PY 1 survey.

12
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Table 3.A.4. Content of the PY 3 CPC+ Payer Survey

Number of
Survey section Content questions
1 NEW IN PY 4: COVID-19 9

e Whether payers waive patient cost-sharing for treatment of COVID-19 or
primary care services provided via telehealth

e Changes payers have made to their approaches to patient cost-sharing and
reimbursing for primary care telehealth services and visits during the COVID-
19 pandemic

o Whether payers provide any temporary financial supports or interim payment
programs to primary care practices or providers during the COVID-19
pandemic

¢ Any differences across payers’ lines of business in their approach to COVID-19
cost sharing, reimbursement approaches, and/or financial supports

A Payer partnership in CPC+ 9
¢ Lines of business offered
o Whether payers attribute or assign members to CPC+ practices
e Length of lookback period

e Payers’ primary claims-based attribution methodology and the frequency with
which payers rerun CPC+ attribution

e Proportion of self-insured clients who participate in CPC+ and how they are
recruited

B Payment approaches for CPC+ 71
Questions asked about all payment approaches:

e For each type of CPC+ payment (care management fees, Performance-based
Incentive Payments, shared savings payments, enhanced FFS payments, and
alternative to FFS payments):

e The proportion of practices that receive each payment

e The regions in which each payment is provided to practices not participating in
CPC+

e The lines of business in which payers offer each payment

e Whether payers have different approaches to providing each payment to
different practices or lines of business

o Whether payers impose restrictions on how practices can use each payment
o What specific expenses practices are not allowed to spend each payment on

Care management fees:

o Whether payers adjust care management fees based on patient factors, and if
s0, which patient factors payers use to adjust care management fees

e Whether care management fees are tied to practice performance factors, and if
s0, which practice metrics or accreditation standards payers use to determine
eligibility or adjust fees

o If care management fees are adjusted by either patient or practice factors.
whether the per member per month (PMPM) care management payment is
adjusted by tiers/categories or by continuous values

e Average PMPM care management payments (asked separately for Track 1
and Track 2 practices)

o [f applicable: Adjusted PMPM care management payment by tier or adjusted
average and range of values for PMPM care management payment

13
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Table 3.A.4 (continued)

Number of
Survey section Content questions

Performance-based Incentive Payments:

o Whether payers provide upfront Performance-based Incentive Payments to
CPC+ practices

o Whether practices are subject to payment recoupments the following year if
they do not meet prespecified quality or efficiency benchmarks

e Whether payers have finalized Performance-based Incentive Payment
calculations based on practices’ performance the previous year

e Proportion of practices that qualified for Performance-based Incentive
Payments based on their performance the previous year

Shared savings:

o Whether payers have finalized shared savings payments based on practices’
performance the previous year

e Proportion of practices that received shared savings payments based on their
performance the previous year

o Whether payers include downside risk sharing

e The typical maximum percentage of savings and losses payers would share or
pass on to practices

o Whether payers use a minimum savings rate, and if so, the rate they use

o Whether payers made significant changes to their shared savings approach
from the previous year, and if so, the significant changes payers made

Enhanced FFS

e Whether payers provide enhanced FFS payments based on practices’
performance the previous year

¢ Adjustments payers make when calculating enhanced FFS rates or alternative
payment amounts for practices

e The percentage by which payers adjust the FFS rate for participation in CPC+
or another primary care transformation initiative

e The percentage by which payers adjust FFS payments for performance on
utilization, cost, or quality metrics

Alternative to FFS:

o Whether payers receive prospective, alternative payments instead of some or
all FFS payments for all, some, or no primary care services

e The primary care-specific episodes for which practices are receiving
prospective, alternative payments instead of some or all FFS payments

e The primary care-specific episodes for which practices are receiving alternative
or bundled payments

e The maximum adjustment amount for alternative payments based on the

following: participation in CPC+ or another primary care transformation
initiative; utilization, cost, or quality metrics; and practices’ tracks or tiers

e The percentage of payments to primary care practices that are paid through
FFS versus an alternative to FFS payment approach

14
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Table 3.A.4 (continued)

Survey section

Number of
Content questions

C Quality measures, data feedback, and technical assistance 23

The metrics payers use to calculate primary care payments and risk-adjust
those payments

The primary care-specific episodes payers use to calculate the amount of
CPC+ payments or to determine if practices qualify for Performance-based
Incentive Payments

Whether payers share data feedback on cost, use, or quality with primary care
practices, and the types of data included in their data feedback

The frequency with which payers provide data at the system, practice,
practitioner, and patient levels; the format payers use to share data feedback;
and whether payers’ method of sharing data feedback allows practices to
export data

Proportion of practices not participating in CPC+ that receive data feedback on
their system, practice, practitioners, or patients

Regions in which practices not selected for CPC+ receive data feedback

How data feedback provided under other primary care programs compares to
data feedback for CPC+ practices

Whether payers offer CPC+ practices technical assistance or practice
coaching, and the types of assistance payers offer

Whether payers coordinate technical assistance for CPC+ practices with their
Regional Learning Network, and the regions in which this is done

Proportion of practices not participating in CPC+ that receive technical
assistance, and how it differs from the technical assistance CPC+ practices
receive

The supports or services payers offer to CPC+ practices and to CPC+
attributed patients

The types of alternative visits for which payers provide FFS reimbursement to
primary care practices

D Prior and concurrent initiatives 2

The changes payers have made to the primary care practice supports, and
how much those changes were influenced by partnering in CPC+

E NEW IN PY 4: Primary Care First 5

Whether payers plan to partner with CMS in the Primary Care First (PCF)
model in 2021 or 2022

The factors influencing payers’ decisions about whether or not to partner in
PCF

The challenges payers anticipate about partnering in PCF

Total number -
of questions

119

FFS = fee-for service; PCF = Primary Care First; PMPM = per member per month; PY = Program Year.
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3.A.4. Data cleaning and data tables

A.

Data cleaning steps

In addition to standard data entry quality control and data quality checks, Mathematica also
executed a few additional cleaning steps for the CPC+ Payer Survey each wave. The data
cleaning steps include:

1.

B.

Duplicated payers’ responses to ensure payers operating in multiple regions had a
completed survey for each region. One payer operating in multiple regions requested to
complete one survey to represent their responses for all regions in which they are partnering
—and indicated that they use a uniform approach across regions. We duplicated this payer’s
responses for each region. All other payers were asked to complete one survey for each
region in which they were partnering.

Revised responses for payers whose involvement in CPC+ was only as a Medicaid managed
care organization (MCO). In two regions, the Medicaid agencies set the payment policy for
Medicaid MCOs in their respective states. If a payer was only participating in CPC+ as an
MCO in these regions, we overwrote their responses to payment-related questions with the
responses we received from the state Medicaid agencies, because the state Medicaid agencies
predetermined all CPC+ payments related to participation for the MCOs.

Revised responses for payers that made errors in their responses. We reviewed each
completed survey and compared responses to previous years’ surveys. In some instances, we
identified potential errors in payers’ responses. In those cases, we reached out to the payer
via email to (1) confirm our understanding of their response and suggest ways to change the
response, or (2) schedule a brief interview to discuss multiple responses. After a payer agreed
with our suggested change, we updated the survey.

Backcoding other responses. A few survey questions allowed payers to provide "other" (free-
text) responses if they wanted to elaborate on their approach beyond the response options in
the survey. In many instances, we recoded those "other" responses because they did fit into
one of the response options.

Software

We conducted all data cleaning using SAS version 9.4.
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C. Data tables

This section presents data tables showing the responses of 50 of the 58 CPC+ payer partners that
partnered with 2017 regions, were participating in CPC+ in PY 4, and responded to the PY 4
CPC+ Payer Survey. In the data tables, we present the number of payer partners that selected
each response option and the relevant data statistics (e.g., percentage of payers, median response)
for most questions in the PY 4 CPC+ Payer Survey. We did not include responses to questions
that asked payer partners to report average per member per month care management payments by
tiers, lines of business and their minimum savings rate, and questions about partial or full
capitation, because we found that payer partners inconsistently interpreted the questions.

e Table 3.A.5 presents payer partners’ responses to questions in the first section of the survey,
“COVID-19.”

e Table 3.A.6 presents payer partners’ responses to questions in Section A of the survey,
“Payer Partnership in CPC+.”

e Tables 3.A.7-3.A.15 present payer partners’ responses to questions in Section B of the
survey, “Payment approaches for CPC+.”

e Tables 3.A.16-3.A.18 present payer partners’ responses to questions in Section C of the
survey, “Quality Measures, Data Feedback, and Technical Assistance.”

e Table 3.A.19 presents payer partners’ responses to questions in Section D of the survey,
“Prior and Concurrent Initiatives.”
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D. COVID-19

Table 3.A.5. COVID-19 pandemic and payment policies, Program Year 4

Is your organization waiving patient cost-sharing for treatment of COVID-19?

Yes, all patient cost-sharing for COVID-19 treatment is being waived 31 65
Yes, some patient cost-sharing for COVID-19 treatment is being waived or reduced 3 6
No, all standard patient cost-sharing for COVID-19 treatment still applies 1 2
No waivers necessary; our coverage prior to the COVID-19 pandemic did not require 13 27
patient cost-sharing for treatments like those for COVID-19

N 48

During the COVID-19 pandemic, is your organization waiving patient cost-sharing for primary care
services provided via telehealth? Please note, this question is asking about any primary care telehealth

service, not just telehealth for COVID-19.

Yes, all patient cost-sharing for primary care telehealth is being waived 26 54
Yes, some patient cost-sharing for primary care telehealth is being waived or reduced 5 10
No, all standard patient cost-sharing for primary care telehealth still applies as before the 3 6
COVID-19 pandemic

No waivers necessary; our coverage prior to the COVID-19 pandemic did not require 14 29
patient cost-sharing for primary care telehealth services

N 48

Telehealth visits conducted by physicians (MDs and DOs) 48 100
Telehealth visits conducted by non-physician staff (NPs, PAs, or others) 48 100
Telehealth behavioral health visits conducted by physicians or non-physician staff 46 96
Telehealth visits conducted via HIPAA-compliant technology 47 98
Telehealth visits conducted via non-HIPAA compliant technology (for example, Skype, 45 94
Zoom, FaceTime, or comparable technologies)

Telehealth visits conducted via telephone 39 81
N 48

Among payers reimbursing for the following primary care telehealth visits during the COVID-19 pandemic,

percentage of payers that changed this approach due to COVID-19

Telehealth visits conducted by physicians (MDs and DOs) 17 35
Tell\elhealth visits conducted by non-physician staff (NPs, PAs, or others) gg 42
TeI':health behavioral health visits conducted by physicians or non-physician staff ‘112 28
Teghealth visits conducted via HIPAA-compliant technology 42 9
TeI':laheaIth visits conducted via non-HIPAA compliant technology (for example, Skype, g; 87
Zoom, FaceTime, or comparable technologies)

TeIEhealth visits conducted via telephone gg 72

How does your reimbursement rate for primary care telehealth visits during the COVID-19 pandemic

compare to your reimbursement rates for in-person visits?

We reimburse all telehealth visits at rates on par with in-person visits 39 81
We reimburse some, but not all, telehealth visits at rates on par with in-person visits 7 15
We reimburse all of our telehealth visits at rates lower than the rates for in-person visits 2 4
N 48

Has your approach to reimbursement for primary care telehealth visits during the COVID-19 pandemic

changed due to COVID-19?

Yes 26 54
No 22 46
N 48
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Table 3.A.5 (continued)

n %

Is your organization providing any of the following temporary financial supports or interim payment
programs to primary care practices or providers during the COVID-19 pandemic? (select all that apply)

Increased fee-for-service (FFS) payment rates 4 8
Increased capitation payment rates 2 4
Increased care management fee payment rates 0 0
Providing accelerated payments of any kind to practices or providers (for example, 28 57

providing care management fee payments ahead of schedule to help practices
implement COVID-19 responses or ease cash flow problems)

Postponing recoupment of funds owned by practices or providers 11 22
Easing the requirements for practices or providers to earn performance-based payments 12 24
(such as shared savings or bonus payments)
Providing loans directly to practices or providers 4 8
Providing loan guarantees, meaning loans that practices or providers receive from 0 0
financial institutions that your organization is guaranteeing
Providing grants directly to practices or providers 8 16
No, we are not providing any financial supports to primary care practices or providers 5 10
due to the COVID-19 pandemic
Other 8 16
N 49

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.
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E. Payer partnership in CPC+

Table 3.A.6. CPC+ payer partner participation: lines of business, attribution, and self-
insurance, Program Year 4

Commercial: fully insured products 33 66
Commercial: self-insured products (third-party administrator (TPA)/administrative 33 66
services only (ASO)

Health insurance marketplace plan(s) 22 44
State/federal high-risk pools 3 6
Medicare Advantage 33 66
Medicaid/CHIP managed care plan(s) 29 58
Medicaid managed care organization (MCO) only 8 16
Medicaid/CHIP fee-for-service (FFS) 13 26
N 50

Members select or are assigned to a primary care provider (typically at enroliment) 33 67
Members are attributed to a CPC+ practice using a claims-based attribution 38 78
methodology

Other 15 31
N 49

Number
of months

Among payers with claims-based attribution, how many months do you use for the look-back period to
attribute members to CPC+ practices?

Primary look-back period (1-48 months)

Median 24
Minimum 6
Maximum 27
N 38

If no visits during primary look-back period, secondary look-back period (0-48

months)
Median 12
Minimum 0
Maximum 48
N 21

Among payers with claims-based attribution, what is your primary claims-based attribution methodology?

Members are attributed to the primary care practice they visited most frequently during 26 68
the look-back period (i.e., plurality of visits)

Members are attributed to the primary care practice they last visited during the look- 11 29
back period

Other 1 3
N 38

Monthly 19 50
Quarterly 17 45
Twice a year 0 0
Yearly 2 5
Other 0 0
N 38
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Table 3.A.6 (continued)

Among payers with claims-based attribution, can CPC+ practices appeal attribution of certain members?

Yes 17 45
No 21 55

Among payers with commercial self-insured lines of business, how many commercial self-insured clients
participate in CPC+?

All commercial self-insured clients 6 19
Most commercial self-insured clients 6 19
Some commercial self-insured clients 14 45
No commercial self-insured clients 5 16
N 31

Among payers with self-insured lines of business, which of the following strategies are used to recruit

self-insured clients to participate in CPC+?”

All commercial self-insured clients are required to participate in CPC+ 4 13
Commercial self-insured clients are enrolled in CPC+ unless they opt out of 13 42
participation
Commercial self-insured clients can opt into CPC+ participation 14 45
N 31

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.

FFS = fee-for-service; MCO = managed care organization.
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F. Payment approaches for CPC+

Table 3.A.7. CPC+ payer partner payments overview: payment approaches and payment
metrics, Program Year 4

Payers using a payment approach for any CPC+ practices in 2020 (select all that apply)

Care management fees 46 92
Performance-based Incentive Payments or pay for performance 39 78
Shared savings model 29 58
Enhanced FFS payments 5 10
CPCP payments or capitation (partial or full) or global payments 12 24
Prospective bundled payments for primary-care focused episodes of care 3 6
Other 5 10
N 50

Care management fees 45 90
Performance-based Incentive Payments or pay for performance 41 82
Shared savings model 31 62
Enhanced FFS payments 7 14
CPCP payments or capitation (partial or full) or global payments 20 40
Prospective bundled payments for primary-care focused episodes of care 6 12
Other 5 10
N 50

Any CPC+ payments 50 100
Any CPC+ payments for participation (care management fees) 47 94
Any performance-based CPC+ payments (Performance-based Incentive Payment or pay for 49 98
performance, shared savings model, and performance-adjusted enhanced FFS payments)

Any alternative to FFS payment in current year (CPCP payments, capitation or global 15 30
payments, prospective bundled payments for primary-care focused episodes of care)

Any alternative to FFS payment planned for next year 24 48
N 50

Among payers providing any CPC+ payments for participation, payers providing any CPC+ payments for

participation with...

CPC+ care management fees not tied to performance factors 30 64
CPC+ care management fees where practices have to meet performance benchmarks to be 15 32
eligible for CMF

CPC+ care management fees where practices have to meet performance benchmarks to 5 11
determine amount of CMF

CPC+ enhanced FFS adjusted based on participation in CPC+ or another primary care 3 6
transformation

N 47

Among payers providing any CPC+ payments for performance, payers providing any CPC+ payments for

performance with performance-adjusted enhanced FFS

Performance-adjusted enhanced FFS 3 6
N 49

Among payers providing any alternative to FFS payments to CPC+ practices, payers offering pilot or full
alternative to FFS CPC+ payment programs in 2020 based on information from 2020 payer interviews

Pilot alternative to FFS 25
Full alternative to FFS 12 75
N 16
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Table 3.A.7 (continued)

q]

In 2020, are you using these metrics to calculate primary care payments? (select all that apply)

Claims-based cost and utilization measures 40 82
Average cost for primary care specific episodes 1 2
Claims-based quality measures 34 69
Electronic Clinical Quality Measures (eCQMs) 21 43
Patient experience measures (e.g., CAHPS) 10 20
Other 3 6
N 49

Among payers using each metric to calculate primary care payments, do you risk adjust any of the

following metrics?

Claims-based cost and utilization measures 22 55
N 40

Average cost for primary care specific episodes s.S s.s
N S.S

Claims-based quality measures 3 9
N 34

Electronic Clinical Quality Measures (eCQMs) 0 0
N 21

Patient experience measures (e.g., CAHPS) S.S S.s
N S.S

Other S.S S.S

N S.S
Among payers using average cost for primary care-specific episodes to calculate primary care payments,

what primary care-specific episodes are you using to calculate the amount of CPC+ payments or to
determine if practices qualify for Performance-based Incentive Payments in 2020? (select all that apply)

Urinary tract infection S.S S.S
Cellulitis s.s s.S
HIV S.S S.S
Hepatitis C S.S S.s
Bronchiolitis and RSV pneumonia S.S S.s
Hemophilia S.S S.s
CAD and angina s.S s.S
Sickle cell s.s S.S
Hypotension s.S S.S
Dermatitis/urticarial S.S S.S
Upper respiratory infection (outpatient) S.S S.S
Attention-deficit/hyperactivity disorder (ADHD) S.S S.S
Oppositional defiant disorder (ODD) s.S s.s
Otitis Media S.S S.s
Depression S.S S.S
Anxiety S.S S.S
Headache S.S S.S
Low back pain s.S s.S
Asthma S.S S.S
Chronic obstructive pulmonary disease (COPD) S.S S.s
Perinatal care S.S S.s
Other s.S S.s
N S.S

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.
s.s. = small sample. Cells with fewer than 11 responses have been suppressed.

CPCP = Comprehensive Primary Care Payments; CAHPS = Consumer Assessment of Healthcare Providers and
Systems; CMF = care management fee; FFS = fee-for-service; PY = Program Year.
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Table 3.A.8. Proportion of primary care practices receiving care management fees from
payers, among payers offering care management fees, Program Year 4

Non-CPC+ primary
CPC+ Track 1 CPC+ Track 2 care practices

n % n n %

How many practices are receiving care management fees?

None 0 0 2 4 7 15
Some 2 4 1 2 24 52
Most 11 24 11 24 6 13
All 33 72 32 70 9 20
N 46 46 46

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.
Note: n = number of payers that selected each response option to the question; N = total number of respondents.
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Table 3.A.9. CPC+ payers’ approach to care management fees, among payers offering
care management fees to CPC+ practices, Program Year 4

] %

In 2020, for which line(s) of business are you offering your CPC+ care management fees? (select all that
apply)

Commercial: fully insured products 28 61
Commercial: self-insured products (third-party administrator (TPA)/administrative services 23 50
only (ASO)

Health insurance marketplace plan(s) 14 30
State/federal high-risk pools 0 0
Medicare Advantage 18 39
Medicaid/CHIP managed care plan(s) 22 48
Medicaid/CHIP fee-for-service (FFS) 4 9
N 46

Among payers providing care management fees across multiple lines of business, do your 2020 CPC+

care management fees for CPC+ practices differ by line of business?
Yes 21 72

Do you adjust your care management fees based on any patient factors such as demographics, patient
risk score, patient category, or patient health status?

Yes 22 48
No 24 52

Among payers adjusting care management fees based on patient factors, what patient factors do you use

to adjust your care management fees? (select all that apply)

Adjust for demographic characteristics (such as age or sex) 2 9
Adjust for patient risk score (such as Hierarchical Condition Category [HCC] risk score, 3M 20 91
Clinical Risk Groups [CRG], Milliman Advanced Risk Adjusters [MARA], or DxCG)

Adjust for patients' prior cost or service use 0 0
Other 5 23
N 22

In addition to CMS CPC+ requirements, do you use any factors tied to practice or practitioner

performance—such as utilization, cost, or quality metrics, or accreditation standards such as Patient-
Centered Medical Home (PCMH) participation—to determine... (select all that apply)

Whether practices are eligible to receive any care management fees

The amount of care management fees a practice may receive 5 11
None of the above 30 65
N 46

Among payers using practice or practitioner performance factors to determine practice eligibility to

receive care management fees, which metrics or accreditation standards do you use to determine practice
eligibility to receive care management fees? (select all that apply)

Practice performance on utilization metrics 9 60
Practice performance on cost metrics 9 60
Practice performance on quality metrics 13 87
Achieving Patient-Centered Medical Home (PCMH) recognition or PCMH tier 2 13
Other 2 13
N 15
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Table 3.A.9 (continued)

] %

Among payers using practice or practitioner performance factors to determine the amount of care
management fees a practice may receive, which metrics or accreditation standards do you use to adjust
the care management fee amount a practice receives? (select all that apply)

Practice performance on utilization metrics S.S S.S
Practice performance on cost metrics S.S S.s
Practice performance on quality metrics s.S S.s
Achieving Patient-Centered Medical Home (PCMH) recognition or PCMH tier s.S s.S
Other s.s S.S
N S.S

Among payers using practice or practitioner performance factors to determine the amount of care
management fees a practice may receive, percentage of 2020 care management fees dependent on

practice performance for a typical CPC+ practice

Median s.S
Minimum S.S
Maximum s.S
N S.S

Among payers adjusting care management fees based on patient factors or practice/practitioner

performance, how did you adjust the PMPM care management payments provided to your Track 1 CPC+
practices in 2020?

Tiers or categories 14 70
Continuous values 6 30
N 20

Among payers providing care management fees to both CPC+ Track 1 and Track 2 practices, are your 2020

care management fees different for Track 1 and Track 2 CPC+ practices?

Yes 23 53
No 17 40

Do you impose any restrictions on how practices can use the CPC+ care management fees you provide

them?

Yes 2 4
No 44 96
N 46

Among payers that impose restrictions on how practices use care management fees, what expenses are

practices NOT allowed to spend CPC+ care management fees on? (select all that apply)

Our restrictions are identical to CMS (all the options below are NOT allowed) s.s s.S
Bonus payments to primary care practitioners or staff S.8 S.S
Payments to specialists S.S S.S
Contracted services without practice oversight, such as from a care management company s.S s.s
Health information technology S.S S.S
Fees for accreditation s.s S.S
Durable medical equipment s.S s.S
Diagnostic and imaging equipment S.S S.S
Medications S.S S.S
Practitioner or staff training or continuing medical education credits S.S S.S
Income and business tax payments S.8 S.S
Other S.S S.s
N S.S
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Table 3.A.9 (continued)

] %

Among payers providing care management fees to CPC+ Track 1 and non-CPC+ practices, how do your
care management fee payment levels for other non-CPC+ practices compare to your payments for Track 1
CPC+ practices?

Payments under other programs are generally higher than CPC+ payments for Track 1 2 5
Payments under other programs are about the same as CPC+ payments for Track 1 27 69
Payments under other programs are generally lower than CPC+ payments for Track 1 10 26
N 39

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.

s.s.= small sample. Cells with fewer than 11 responses have been suppressed.
FFS = fee-for-service; MCO = managed care organization; PMPM = per member per month.
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Table 3.A.10. Proportion of primary care practices that are eligible for payers’
Performance-based Incentive Payments, among payers offering Performance-based
Incentive Payments to CPC+ practices, Program Year 4

Non-CPC+ primary
CPC+ Track 1 CPC+ Track 2 care practices

1] % n % n %

How many practices are potentially eligible to receive Performance-based Incentive Payments?

None 5 13 5 13 9 23
Some 4 10 6 15 12 31
Most 11 28 10 26 10 26
All 19 49 18 46 8 21
N 39 39 39

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.
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Table 3.A.11. CPC+ payers’ approaches to Performance-based Incentive Payments,
among payers offering them to CPC+ practices, Program Year 4

n

In 2020, for which line(s) of business are you offering CPC+ Performance-based Incentive Payments?
(select all that apply)

Commercial: fully insured products 21 62
Commercial: self-insured products (third-party administrator (TPA)/administrative services 14 41
only (ASO)

Health insurance marketplace plan(s) 0 0
State/federal high-risk pools 15 44
Medicare Advantage 19 56
Medicaid/CHIP managed care plan(s) 13 38
Medicaid/CHIP fee-for-service (FFS) 3 9
N 34

Among payers providing Performance-based Incentive Payments to both CPC+ and non-CPC+ practices,

do you have a different approach to providing Performance-based Incentive Payments for CPC+ practices
versus other primary care practices that are not participating in CPC+?

Yes 2 7

Among payers providing Performance-based Incentive Payments to both CPC+ Track 1 and Track 2
practices, do you have a different approach to providing Performance-based Incentive Payments for Track
1 CPC+ practices versus Track 2 CPC+ practices?

Yes 3 9

Among payers offering Performance-based Incentive Payments across multiple lines of business, do you
have a different approach to providing Performance-based Incentive Payments for different lines of
business?

Yes 8 38
No 13 62

In 2020, are you providing upfront Performance-based Incentive Payments to CPC+ practices?

Yes, practices receive an upfront, prospective incentive payment, later reconciled based on
performance
No, payments are made at end of performance period 29 85

Among payers providing upfront Performance-based Incentive Payments to CPC+ practices, will practices
be subject to a payment recoupment the following year if they do not meet prespecified quality or
efficiency benchmarks?

Yes s.S s.S

Have you finalized your Performance-based Incentive Payment calculations based on practices'
performance in 2019?

Yes 25 74

Do you impose any restrictions on how practices can use the CPC+ Performance-based Incentive
Payments you provide them?

No 34 100
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Table 3.A.11 (continued)

n %

What expenses are practices NOT allowed to spend CPC+ Performance-based Incentive Payments on?
(select all that apply)

Bonus payments to primary care practitioners or staff S.S S.S
Payments to specialists S.S S.S
Contracted services without practice oversight, such as from a care management company s.s s.s
Health information technology S.S S.S
Fees for accreditation s.s s.s
Durable medical equipment S.S S.S
Diagnostic and imaging equipment S.S S.S
Medications s.8 S.S
Practitioner or staff training or continuing medical education credits S.S S.S
Income and business tax payments S.S S.S
Other s.s s.s
N s.s

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.
s.s. = small sample. Cells with fewer than 11 responses have been suppressed.
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Table 3.A.12. Proportion of primary care practices qualifying for payers’ Performance-
based Incentive Payments, among payers offering Performance-based Incentive
Payments to CPC+ practices, Program Year 4

Non-CPC+
primary care
CPC+ Track 1 CPC+ Track 2 practices

n % n % n

What proportion of practices qualified for Performance-based Incentive Payments based on their
performance in 2019?

None 1 4 2 8 4 16
Some 6 24 6 24 9 36
Most 12 48 11 44 9 36
All 6 24 6 24 3 12
N 25 25 25

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.
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Table 3.A.13. Proportion of primary care practices participating in shared savings
program, among payers offering shared savings programs to CPC+ practices, Program
Year 4

Non-CPC+ primary
CPC+ Track 1 CPC+ Track 2 care practices

n % n n

How many practices are participating in a shared savings program?

None 8 28 6 21 7 24
Some 4 14 4 14 7 24
Most 4 14 5 17 12 41
All 13 45 14 48 3 10
N 29 29 29

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.
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Table 3.A.14. CPC+ payers’ approach to shared savings programs, among payers
offering shared savings programs to CPC+ practices, Program Year 4

n %
In 2020, for which line(s) of business are you offering your shared savings program? (select all that apply)
Commercial: fully insured products 20 83
Commercial: self-insured products (third-party administrator (TPA)/administrative 10 42
services only (ASO)
Health insurance marketplace plan(s) 0 0
State/federal high-risk pools 18 75
Medicare Advantage 9 38
Medicaid/CHIP managed care plan(s) 10 42
Medicaid/CHIP fee-for-service (FFS) 0 0
N 24

Among payers providing shared savings for both CPC+ and non-CPC+ practices, do you have a different
approach to providing shared savings for CPC+ practices versus other primary care practices that are not
participating in CPC+?

Among payers providing shared savings for both CPC+ Track 1 and Track 2 practices, do you have a
different approach to providing shared savings for Track 1 CPC+ practices versus Track 2 CPC+
practices?

Yes 1 5

Among payers offering shared savings across multiple lines of business, do you have a different approach
to providing shared savings for different lines of business?

For 2020, what is the typical maximum percentage of savings you would share with practices?

Median s.S
Minimum s.S
Maximum s.S
N S.S

In 2020, will you include downside risk sharing?

No 17 74

Among payers including downside risk sharing, what is the maximum typical percentage of losses you
would pass on to practices for 2020?

Median s.S
Minimum s.S
Maximum S.S
N S.S

For 2020, do you use a minimum savings rate (that is, a threshold that must be surpassed before savings

are shared with practices)?

Yes 9 39
No 14 61
N 23
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Table 3.A.14 (continued)

What is the minimum savings rate?

Median S.S
Minimum S.S
Maximum S.S
N S.S
Have you finalized your shared savings payment calculations based on practices' performance in 2019?
Yes 14 61
No 9 39
N 23
Compared to 2019, did you make any other significant changes to your shared savings approach in 2020?
Yes 1 5
No 21 95
N 22

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.

s.s. = small sample. Cells with fewer than 11 responses have been suppressed.
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Table 3.A.15. Proportion of primary care practices receiving shared savings payments,
among payers offering shared savings programs to CPC+ practices, Program Year 4

Non-CPC+ primary
CPC+ Track 1 CPC+ Track 2 care practices

n % n % n %

What proportion of practices received shared savings payments based on their performance in 2019?

None 6 46 4 31 3 23
Some 5 38 7 54 7 54
Most 2 15 2 15 3 23
All 0 0 0 0 0 0
N 13 13 13

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.
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G. Quality measures, data feedback, and technical assistance

Table 3.A.16. CPC+ payer partner data feedback, Program Year 4

Yes 47 96
No, but will before end of year 1 2
No, will not provide 1 2
N 49

Among payers who are or will be providing data feedback, what type of data are included in your data

feedback in 20207 (select all that apply)

Claims-based cost and utilization measures 44 92
Average cost for primary care-specific episodes 12 25
Claims-based quality measures 47 98
eCQMs 20 42
Patient experience measures (e.g., CAHPS) 8 17
Specialists cost data 19 40
Hospital cost data 20 42
Other 4 8
N 48

Among payers who are or will be providing data feedback, percentage of payers providing data feedback

at the following levels (select all that apply)

System level 33 69
Practice level 47 98
Practitioner level 43 90
Patient level 48 100
N 48

Quarterly 15 31
Monthly 23 48
Weekly 1 2
Real-time 7 15
Other 2 4
N 48

Among payers who are or will be providing data feedback, how frequently do you provide data at the

system level?

Never, data not provided at that level 15 31
Quarterly 12 25
Monthly 15 31
Weekly 1 2
Real-time 3 6
Other 2 4
N 48

Among payers who are or will be providing data feedback, how frequently do you provide data at the

practice level?

Never, data not provided at that level 1 2
Quarterly 20 42
Monthly 20 42
Weekly 1 2
Real-time 3 6
Other 3 6
N 48
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Table 3.A.16 (continued)

n

Among payers who are or will be providing data feedback, how frequently do you provide data at the
practitioner level?

Never, data not provided at that level 5 10
Quarterly 17 35
Monthly 16 33
Weekly 1 2
Real-time 4 8
Other 5 10
N 48

Among payers who are or will be providing data feedback, how frequently do you provide data at the

patient level?

Never, data not provided at that level 0 0
Quarterly 14 29
Monthly 22 46
Weekly 1 2
Real-time 7 15
Other 4 8

N 48
Among payers who are or will be providing data feedback, percentage of payers sharing data feedback in

the following formats...

Static only 14 29
Interactive data portal only 15 31
Other only 0 0
Both static and interactive data portal 10 21
Both interactive data portal and other 1 2
N 48

Among payers who are or will be providing data feedback, what format do you use for sharing data
feedback? (select all that apply)

Static report 32 67
Interactive data portal 34 71
Other 9 19
N 48

Among payers who are or will be providing data feedback, does your method of sharing data feedback

allow practices to export the data or receive a data dump to manipulate the data themselves?
Yes 45 94

Among payers who are or will be providing data feedback, how many practices that are NOT participating
in CPC+ are receiving data feedback on their system, practice, practitioners, or patients in 2020?

None 2 4
Some 18 38
Most 23 48
All 5 10

Among payers providing data feedback to at least some practices not participating in CPC+, how does

your data feedback provided under other primary care programs compare to your data feedback for CPC+
practices?

Data feedback is more comprehensive than feedback provided to CPC+ practices 7 15
Data feedback is about the same as feedback provided to CPC+ practices 38 83
Data feedback is less comprehensive than feedback provided to CPC+ practices 1 2
N 46

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.

CAHPS = Consumer Assessment of Healthcare Providers and Systems; eCQM = electronic Clinical Quality
Measures.
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Table 3.A.17. CPC+ payer partner learning support, Program Year 4

Are you offering CPC+ practices technical assistance or practice coaching?

Among payers providing technical assistance or practice coaching, what type of assistance are you
offering CPC+ practices in 20207 (select all that apply)

In-person group learning sessions 25 57
Web-based group learning sessions 35 80
Individualized practice coaching 39 89
Other 5 11
N 44

Among payers providing technical assistance or practice coaching, are you coordinating technical
assistance for CPC+ practices with your regional learning network?

Yes 23 52

Among payers providing technical assistance or practice coaching, how many practices that are NOT
participating in CPC+ are receiving technical assistance in 20207?

None 3 7
Some 27 61
Most 8 18

Among payers providing technical assistance or practice coaching to non-CPC+ practices, how does your

technical assistance provided under other primary care programs compare to your technical assistance
for CPC+ practices?

Technical assistance is more intensive than the support provided to CPC+ practices 0 0
Technical assistance is about the same as the support provided to CPC+ practices 37 90
Technical assistance is less intensive than the support provided to CPC+ practices 4 10
N 41

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.
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Table 3.A.18. Other CPC+ payer partner initiatives and supports, Program Year 4

n

Do you offer any of the following other supports or services to CPC+ practices or directly to CPC+
attributed patients? (select all that apply)

Care managers for practices 13

Practice coaching 16 33
Social services supports (e.g., assessments and/or referral to social services agencies) 20 41
Behavioral health integration supports (e.g., embedded behavioral health staff, 16 33
reimbursement for behavioral health services provided in primary care settings)

Embedded pharmacists for practices 5 10
Fee-for-service reimbursement for alternative visits (such as home-based care, video- 23 47
based conferencing, or eVisits)

Other 2 4
None of the above 9 18
N 49

Among payers that offer fee-for-service reimbursement for alternative visits, percentage of payers

providing FFS reimbursement to primary care practices for the following types of alternative visits...
(select all that apply)

Visits in alternative locations (for example, nursing facilities or senior centers) 10 43
Home-based care (i.e., primary care home visits) 12 52
Medical group visits (i.e., shared medical appointments) 8 35
Video-based conferencing (i.e., telehealth or telemedicine) 21 91
Medical visit over an electronic exchange (for example, eVisit, portal) 9 39
Medical visit via telephone (i.e., phone visit) 17 74
Other 0 0
N 23
Do you offer any of the following other supports or services directly to CPC+ attributed patients? (select
all that apply)
Advance care planning 11 22
Telephonic care management 27 55
Medication therapy reviews 15 31
Disease management programs 33 67
Health and wellness services 30 61
None of the above 12 24
N 49

Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.

Note: n = number of payers that selected each response option to the question; N = total number of respondents.
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H. Prior and concurrent initiatives

Table 3.A.19. Percentage of CPC+ payer partners who reported changing the supports
they provide to primary care practices and whether the change was influenced by CPC+,
Program Year 4

Have you made
any of the
following changes
to supports for

primary care If yes, how much were those changes
practices? influenced by CPC+?
Not at all Influenced Strongly
% Yes influenced somewhat influenced

Increased the amount of funding provided to 45 32 45 23
primary care practices to support practice
transformation
Increased the proportion of payments paid 31 13 67 20

prospectively (for example, through
comprehensive primary care payments or full or
partial capitated payments)

Increased the alignment of quality metrics used 71 37 46 17
for calculating payments

Provided more comprehensive data feedback 63 29 58 13
(such as adding additional measures or new
drill-down features to reports)

Provided additional technical assistance or 51 29 54 17
practice coaching to practices
Some other change 3 n.a n.a n.a
N 49 - -- --
Source: Mathematica's analysis of the independent evaluation’s PY 4 CPC+ Payer Survey.
Note: n = number of payers that selected each response option to the question; N = total number of respondents.

n.a. = not applicable.
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@ Mathematica.

Progress Together

FOR REFERENCE ONLY
PLEASE COMPLETE WEB VERSION

2020 WEB SURVEY FOR PAYERS
PARTICIPATING IN CPC+

Welcome to the Payer Survey for the independent evaluation of Comprehensive Primary Care Plus
(CPC+)! We appreciate you taking the time to complete the survey. Your input will help us
understand the critical supports your organization is providing CPC+ practices.

If you have questions about this survey, please contact Brianna Sullivan at Mathematica
(BSullivan@mathematica-mpr.com or 671-715-9953).
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INTRODUCTION

Thank you again for completing Mathematica’s CPC+ payer survey in 2019! Your participation in this
2020 survey will help us understand what has and has not changed about the supports you provide to
CPC+ practices in 2020.

[FOR MULTI-REGION PAYERS WITH MULTIPLE RESPONDENTS: We understand that [PAYER]'s
approach to supporting practices is different across CPC+ regions. You are receiving this survey because
you were selected by [PAYER] to complete this survey specifically for [ REGION SURVEY IS ASKING
ABOUT] ]

Most of the questions in the 2020 survey are the same as the questions in the 2019 survey. To reduce
reporting burden, we have retained your 2019 responses in the 2020 survey. You will have the
opportunity to review those responses and, if your approach has changed, to update your answer to
reflect your new approach.

The 2020 survey will cover six topics:

NEW: How the COVID-19 pandemic may have impacted your payment approaches

A. Details of payer participation in CPC+

B. Payer’s approach to CPC+ payments

C. Payer’s approach to data feedback and learning support to practices

D. How supports for primary care practices may have changed since partnering in CPC+

E. NEW: Your thoughts on the forthcoming Primary Care First (PCF) model
Please make sure to fill out the questions in the two new survey sections.

Mathematica and the Centers for Medicare & Medicaid Services (CMS) regularly collect information from
payers in CPC+ to track the model’s progress and aid in its evaluation. To further reduce reporting burden
on payers, Mathematica and CMS are working to align their data collection efforts for 2020.

We plan to share the information you provide in this survey with CMS. Neither Mathematica nor CMS will
share your answers with any other payer, nor with any practice participating in CPC+. If you prefer for all
or some information to not be shared with CMS, you will have the opportunity to indicate this preference

at the end of the survey.

To help us understand the details of your CPC+ participation, please fill out the 2020 Payer Survey. Your
insights will help CMS better understand the role that non-Medicare payers play in practice and payment
transformation and will guide CMS’ design of initiatives in the future. Mathematica staff will also be
conducting telephone interviews with a subset of CPC+ payers this fall. If you are selected to participate
in an interview, a Mathematica staff member will reach out to you with additional details. For your
reference, frequently asked questions (FAQs) related to the CPC+ Payer Survey can be found here.
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IMPORTANT

¢ Most of the questions in the 2020 survey are the same as the questions in the 2019
survey. To reduce reporting burden, we have retained your 2019 responses in the
2020 survey. You will have the opportunity to review those responses and, if your
approach has changed, to update your answer to reflect your new approach.

e The survey also includes a few new questions. Those questions will be clearly
indicated as new and we ask that you provide responses to these questions.

INSTRUCTIONS TO COMPLETE THE SURVEY

The survey works best on a desktop computer, and is best viewed in the latest versions of Chrome,
Safari, Firefox, or Internet Explorer (IE 11 or Edge).

If you answer “Other” for a question, please specify by typing what you mean in the “Specify” box.
Click on “Back” at the bottom of the screen to go back to a previous question.

Use the “Next” button to proceed to the next question. Your answers are saved each time you click
the “Next” button.

You do not have to complete the survey all at once. Be sure to click the “Next” button to save your
answers before exiting the survey. You will resume at the next unanswered question when you return
to the survey.

After about 20 minutes of idle time, the survey may time out, but your answers will be saved. If that
happens, you will be redirected to the login page prior to resuming the survey where you left off.

If you have any questions while taking the survey, please click on “FAQ” at the bottom of the screen
at any time. If the FAQ document does not answer your question, you may email Brianna Sullivan at
BSullivan@mathematica-mpr.com.

Once you have completed the survey, you will have the opportunity to review and/or print your
answers before submitting the survey. Please note that once you submit the survey, you cannot go
back in to change your answers.

Instructions to submit the survey when you have finished answering all of the questions are listed
after the last survey question.
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Before we start the survey, please provide the following contact information for the person
completing this survey:

Please update this information if no longer correct.

Payer Organization:

Name:

Title:

Email Address:

Telephone:
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COVID-19

We are interested in understanding how the COVID-19 pandemic may have affected your 2020 payment
policies for all of the primary care practices with which you contract, regardless of whether they
participate in CPC+. We are only asking about your fully insured lines of business, not your commercial
self-insured products.

If your payment approaches differ between lines of business, please answer each question for the most
common approach across your lines of business, or the approach for your largest line of business. At the
end of this section you will have the opportunity to describe any differences by line of business.

@ 1. Is your organization waiving patient cost-sharing for treatment of COVID-19? Please note
this question is asking about COVID-19 treatment only, not COVID-19 testing.

Select one only
O Yes, all patient cost-sharing for COVID-19 treatment is being waived............... 1

O Yes, some patient cost-sharing for COVID-19 treatment is being
V2= TA V2= o] g =Y [1 o =T IS 2

O No, all standard patient cost-sharing for COVID-19 treatment still applies....... 3

O No waivers necessary; our coverage prior to the COVID-19
pandemic did not require patient cost-sharing for treatments like

thoSE fOr COVID-19.... et e e e e 4
2. During the COVID-19 pandemic, is your organization waiving patient cost-sharing for
primary care services provided via telehealth? Please note, this question is asking about any

primary care telehealth service, not just telehealth for COVID-19.
Select one only
Q VYes, all patient cost-sharing for primary care telehealth is being waived........... 1

QO Yes, some patient cost-sharing for primary care telehealth is being
WAIVEA OF FEAUCEA .....ceiiiiiiiieiiie e 2

O No, all standard patient cost-sharing for primary care telehealth
still applies as before the COVID-19 pandemic ...........ccccuvuvveivininnnienninnninnnnnn, 3

O No waivers necessary; our coverage prior to the COVID-19
pandemic did not require patient cost-sharing for primary care

telehealth SEIVICES........uuiiiiiiei e 4
3. Please briefly describe any other changes your organization has made to your approach to
patient cost-sharing during the COVID-19 pandemic.
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@4.

Please indicate (1) if your organization is reimbursing for primary care practices or
providers for any of the following primary care telehealth visits during the COVID-19
pandemic, and (2) whether this reimbursement approach is a change in response to

COVID-19.
1. During the
COVID-19
pandemic, is your 2. Is this
organization approach a
reimbursing change due to
for...? COVID-19?
Telehealth services and provider types
a. Telehealth visits conducted by physicians (MD’s 1O Yes 1O Yes
and DO’s) 0 O No 0 O No
b. Telehealth visits conducted by non-physician staff 1O Yes 1O Yes
(NP’s, PA’s, or others) 0 O No 0 O No
c. Telehealth behavioral health visits conducted by 1O Yes 1O Yes
physicians or non-physician staff 0 O No 0 O No
Technology used
d. Telehealth visits conducted via HIPAA-compliant 1O Yes 1O Yes
technology o O No 0 O No
e. Teleht_aalth visits conducted via non-HIPAA 1 O Yes 1O Yes
compliant technology (for example, Skype, Zoom, ON ON
Facetime, or comparable technologies) A=A A= AL
f.  Telehealth visits conducted via telephone 1O Yes 1O Yes
0 O No 0 O No

How does your reimbursement rate for primary care telehealth visits during the COVID-19
pandemic compare to your reimbursement rates for in-person visits?

Select one only

o
o

We reimburse all telehealth visits at rates on par with in-person visits.............. 1
We reimburse some, but not all, telehealth visits at rates on par

WIth IN=PEIrSON ViISITS ....ooiiiiiiiiiiiii e 2
We reimburse all of our telehealth visits at rates lower than on par

WIth IN-PEIrSON VISItS .....eeiiieiiiiee e 3
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You said [ANSWER TO PREVIOUS QUESTION: you reimburse all telehealth visits at rates on
par with in-person visits/you reimburse some, but not all, telehealth visits at rates on par with in-
person visits/you reimburse all of your telehealth visits at rates lower than on par with in-person
visits].

Is this approach a change due to COVID-19?

Select one only

Please briefly describe any other changes your organization has made to your approach to
reimbursing for primary care telehealth services and visits during the COVID-19 pandemic.

Is your organization providing any of the following temporary financial supports or interim
payment programs to primary care practices or providers during the COVID-19 pandemic?

Select all that apply

O Increased fee-for-service (FFS) paymentrates ........ccoccceeeivicciiieeee e, 1
O Increased capitation payment rates ...........ccceeeeeiiiiiiiiiiie e 2
O Increased care management fee payment rates .........cccccceeevcciiieeeeeeeecccvveeeennn. 3
O Providing accelerated payments of any kind to practices or

providers (for example, providing care management fee payments
ahead of schedule to help practices implement COVID-19
responses or ease cash flow problems)...........ccccoiiiii 4

O

Postponing recoupment of funds owned by practices or providers .................... 5

O Ease the requirements for practices or providers to earn
performance-based payments (such as shared savings or bonus
(221 4T= 11 ) T SRR 6

O

Providing loans directly to practices or providers............cccccceeeeiiii 7

O Providing loan guarantees, meaning loans that practices/providers
receive from financial institutions that your organization is

Lo U= =T a1 (== o o [P RP 8
O Providing grants directly to practices or providers ...........cccocueeiiiiieieiiiieee e, 9
O No, we are not providing any financial supports to primary care

practices or providers due to the COVID-19 pandemic ........................l. 0
[ I @) (g =Y (5] o (03 | = 2 RSSO 99
Specify |
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[ONLY ANSWER IF YOU OFFER TWO OR MORE LINES OF BUSINESS]

Lastly, please use the space below to briefly describe any differences across your lines of
business in your approach to COVID-19 cost sharing, reimbursement approaches, and/or
financial supports for primary care practices or providers.
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A. PAYER PARTNERSHIP IN CPC+

In this section, we ask about the details of your CPC+ partnership in [REGION SURVEY IS
ABOUT]. Specifically, we are interested in hearing about how you are contracting with CPC+
practices and your approach to attributing members to CPC+ practices.

A1l.

A2.

In 2020, did you offer the following line(s) of businesses in [REGION SURVEY IS ABOUT]?

Select one per row

| Yes | No |
Commercial: Fully Insured Products 1O 00
Commercial: Self-Insured Products (Third Party 10 0O
Administrator (TPA) / Administrative Services Only (ASO))
c. Health Insurance Marketplace Plan(s) 10 0O
d. State/Federal High-Risk Pool(s) 10 00
e. Medicare Advantage 10 00
f.  Medicaid/CHIP Managed Care Plan(s) 10 00
g. Medicaid/CHIP fee-for-service (FFS) 10 00O
How do you attribute or assign members to CPC+ practices?
Select all that apply
O Members select or are assigned to a primary care provider
(typically at enrollment) .........coooiiiiii i 1
O Members are attributed to a CPC+ practice using a claims-based
attribution Methodology ...........ooiiii e 2
[ I O (1= 5] o = O] | 4 PR RRR 99
Specify | |

[GO TO A8 IF OPTION 2 NOT SELECTED ABOVE]

A3.

[ONLY ANSWER IF USING CLAIMS-BASED ATTRIBUTION METHODOLOGY (A2=2)]

How many months do you use for the look back period to attribute members to CPC+
practices? If you have a primary and a secondary look back period, please indicate both.

Number of months in look back period (1-48 months)

Number of months in secondary look back period (if
no visits during primary look back period) (0-48

months)
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A4.

AS5.

AG6.

A8.

[ONLY ANSWER IF USING CLAIMS-BASED ATTRIBUTION METHODOLOGY (A2=2)]

What is your primary claims-based attribution methodology?

O Members are attributed to the primary care practice they visited

most frequently during the look back period (i.e., plurality of visits) .................. 1
O Members are attributed to the primary care practice they last

visited during the look back period...........cccooiiiiiiiii e, 2
O T O 1 1= (5] o =L O 4 TS 99
Specify |

[ONLY ANSWER IF USING CLAIMS-BASED ATTRIBUTION METHODOLOGY (A2=2)]

How frequently do you rerun CPC+ attribution?

(O T |V To T o 1 ]| USSR 1
(O T @ 11 =1 o (=1 o RSSO 2
(O T BV ToTo I =T RSSO 3
(O T =T | RRRTPR 4
QO Other (SPECIFY ). ittt sttt st te et e steesnaeenneeneeens 99
Specify |

[ONLY ANSWER IF USING CLAIMS-BASED ATTRIBUTION METHODOLOGY (A2=2)]

Can CPC+ practices appeal attribution of certain members? In other words, can practices
request that a patient that is not attributed be attributed, or vice versa?

[ONLY ANSWER IF OFFERING COMMERCIAL SELF-INSURED (TPA OR ASO) LINE OF
BUSINESS (A1b=1)]

How many of your commercial self-insured (TPA/ASO) clients in [REGION SURVEY IS
ABOUT] participate in CPC+?

Q  All commercial self-insured Clients ...........ooviiiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeeeeeeeeeees 3
O Most commercial self-insured Clients ........cccccoviviiiiii e 2
QO Some commercial self-insured Clients ............oooviiiiiiiiiiiiiiiiiieeeeeeeeeeeeeeeeeeeeees 1
QO No commercial self-insured ClIENtS ........coovviiiiiiiiiiiiiiiieieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeees 0
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A9.

A10.

[ONLY ANSWER IF OFFER COMMERCIAL SELF-INSURED (TPA OR ASO) LINE OF
BUSINESS (A1b=1)]

Please select the option that best describes your strategy for recruiting commercially self-
insured (TPA/ASO) clients to participate in CPC+.

O All commercial self-insured clients are required to participate in

L0 o O USSR 1
O Commercial self-insured clients are enrolled in CPC+ unless they

opt out of participation ... 2
QO Commercial self-insured clients can opt in to CPC+ participation .................... 3

If relevant, use the space below to note any differences in your approach to CPC+
contracting, attribution, or self-insured participation across CPC+ regions.
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B. PAYMENT APPROACHES FOR CPC+

In this section, we are interested in learning about your 2020 payment approaches for primary
care practices.

B1. For each of the following payment approaches, please indicate if (1) you are using the
payment approach for any primary care practices in [REGION SURVEY IS ABOUT] in 2020,
and (2) if you plan to use the payment approach for any practices in 2021.

These payment approaches could be used for CPC+ and/or for other programs that you
have in place to support primary care practices.
1. Using 2. Plan to use
approach in approach in
20207 20217
Payment Approach
a. Care management fees. Care management fees are non-visit based
PMPM payments to primary care practices to support enhanced, 1 O Yes 1 O Yes
coordinated services. These fees are paid in addition to usual
payments for services. This fee may be risk-adjusted. (For capitated 0 QO No 0O No
payments made for services in lieu of FFS select “e.”)
b. Performance-based incentive payments or pay for performance.
(Note: This category is separate from shared savings.) Bonus
payments and/or payment recoupments used to incentivize practices 10O Yes 10O Yes
to meet benchmarks (for example, on utilization, cost, or quality). 0 O No 0 O No
These payments can be made prospectively or at the end of the
performance period.
c. Shared savings model. Payers calculate savings on total cost of care
or on cost of a subset of services (such as a primary-care focused
episode of care), which are compared to an expenditure target or to 1O Yes 10O Yes
costs for another group. A proportion of savings (or losses) are shared 0 O No 0 O No
with (or recouped from) practices/groups. These payments or
withholds are made retrospectively.
d. Enhanced fee-for-service (FFS) payments. Payer pays practices an
enhanced FFS payment rate (for example, 105% of normal FFS rates) 1 O Yes 1 O Yes
to support enhanced, coordinated services and/or for meeting
benchmarks (for example, on utilization, cost, or quality) during the 0 O No 0 O No
prior year.
e. Comprehensive Primary Care Payments or Capitation (partial or
full) or Global Payments. Practices receive lump sum payments for 1 O Yes 1 O Yes
attributed patients in lieu of all or some portion of FFS payments. FFS
payments for primary care services are correspondingly reduced or 0 QO No 0O No
eliminated.
f. Prospective bundled payments for primary-care focused episodes
of care. Payer determines a target price for a primary-care focused 10O Yes 10O Yes
episode of care. Payers pay that lump sum prospectively (eliminating 0 O No 0 O No
or reducing FFS payments for that episode of care).
g.  Other (SPECIFY) 1O Yes 1O Yes
0O No 0O No
B2. If relevant, use the space below to note any differences in the type of payment approaches

you use across CPC+ regions.
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Care Management Fees

[THIS SECTION ASKED ONLY IF PAYER IS USING CMF APPROACH IN 2020 (B1a1=YES)]

The next set of questions will focus on your care management fees. Care management fees are
non-visit based PMPM payments to practices to support enhanced, coordinated services. This fee
may be adjusted but is not dependent on utilization, cost, or quality measures. Please focus on
how you are paying the CPC+ practices you contract with during 2020.

B3. For a given practice type, please indicate how many practices receive care management
fees.

Select one per row

None | Some | Most All
Track 1 CPC+ in [REGION SURVEY IS ABOUT] Qo Q1 Q2 O3
Track 2 CPC+ in [REGION SURVEY IS ABOUT] Qo Q4 Q2 Q3

c. Other primary care practices in [REGION Qo O 1 O Qs
SURVEY IS ABOUT] that are NOT participating
in CPC+

[IF ANSWER NO TO ALL B3a-c QUESTIONS, PLEASE GO TO PERFORMANCE-BASED
INCENTIVE PAYMENT SECTION ON PAGE 21, QUESTION B22]

B4. In which regions are you providing care management fees to practices that are NOT
participating in CPC+ in 20207

Select all that apply

I N4 &= 1= T RSP 1
I O @] o] - o o SO P 2
O Greater Buffalo Region (NeW YOrk) .......cccuviiiieiiiiieeee e 3
O Greater Kansas City ........oiiiiiiiieiiiiie e e et e e s sna e e s snneees 4
I o = Y7 SO 5
I O I T 1= - 1 o - PRSPPI 6
I I |V o] oo = o USRS 7
I |V T o €= o = R RRR 8
I =T o =T - SO REE 9
O3 NEW JBISBY ...ttt ettt ettt ettt e e sttt e e sbe et e e anne e e e s nneeeas 10
0 I N\ o i B = (o] = LTSRS 11
O North Hudson-Capital Region (New YOrk) .......coocuiiiiiiiiiiiiiee e 12
O Ohio and Northern KentUCKY ............coiiiciiiiiiee e e e 13
I N @ ] 4= T o = TS PRR 14
0 N O =Yoo o PR 15
O Greater Philadelphia..........cooooiiiiiiiicecce e 16
0 O o g o o L= - =T Lo SRR 17
0 1= g g T SRR 18
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The remaining questions in this section focus on your approach in all of your CPC+ regions.

For these next questions about care management fees:

o Please focus on your approach for your CPC+ practices, not your approach for other
primary care practices that are not participating in CPC+.

¢ Unless otherwise specified, please focus on the approach used most commonly with your
CPC+ practices, even if you have different approaches for Track 1 and Track 2.

B6. In 2020, for which line(s) of business are you offering CPC+ care management fees?

Select all that apply

O Commercial: Fully Insured Products ..........ccccceeeiiiiiiiiiieee e 1
O Commercial: Self-Insured Products (TPA/ASO) ......cooiiiiiiiiiiiiieieeeee e 4
O Health Insurance Marketplace Plan(s) .........cccveiiiiiiiiiieee e 2
O State/Federal High-Risk POOI(S).......ccoiiiiiiiiiiiii e 3
O Medicare AQVantage ........cooiuiiiiiiiiiii e 5
O Medicaid/CHIP Managed Care Plan(S) ........ccueueiuiiiiiiiiieieiiiee e 6
O Medicaid/CHIP fee-for-service (FFS) ... 7

B7. [ONLY ANSWER IF YOU ARE OFFERING CMFS TO MORE THAN ONE LINE OF BUSINESS]

Do your 2020 care management fees for CPC+ practices differ by line of business?

1O T - S U PO SPI 1

L T o T RSP 0
BS. Do you adjust your care management fees based on any patient factors such as

demographics, patient risk score, patient category, or patient health status?

L T T PRSP 1

(O T Lo T OSSOSO PRSPPI 0

B9. [ONLY ANSWER IF YOU ADJUST YOUR CARE MANAGEMENT FEES BASED ON PATIENT
FACTORS (B8=1)]
What patient factors do you use to adjust your care management fees?
Select all that apply
O Adjust for demographic characteristics (such as age or Sex) ......cccccceevecuveeeeennn. 1

O Adjust for patient risk score (such as Hierarchical Condition
Category [HCC] risk score, 3M Clinical Risk Groups [CRG],

Milliman Advanced Risk Adjusters [MARA], or DXCG) ......c.cccccoveiiiiieeeiiieee e 2
O Adjust for patients’ prior COSt Or SEIVICE USE .......cccceevvivieeiiiiiieeriiee e 3
O Other (SPECIFY ). ittt e e s e e sneeeas 99
Specify
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B10. As you may know, CMS sets requirements that practices must meet to participate in CPC+.

In addition to these CPC+ requirements, do you use any factors tied to practice or
practitioner performance — such as utilization, cost, or quality metrics, or accreditation
standards such as Patient-Centered Medical Home (PCMH) participation — to determine:

Select all that apply

O If practices are eligible to receive any care management fees?
(e.g., you set a quality floor for receiving any care management
OB ) it e 1

O The amount of care management fees a practice may receive?
(e.g., better performance equals higher fees)..........ccccvveiviiiiiiiii e, 2

O None of the above. Care management fees are not tied to any
practice performance faCtors. .............cooiiiiiiiiiii e 0

B11. [ONLY ANSWER IF CMFS ARE TIED TO PRACTICE PERFORMANCE FACTORS
(B10=1 OR 2)]

Please indicate below which practice metrics or accreditation standards you use to [1)
determine practice eligibility to receive care management fees and/or 2) adjust the specific
care management fee amount a practice receives].

Used to adjust the specific
Used to determine practice care management fee
eligibility to receive care amount a practice
Metric or standard management fees? receives?
a. Practice performance on utilization O O
metrics
b.  Practice performance on cost O O
metrics
c.  Practice performance on quality O O
metrics
d.  Achieving Patient-Centered Medical O O
Home (PCMH) recognition or by
PCMH tier
e. Other (SPECIFY) O O
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B12.

@ B.12.b.

B13.

[ONLY ANSWER IF YOU INDICATED YOU USE ANY METRIC OR STANDARD IN B11 TO
ADJUST THE SPECIFIC FEE AMOUNT]

You indicated that you adjust the specific care management fee amount a practice
receives based on the following practice performance factors:

e Practice performance on utilization metrics

e Practice performance on cost metrics

e Practice performance on quality metrics

e Achieving Patient-Centered Medical Home (PCMH) recognition or by PCMH tier
e Other

For a typical CPC+ practice, what percent of your 2020 care management fees are
dependent on these factors?

| PERCENT (RANGE 0 to 100)

[ONLY ANSWER IF CMFS ARE ADJUSTED BASED ON PATIENT FACTORS (B8=1) OR IF
FACTORS ARE USED TO DETERMINE THE AMOUNT OF CMFS A PRACTICE MAY
RECEIVE (B10=2).

How did you adjust the PMPM care management payments provided to your Track 1 CPC+
practices in 20207

(O B F T oo oz (=Te (o] 1 P PO PRUOTPRPPI 1

QO CONLINUOUS VAIUBS ...t e e e e e e e e e e e e e e e enaaaeens 2

[ONLY ANSWER IF YOUR TRACK 1 PRACTICES RECEIVE CMFS (B3a=1, 2, OR 3) AND IF
YOU DO NOT USE CONTINUOUS VALUES TO ADJUST THE PMPM CARE MANAGEMENT
PAYMENTS TO TRACK 1 PRACTICES (B12b=NOT 2)]

This question is about the 2020 care management fees for your Track 1 CPC+ practices.

For [your care management fees/ other LOBs chosen in B6]...

What is the average per member per month (PMPM) care management payment for your
Track 1 practices in 2020?

Do NOT include performance-based incentive payments.

$ Average PMPM payment (RANGE 0-50)
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B14.

@ B14.b.

B15.

[ONLY ANSWER IF YOUR TRACK 1 PRACTICES RECEIVE CMFS (B3a=1, 2, OR 3) AND
YOU ADJUST YOUR CMF PAYMENTS AND YOU DO NOT USE CONTINUOUS VALUES TO
ADJUST THE PMPM CARE MANAGEMENT PAYMENTS TO TRACK 1 PRACTICES
(B12b=NOT 2)]

What is the adjusted Track 1 PMPM care management payment for each tier [for CYCLE
THROUGH EACH LINE OF BUSINESS SELECTED AT B6]?

Use only the number of tiers that are applicable for your organization.

Tier1: $ PMPM payment (RANGE 0-50)
Tier2: $ PMPM payment (RANGE 0-50)
Tier 3: $ PMPM payment (RANGE 0-50)
Tier4: $ PMPM payment (RANGE 0-50)
Tier 5: $ PMPM payment (RANGE 0-50)

*Please note, you will be asked items B13 and B14 for each line of business you selected at item
B6*

[ONLY ANSWER IF YOUR TRACK 1 PRACTICES RECEIVE CMFS (B3a=1, 2, OR 3) AND
YOU ADJUST YOUR CMF PAYMENTS AND IF YOU ADJUST THE PMPM CARE
MANAGEMENT PAYMENTS TO TRACK 1 PRACTICES USING CONTINUOUS VALUES
(B12b=2)]

What are the adjusted average and range of values of your Track 1 PMPM care
management payments[for CYCLE THROUGH EACH LINE OF BUSINESS SELECTED AT
B6]?

Average: $

Range: Minimum $ ; Maximum $

[ONLY ANSWER IF YOU HAVE BOTH TRACK 1 AND TRACK 2 PRACTICES THAT RECEIVE
CMFS (B3a=1, 2, or 3 AND B3b=1, 2, or 3]

Please confirm whether your 2020 care management fees are different for Track 1 and
Track 2 CPC+ practices.

O Yes, they are different.........oooo i 1

O NO,they are the SAME .....coiii i 0
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B16.

B17.

B17.b.

B18.

[ONLY ANSWER IF YOUR TRACK 2 PRACTICES RECEIVE CMFS (B3b=1, 2, OR 3) AND
PAYMENTS RECEIVED BY TRACK 2 PRACTICES ARE DIFFERENT THAN TRACK 1 (B15=1)]

This question is about the 2020 care management fees for your Track 2 CPC+ practices.

For [your care management fees/CYCLE THROUGH EACHLINE OF BUSINESS SELECTED
IN B6]...

What is the average per member per month (PMPM) care management payment for your
Track 2 practices in 2020?

Do NOT include performance-based incentive payments.

$ Average PMPM payment (RANGE 0-50)

[ONLY ANSWER IF YOUR TRACK 2 PRACTICES RECEIVE CMFS (B3b=1, 2, or 3),
PAYMENTS RECEIVED BY TRACK 2 PRACTICES ARE DIFFERENT THAN TRACK 1
(B15=1), AND YOU ADJUST YOUR CMF PAYMENTS AND YOU DO NOT USE CONTINUOUS
VALUES TO ADJUST THE PMPM CARE MANAGEMENT PAYMENTS TO TRACK 1
PRACTICES (B12b=NOT 2)]

What is the adjusted Track 2 PMPM care management payment for each tier for [CYCLE
THROUGH EACH LINE OF BUSINESS SELECTED IN B6]?

Use only the number of tiers that are applicable for your organization.

Tier1: $ PMPM payment (RANGE 0-50)
Tier2: $ PMPM payment (RANGE 0-50)
Tier 3: $ PMPM payment (RANGE 0-50)
Tier4: $ PMPM payment (RANGE 0-50)
Tier 5: $ PMPM payment (RANGE 0-50)

[ONLY ANSWER IF YOUR TRACK 2 PRACTICES RECEIVE CMFS (B3b=1, 2, or 3),
PAYMENTS RECEIVED BY TRACK 2 PRACTICES ARE DIFFERENT THAN TRACK 1
(B15=1), AND YOU ADJUST THE PMPM CARE MANAGEMENT PAYMENTS TO TRACK 2
PRACTICES USING CONTINUOUS VALUES (B12b=2)]

What are the adjusted average and range of values of your Track 2 PMPM care management
payments[for CYCLE THROUGH EACH LINE OF BUSINESS SELECTED IN B6]?

Average: $

Range: Minimum $ ; Maximum $

Do you impose any restrictions on how practices can use the CPC+ care management fees
you provide them?

59




B19. [ONLY ANSWER IF YOU IMPOSE RESTRICTIONS ON HOW PRACTICES CAN USE CMFS
(B18=1)]

Below, we list the types of expenses CMS does NOT allow practices to spend Medicare
FFS care management fees on. Please check the expenses practices are NOT allowed to
spend your CPC+ care management fees on.

Select all that apply
O  Our restrictions are identical to CMS ... 0
O Bonus payments to primary care practitioners or staff ... 1
O Payments to SpeCialistS.......cooiiieiiiiiiie e 2
O Contracted services without practice oversight, such as from a care
MANAgEMENT COMPANY .......eiiiiiiiieeeiiieeeesieeeeestieeeeessteeeeannteeeeanseeeeesnseeeesanseeeesannes 3
O Health information teChNOIOGY........coviiiiiiiiiiiiiiee e 4
O Fees for accreditation...........cc.ooiviiiii i 5
O Durable medical @qQUIPMENT ........cueiiiiiiiee e 6
O Diagnostic and imaging equUIPMENt ..........ccoiiiiiiiiiee e 7
I |V oo [ o= (o PSR 8
O Practitioner or staff training or continuing medical education credits.................. 9
O Income and business tax PaymMentS.........ccoouiiiiiiiiiiiiie e 10
C0  Other (SPECIFY ). ittt ettt e et e e e e e e enree s 99
Specify |

B20. If relevant, use the space below to note any differences in your approach to CPC+ care
management fees across CPC+ regions.

B21. [ONLY ANSWER IF YOU ARE PROVIDING CMFS TO NON-CPC+ PRACTICES
(B3c=1, 2, OR 3)]

You indicated earlier that [some/most/all] non-CPC+ practices receive care management
fees. How do your care management fee payment levels for those practices compare to
your payments for Track 1 CPC+ practices?

O Payments under other programs are generally higher than CPC+
PAYMENES TOr TracCk 1.......oveiiiii e 1

O Payments under other programs are about the same as CPC+
PAYMENES TOr TracCk 1.......eeeiiiiii e 2

O Payments under other programs are generally lower than CPC+
023V 0 0 1=T 1 30 o I = Vo - PR 3
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Performance-Based Incentive Payments

[COMPLETE THIS SECTION IF PERFORMANCE-BASED INCENTIVE PAYMENTS OR PAY FOR
PERFORMANCE WAS SELECTED IN B1 FOR 2020]

The next set of questions will focus on your performance-based incentive payments for primary
care practices. Performance-based incentive payments or pay-for-performance programs include
bonus payments and/or payment recoupments used to incentivize practices to meet benchmarks
(for example, on utilization, cost or quality). These payments can be made prospectively or at the
end of the performance period. Please focus on how you are rewarding practices during 2020.

B22. For a given practice type, please indicate how many practices are potentially eligible to
receive performance-based incentive payments. Please note that for this survey “CPC+
practices” refer to practices that were selected by CMS to participate in CPC+.

Select one per row

None Some Most ‘ All ‘
a. Track 1 CPC+ in [REGION 00 10 20 30
SURVEY IS ABOUT]
b. Track 2 CPC+ in [REGION 00 1O 20 30
SURVEY IS ABOUT]
c. Other primary care practices 00 1O 20 30

in [REGION SURVEY IS
ABOUT] that are NOT
participating in CPC+

[IF NONE SELECTED FOR A, B, AND C, SKIP TO B33 ON PAGE 24 (SHARED SAVINGS SECTION)]
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B23. In which regions are practices that are NOT participating in CPC+ eligible for performance-
based incentive payments?

Select all that apply

I N4 e 1= T PRSP 1
I O 7] o] =T [ PSR 2
O Greater Buffalo Region (NEW YOrK) ........cooiiiiiiiiiiiiiiiiiiee e 3
O Greater Kansas City ........ooi it 4
I o o117 1 PSPPI 5
C1  LOUISIANG ..ttt s 6
I O V1T o - T o RSO 7
I I |V o] o] ¢= o = RSP PO PP O PROPI 8
O3 NEDrasKa ...cooeeieiiii e e 9
CI  NEW JBISEY .ottt e e e e e et e e e e e e e et e e e e e e e e e s e sanraneaaaeeas 10
I O [T i T =1 (o - TR 11
O North Hudson-Capital Region (NeW YOrk) .........coocciiiiiieiiiicieeeeee e 12
O Ohio and Northern KenNtUCKY .........ccceeiiiciiiiiiiee e 13
I O @ (=1 a o] = RO 14
I O © =Yoo o PP URRR 15
O Greater Philadelphia.........cooiiiiii e 16
O RO ISIANG ..t 17
O TONNESSEE. ...ttt et et e e s e e e e e e s 18

The remaining questions in this section focus on your approach in all of your CPC+ regions.

B24. In 2020, for which line(s) of business are you offering CPC+ performance-based incentive

payments?

Select all that apply

O Commercial: Fully Insured Products Insurance Plan(s)........cccccccceeeeiiiiiiienneeenn. 1
O Commercial: Self-Insured Products (TPA/ASO) .......coevveiiiiiiiiieeeeee e 4
O Health Insurance Marketplace Plan(s) ......ccccceeveiiiiiieiii e 2
O State/Federal High-Risk POOI(S).....cccoiuiiiiiiiiiiiee e 3
O Medicare AQVantage ........coocueiiiiiiiiii e e e 5
O Medicaid/CHIP Managed Care Plan(S)......ccccveuiieiieiiiiiie e 6
O Medicaid/CHIP fee-for-service (FFS) ... 7
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B25.

[ONLY ANSWER IF PROVIDING PBIPS TO MULTIPLE TYPES OF PRACTICES (TRACK 1,
TRACK 2, AND/OR OTHER PRIMARY CARE PRACTICES NOT PARTICIPATING IN CPC+)]

You have indicated that you provide performance-based incentive payments [Track 1
CPC+ practices / Track 2 CPC+ practices / other primary care practices that are not
participating in CPC+/multiple lines of business]. Do you have a different approach to
providing performance-based incentive payments for:

Select one per row

Yes No

a. CPC+ practices versus other primary care practices 1O 00
that are not participating in CPC+ practices?

b. Track 1 CPC+ practices versus Track 2 CPC+? 1O 00

c. Different lines of business? 1O 0O

For these next questions about performance-based incentive payments:

Please focus on your approach for your CPC+ practices, not your approach for other primary care
practices that are not participating in CPC+.

Unless otherwise specified, please focus on the approach used most commonly with your CPC+
practices, not your separate approaches for Track 1 and Track 2 practices.

Please think about your line of business with the greatest number of patients attributed to

CPC+ practices.

B26.

B27.

B28.

/ PBIP_PRO [Performance-Based Incentive Payments]
In 2020, are you providing upfront performance-based incentive payments to CPC+
practices?

O Yes, practices receive an upfront, prospective incentive payment
(e.g., bonus) that is later reconciled based on their performance....................... 1

O No, we pay these payments at the end of a performance period. ..................... 0

[ONLY ANSWER IF YOU ARE PROVIDING UPFRONT PERFORMANCE-BASED INCENTIVE
PAYMENTS (B26=1)]

Will practices be subject to a payment recoupment the following year if they do not meet
prespecified quality or efficiency benchmarks?

Have you finalized your performance-based incentive payment calculations based on
practices’ performance in 20187
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B29.

B30.

B31.

B32.

[ONLY ANSWER IF YOU HAVE FINALIZED YOUR PBIP CALCULATIONS (B28=1)]

What proportion of practices qualified for performance-based incentive payments based
on their performance in 2018?

Select one per row

‘ None ‘Some| Most | All ‘

a. Track 1 CPC+ in [REGION SURVEY IS 0O 10 20 3O
ABOUT]

b. Track 2 CPC+ in [REGION SURVEY IS 0O 10 20 30
ABOUT]

c. Other primary care practices in [REGION 00 1O 20 30

SURVEY IS ABOUT] that are NOT
participating in CPC+

Do you impose any restrictions on how practices can use the CPC+ performance-based
incentive payments you provide them?

[ONLY ANSWER IF YOU IMPOSE RESTRICTIONS ON HOW PRACTICES CAN SPEND
THEIR PBIPS (B30=1)]

What expenses are practices NOT allowed to spend CPC+ performance-based incentive
payments on?

Select all that apply
O Bonus payments to primary care practitioners or staff...........cccoooeveeeeiiiccnnnn. 1
O Payments to SPeCIialiStS........eiiiiiiiiiiiiie e 2
O Contracted services without practice oversight, such as from a care
MAaNAgEMENT COMPANY .......ceeiiiiiieeeiiieeeeeieeeeesteeeeessteeesasateeesessseeeesnseeeeeanseeeesanses 3
O Health information teChNOIOGY........ceeiiiiiiiii e 4
O Fees for accreditation...........cc.eoiiiiiiiiiiiiie e 5
O Durable medical @eqQUIPMENT ...........uiiiiiiiiii . 6
O Diagnostic and imaging equIpPMENt .........c..ueiiiiii i 7
I |V =Y [ o= o T SRR 8
O Practitioner or staff training or continuing medical education credits.................. 9
O Income and business tax PaymMentS..........coocuiiiiiiiie i 10
OO Other (SPECIFY ).ttt e et e e as 99
Specify |

If relevant, use the space below to note any differences in your approach to performance-
based incentive payments across CPC+ regions.
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Shared Savings Model

[COMPLETE THIS SECTION IF SHARED SAVINGS MODEL WAS SELECTED IN B.1 FOR 2020]

The next set of questions ask about your shared savings program. Shared savings models are
gain (or risk) sharing arrangements in which costs of care for CPC+ practices are compared to an
expenditure target or to costs for another group of practices and a proportion of any savings are
shared with practices. Payers calculate savings on total cost of care or on cost of a subset of
services, which are compared to an expenditure target or to costs for another group. A proportion
of savings (or losses) are shared with (or recouped from) practices/groups. These payments or
withholds are made retrospectively. Please focus on how you are analyzing savings accrued for

2020.

B33.

For a given practice type, please indicate how many practices are participating in a shared
savings program. Please note that for this survey “CPC+ practices” refers to practices that
were selected by CMS to participate in CPC+.

Select one per row
‘ None | Some ‘ Most‘ All ‘

Track 1 CPC+ in [REGION SURVEY IS ABOUT] 0O 10 20 30
Track 2 CPC+ in [REGION SURVEY IS ABOUT] 0O 10 20 30
Other primary care practices in [REGION 00 1O 20 30
SURVEY IS ABOUT] that are NOT participating

in CPC+

[IF NONE SELECTED FOR A, B, AND C, SKIP TO B47 ON PAGE 28 (ENHANCED FFS SECTION)]
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B34. In which regions are practices that are NOT participating in CPC+ eligible for shared
savings payments?

Select all that apply

C0  ArKANSAS ..ot e e 1
I 7] o] = T [ PR 2
O Greater Buffalo Region (NEW YOrk) ........cooiiiiiiiiiiiiiieieee e 3
O  Greater Kansas City ........eoiiiiiiiiiiiiee et 4
I o o117 1 PSPPI 5
E1  LOUISIANG ..ottt e s s 6
I S V[T o - T R UP PP 7
I B |V o] o] ¢= o = OO TP PTSPPOPI 8
O3 NEDrasKa ....ooieeeiiie e 9
CI  NEW JBISEY .eeeiiie ettt ettt e e e et e e e e e e s et e e e e e e s e st eae e e e e e e sesnnranneaaaeas 10
I [ i T =1 (o - PSR 11
O North Hudson-Capital Region (New YOrk) ........cocceiiiiiiiiiiiiiieeieeee e 12
O Ohio and Northern KentUCKY ...........cooiiuiiiiiiiiii e 13
I B O (=1 g o] o = SRR 14
I O © =Yoo o L PP RRRTI 15
O Greater Philadelphia ..o 16
O RO ISIANG ... 17
C1  TONNESSEE... .ottt 18

The remaining questions in this section focus on your approach in all of your CPC+ regions.

B35. In 2020, for which line(s) of business are you offering your shared savings program?

Select all that apply

O Commercial: Fully Insured Products ...........cccceeiiiiiiiiiiieee e 1
O Commercial: Self-Insured Products (TPA / ASO) .....cccuieiiiiiiiiiiieeeeee e, 4
O Health Insurance Marketplace Plan(s) .........ccceeiiiiiiiniiiiiiie e, 2
O State/Federal High-Risk POOI(S)......cccoiuiiiiiiiiiiiiiiee e 3
O Medicare AQVantage ........cooiuiiiiiiiiiii e 5
O Medicaid/CHIP Managed Care Plan(S) ........ccuiiiuiiiiiiiiieeeiiee e 6
O Medicaid/CHIP fee-for-service (FFS) ... 7
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B36.

[ONLY ANSWER IF YOU ARE PROVIDING SHARED SAVINGS TO MORE THAN 1 TYPE OF
PRACTICE (TRACK 1, TRACK 2, AND/OR NON-CPC+ PRACTICES)]

You have indicated that you provide shared savings to [Track 1 CPC+ practices / Track 2

CPC+ practices / other primary care practices that are not participating in CPC+/multiple
lines of business]. Do you have a different approach to providing shared savings for:

Select one per row

| Yes | No |
a. CPC+ practices versus other primary care practices o) Qo
that are not participating in CPC+ practices?
b. Track 1 CPC+ practices versus Track 2 CPC+? o) Qo
c.  Different lines of business? Q! Qo

For these next questions about shared savings payments:

Please focus on your approach for your CPC+ practices, not your approach for other primary care

practices that are not participating in CPC+.

Unless otherwise specified, please focus on the approach used most commonly with your CPC+

practices, not your separate approaches for Track 1 and Track 2 practices.

Please think about your line of business with the greatest number of patients attributed to

CPC+ practices.

B37.

B38.

B39.

B40.

For 2020, what is the typical maximum percent of savings you would share with practices?

PERCENT OF SAVINGS

In 2020, will you include downside risk sharing? In other words, will CPC+ practices also
share in losses?

[ONLY ANSWER IF YOU ARE INCLUDING DOWNSIDE RISK SHARING (B38=1)]

For 2020, what is the maximum typical percent of losses would you pass on to practices?

PERCENT OF LOSSES

For 2020, do you use a minimum savings rate (that is, a threshold that must be surpassed
before savings are shared with practices)?
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B41.

B42.

B43.

B44.

B45.

B46.

[ONLY ANSWER IF YOU USE A MINIMUM SAVINGS RATE (B40=1)]

What is the minimum savings rate?

PERCENT MINIMUM SAVINGS RATE

Have you finalized your shared savings calculations based on practices’ performance in
20187

What proportion of practices received shared savings payments based on their
performance in 2018?

Select one per row

‘ None ‘ Some ‘ Most ‘ All ‘
a. Track 1 CPC+ in [REGION SURVEY IS 00 1O 20 30O
ABOUT]
b. Track 2 CPC+ in [REGION SURVEY IS 00O 1Q 20 30
ABOUT]
c. Other primary care practices in [REGION 0O 1O 20 30

SURVEY IS ABOUT] that are NOT
participating in CPC+

Compared to 2019, did you make any other significant changes to your shared savings
approach for 2020?

[ONLY ANSWER IF YOU MADE SIGNIFICANT CHANGES TO YOUR SHARED SAVINGS
APPROACH IN 2020 (B44=1)]

Please briefly describe these other changes to your shared savings program for 2020.

If relevant, use the space below to note any differences in your approach to shared
savings across CPC+ regions.
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Enhanced FFS Payments

[COMPLETE THIS SECTION IF ENHANCED FEE-FOR-SERVICE (FFS) PAYMENTS WAS SELECTED
IN B1 FOR 2020]

The next set of questions will focus on your 2020 enhanced FFS payments. Under enhanced FFS
payment programs, payers pay practices an enhanced FFS payment rate (e.g., 105% of normal
FFS rates) to support enhanced, coordinated services and/or for meeting benchmarks (for
example, on utilization, cost, or quality) during the prior year.

B47. For a given practice type, please indicate how many practices are potentially eligible to
receive enhanced FFS payments. Please note that for this survey “CPC+ practices” refers
to practices that were selected by CMS to participate in CPC+.

Select one per row

‘ None | Some ‘ Most‘ All ‘

Track 1 CPC+ in [REGION SURVEY IS ABOUT] 00O 10 20 30

Track 2 CPC+ in [REGION SURVEY IS ABOUT] 00O 10 20 30
c. Other primary care practices in [REGION 00O 1O 20 30

SURVEY IS ABOUT] that are NOT participating

in CPC+

[IF NONE SELECTED FOR A, B, AND C, SKIP TO B57 ON PAGE 32 (ALTERNATIVE FEE-FOR-
SERVICE SECTION])]
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B48. In which regions are practices that are NOT participating in CPC+ potentially eligible for
enhanced FFS payments?

Select all that apply

I N4 €= 1T T RO 1
I O 7] o] = T [ L PR 2
O Greater Buffalo Region (NEW YOrk) ........cooiiiiiiiiiiiiiieiiee e 3
O  Greater Kansas City ........ooi ittt 4
I o =117 1 PSPPSR 5
C1  LOUISIANG ..ottt et e s e s 6
I O V1T T o - T o PSSP 7
E0  MONEANA ..o 8
O3 NEDrasKa ....ooeeieiiii e 9
CI  NEW JBISEBY ittt e e e e e e e e e e e e et e e e e e e e sesanbeaeeaaaeas 10
I O [ i T =1 o - RS 11
O North Hudson-Capital Region (NeW YOrk) .........ccocciiiiiieiiiicciieeee e, 12
O Ohio and Northern KenNtUCKY .........coeeeiiiiiiiiiiiiee e e e 13
I B @ (=1 g o] = PSRRI 14
I O © =Yoo o LR 15
O Greater Philadelphia.........cooueiiiiii e 16
O RO ISIANG ... 17
O TONNESSEE. ...ttt ettt e et e et e e nnee s 18

The remaining questions in this section focus on your approach in all of your CPC+ regions.

B49. In 2020, for which line(s) of business are you offering enhanced FFS payments?

Select all that apply

O Commercial: Fully Insured Products ..........ccccceeiiiieiiiiiiie e 1
O Commercial: Self-Insured Products (TSA/ASO) .......eueeeieiiiiiiiieeeeeee e 4
O Health Insurance Marketplace Plan(s) .......cccccevviiiiiiieiii e 2
O State/Federal High-RiSK POOI(S)........ccccccuiiiiiieiiiecieeee e 3
O Medicare AQVantage ........coocueiiiiiiiiii et e e aeee s 5
O Medicaid/CHIP Managed Care Plan(S) .......ccccveuiiieeiiiiiie e 6
O Medicaid/CHIP fee-for-service (FFS) ... 7
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B50.

[ONLY ANSWER IF YOU ARE PROVIDING ENHANCED FFS PAYMENTS TO MULTIPLE
TYPES OF PRACTICES (TRACK 1, TRACK 2, AND/OR PRIMARY CARE PRACTICES NOT
PARTICIPATING IN CPC+)]

You have indicated that you provide enhanced FFS payments to [Track 1 CPC+ practices /
Track 2 CPC+ practices / other primary care practices that are not participating in
CPC+/multiple lines of business]. Do you have a different approach to providing enhanced
FFS payments for:

Select one per row

‘ Yes ‘ No ‘
a. CPC+ practices versus other primary care practices that are o o
not participating in CPC+ practices?
b. Track 1 CPC+ practices versus Track 2 CPC+? o Q
c. Different lines of business? o O]

For these next questions about enhanced FFS payments:

Please focus on your approach for your CPC+ practices, not your approach for other primary care

practices that are not participating in CPC+.

e Unless otherwise specified, please focus on the approach used most commonly with your CPC+
practices, not your separate approaches for Track 1 and Track 2 practices.

¢ Please think about your line of business with the greatest number of patients attributed to
CPC+ practices.

B51.

B52.

Are you providing enhanced FFS payments in 2020 based on performance in CPC+ in
20187

In 2020, what adjustments (if any) are you making when calculating the enhanced FFS rate
for practices?

Select all that apply
O Adjust for practice participation in CPC+ or another practice

transformation iNitiative ... 1
O Adjust for practice performance on utilization, cost, quality metrics .................. 2

O Adjust rate by practice status as it relates to CPC+ Tracks (e.g.,
CPC+ Track 1 or Track 2) or tiers (e.g., achieving a certain PCMH

FECOGNITION IEVEI) ... e 3
O None of the above. Adjusted rate negotiated with practices but is

not tied to CPC+ participation or utilization, cost, or quality metrics................... 3
OO Other (SPECIFY). ettt e et 99
Specify |
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B53.

B54.

B55.

B56.

[ONLY ANSWER IF YOU ARE ADJUSTING ENHANCED FFS BASED ON PRACTICE
PARTICIPATION IN CPC+ (B52=1)]

By how much are you adjusting the 2020 FFS rate for participation in CPC+ or another
primary care transformation initiative?

PERCENT

[ONLY ANSWER IF YOU ARE ADJUSTING ENHANCED FFS FOR PRACTICE
PERFORMANCE ON UTILIZATION, COST, OR QUALITY METRICS (B52=2)]

By how much are you adjusting 2020 FFS payments for performance on utilization, cost,
and/or quality metrics?

PERCENT

[ONLY ANSWER IF YOU ARE ADJUSTING ENHANCED FFS FOR PRACTICE
PERFORMANCE UTILIZATION, COST, OR QUALITY METRICS (B52=2)]

If you are using quality tiers, please describe below.

If relevant, use the space below to note any differences in your approach to enhanced FFS
payments across CPC+ regions.

72




Alternative to FFS Payments

[COMPLETE THIS SECTION IF COMPREHENSIVE PRIMARY CARE PAYMENTS OR CAPITATION
OR BUNDLED PAYMENTS FOR PRIMARY CARE-FOCUSED EPISODES OF CARE WAS SELECTED
IN B1 FOR 2020]

The next set of questions will focus on your alternative payment approach, such as
comprehensive primary care payments (CPCP), partial or full capitation, or bundled payments for
episodes. Under these models, practices receive lump sum payments for attributed patients
instead of all or some portion of fee-for-service payments. Please focus on your alternative
payments to practices during 2020.

B57. For a given practice type, please indicate how many practices are included in your
alternative to FFS approach. Please note that for this survey “CPC+ practices” refers to
practices that were selected by CMS to participate in CPC+.

Select one per row

‘ None | Some ‘ Most‘ All ‘

Track 1 CPC+ in [REGION SURVEY IS ABOUT] 00O 10 20 30

Track 2 CPC+ in [REGION SURVEY IS ABOUT] 0O 10 20 30
c. Other primary care practices in [REGION 00 1O 20 30

SURVEY IS ABOUT] that are NOT participating

in CPC+

[IF NONE SELECTED FOR A, B, AND C, SKIP TO C1A ON PAGE 38 (QUALITY MEASURES, DATA
FEEDBACK, AND TECHNICAL ASSISTANCE SECTION]
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B58. In which regions are practices that are NOT participating in CPC+ receiving alternative to
FFS payments?

Select all that apply

C0  ArKANSAS ..ot e e 1
I 7] o] = T [ PR 2
O Greater Buffalo Region (NEW YOrk) ........cooiiiiiiiiiiiiiieieee e 3
O  Greater Kansas City ........eoiiiiiiiiiiiiee et 4
I o o117 1 PSPPI 5
E1  LOUISIANG ..ottt e s s 6
I S V[T o - T R UP PP 7
I B |V o] o] ¢= o = RO TSRO PTSRPPP 8
O3 NEDrasKa ....ooeeieiiieie e 9
CI  NEW JBISEY .euiiiiiie ittt ettt e e e e e e e e e e e e e et e e e e e e e e e et a e e e e e e e e e sanraaneaeaeas 10
I o i T =1 o = SRR 11
O North Hudson-Capital Region (New YOrk) ........ccccueiiiiiiiieiiiiie e 12
O Ohio and Northern KentUCKY ...........cooiiiiiiiiiiiie e 13
I O @ (=1 g o] o = SRR 14
I O © =Yoo o [PPSR 15
O Greater Philadelphia........ccoociiiiiii e 16
O  RROAE ISIANG ... e 17
O TONNESSEE.. .ottt e et e et e e nnee s 18

The remaining questions in this section focus on your approach in all of your CPC+ regions.

B59. In 2020, for which line(s) of business are you using an alternative payment approach?

Select all that apply

O Commercial: Fully Insured Products ...........ccevvveiiiiiiiiiiieee e 1
O Commercial: Self-Insured Products (TPA/ASO) ......ccooiiieiiiiiiiieiieeeeeee e 4
O Health Insurance Marketplace Plan(s) .........cceoiiiiiiiiiiiiiiiie e 2
O State/Federal High-Risk POOI(S).......ccoiiuiiiiiiiiiiie e 3
O Medicare AAVantage ........coooueiiiiiiiiii e 5
O Medicaid/CHIP Managed Care Plan(S) ........ccuiiiiuiieiiriiiee e 6
O Medicaid/CHIP fee-for-service (FFS) ... 7
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B60. [ONLY ANSWER IF YOU ARE PROVIDING ALTERNATIVE TO FFS PAYMENTS TO

MULTIPLE TYPES OF PRACTICES (TRACK 1, TRACK 2, AND/OR NON-CPC+ PRACTICES

NOT PARTICIPATING IN CPC+)]

You have indicated that you provide alternative to FFS payments to [Track 1 CPC+

practices / Track 2 CPC+ practices / other primary care practices that are not participating

in CPC+/multiple lines of business]. Do you have a different approach to providing
alternative to FFS payments for:

Select one per row

Yes No
a. CPC+ practices versus other primary care 1O 00
practices that are not participating in CPC+
practices?
b. Track 1 CPC+ practices versus Track 2 CPC+ 1O 00
c. Different lines of business? 1O 00O

For these next questions about alternative to FFS payments:

e Please focus on your approach for your CPC+ practices, not your approach for other primary care

practices that are not participating in CPC+.

¢ Unless otherwise specified, please focus on the approach used most commonly with your CPC+

practices, not your separate approaches for Track 1 and Track 2 practices.

e Please think about your line of business with the greatest number of patients attributed to

CPC+ practices.

B61. Do practices receive prospective, alternative payments instead of some or all FFS
payments for...

Select one only

O All primary care services with few exceptions (such as
IMMUNIZAtIONS OF SCIEENETIS) ......iiiiiiiiie et 1

O Some primary care services (such as Evaluation and Management
office visits or primary care specific epiSOdes).........ccouvuiiiiiiiiiiiic e, 2

O No primary care services. We do not use an alternative to FFS
payment approach (such as full or partial capitation, or bundled
payments) for our CPC+ primary care practices.........cccccveeviiiiiieeeeeeeiciieeeenn 0

B62 [ONLY ANSWER IF PRACTICES ARE RECEIVING PROSPECTIVE, ALTERNATIVE
PAYMENTS FOR SOME PRIMARY CARE SERVICES (B61=2)]

For what primary care specific episodes are practices receiving prospective, alternative

payments instead of some or all FFS payments?

Select all that apply
O Evaluation and Management office ViSitS..........oocveiiiiiiiiii e, 1
O Primary care specific episodes (e.g., urinary tract infections,

depression, 10w back Pain).........ooceiiiiiiiiie e 2
I N @ (o 1= g 5] =l O | o 2 S 99
Specify | |




B63. [ONLY ANSWER IF PRACTICES ARE RECEIVING PROSPECTIVE ALTERNATIVE
PAYMENTS FOR PRIMARY CARE SPECIFIC EPISODES (B62=2)]

In 2020, for what primary care specific episodes are practices receiving alternative or
bundled payments?

Select all that apply

O  Urinary tract iNfECION .......cooiiiiiie e 1
I Y| 1111 USSR 2
T | USROS 3
[ I o [T o= ] (- OSSR PP 4
O Bronchiolitis and RSV pneumonia..........cccuvviiiiiiiiiiiiiiee e 5
I I o 1=T0 ¢ o] o] o 1T PSSR 6
O CAD And @NngiNa........c.ueveiiieeiieeiiiiiieeee ettt e e e e e e e et e e e e e e e senrrreeeaae s 7
O3 SICKIE CeII e 8
I o 1Y oTo] (=1 7o o SRR 9
O DermatitiS/urtiCarial............ooouiiiiiiii e 10
O Upper respiratory infection (outpatient)...........ccoooeeiiiiiiiii e, 11
O Attention-deficit/hyperactivity disorder (ADHD).........coooeiiiiiiiiiiee e, 12
O Oppositional defiant disorder (ODD).........coouiiiiiiiiieiee e 13
I @ 13 1Y =Y - OSSR 14
0 D 1= o =YX [ o SRR 15
D0 ANXIEEY e 16
O HEAACNE ...t 17
I T o Y o = o Qo - o RSP PPPPPPPPIRt 18
O3 ASENMI@ e 19
O Chronic obstructive pulmonary disease (COPD) ........ccccevvuiieeiiiieeeiiiee e 20
O PeriNatal Care ........ccueiiiiiiiiiee e 21
O  Other (SPECIFY ).ttt ne e 99
Specify |
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B64. In 2020, what adjustments (if any) are you making when calculating alternative payment
amounts for CPC+ practices?

Select all that apply

O Adjust for practice participation in CPC+ or another practice
transformation INItIAtiVE .............uuuiiiiiiii 1

O Adjust for practice performance on utilization, cost, or quality
0T oSS 2

O Adjust rate by practice status as it relates to CPC+ Tracks (e.g.,
CPC+ Track 1 or Track 2) or tiers (e.g., achieving a certain PCMH

[=TetoTe a1y iToT g TN Lo | SRR 3
O Adjust for patient demographic characteristics (such as age/sex)...........c.......... 4
O Adjust for patient or population risk (such as HCC risk score)...........c.ccccuvueee.... 5
O Other (SPECIFY )ittt ettt et et saeesaeesneesnneas 99
Specify | |
(O T (o] o T PR 6

B65. [ONLY ANSWER IF ADJUSTING ALTERNATIVE PAYMENTS FOR ELIGIBLE PRACTICES
BASED ON PARTICIPATION IN CPC+ OR ANOTHER PRIMARY CARE TRANSFORMATION
INITIATIVE]

What is the maximum adjustment amount for 2020 alternative payments based on
participation in CPC+ or another primary care transformation initiative ?

PERCENT

B66. [ONLY ANSWER IF ADJUSTING ALTERNATIVE PAYMENTS FOR ELIGIBLE PRACTICES
BASED ON UTILIZATION, COST, OR QUALITY METRICS]

What is the maximum adjustment amount for 2020 alternative payments based on
utilization, cost, or quality metrics?

PERCENT

B67. [ONLY ANSWER IF ADJUSTING ALTERNATIVE PAYMENTS FOR ELIGIBLE PRACTICES
BASED ON PRACTICES’ TRACKS OR TIERS]

What is the maximum adjustment amount for 2020 alternative payments based on
practices’ Tracks or tiers (e.g., Track 1 and Track 2 for CPC+ or achieving a PCMH
recognition level)?

PERCENT

B68. [ONLY ANSWER IF ADJUSTING ALTERNATIVE PAYMENTS FOR ELIGIBLE PRACTICES
BASED ON PRACTICES’ TRACKS OR TIERS]

If you are using quality tiers, please describe below.
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B69.

We want to understand the percentage of payments to primary care practices that are paid
through FFS versus an alternative to FFS payment approach.

Thinking of the payments made to a typical primary care practice during the period from
January — June 2020, please estimate the percentage of these payments that was paid
using (1) FFS and (2) an alternative payment approach. Examples of alternative to FFS
payments include prospective comprehensive primary care payments, capitated
payments, and bundled payments for episodes of care.

OF JANUARY — JUNE 2020 PAYMENTS TO PRIMARY
CARE PRACTICES, APPROXIMATE PERCENT PAID
USING

2.
1. An alternative to FFS
FFS (%) payment approach (%)

a. Track 1 CPC+ practices in
[REGION SURVEY IS ABOUT]

b. Track 2 CPC+ practices in
[REGION SURVEY IS ABOUT]

c. Other primary care practices in
[REGION SURVEY IS ABOUT]
that are NOT participating in
CPC+

78




C. QUALITY MEASURES, DATA FEEDBACK, AND TECHNICAL
ASSISTANCE

C1a. In 2020, are you using these metrics to calculate primary care payments? These metrics
could be used to calculate care management fees, performance-based payments, shared
savings payments, and/or enhanced FFS or capitation rates.

Select one per row

Yes No

Claims-based cost and utilization measures 1O 00O

b. Average cost for primary care specific episodes (e.g., 1O 0Q
urinary tract infections, depression, low back pain)

c. Claims-based quality measures 1O 00O

d. Electronic Clinical Quality Measures (eCQMs) 10O 0O

e. Patient experience measures (e.g., CAHPS) 1O 00

f.  Other (SPECIFY) 1O 0O

1O 0O

C1b. [ANSWER ONLY FOR ROWS THAT YOU ANSWERED “YES” IN C1a]

Do you risk-adjust any of the following metrics?

Select one per row

Yes No
a. Claims-based cost and utilization measures 1O 00
b. Average cost for primary care specific episodes (e.g., 10O 00

urinary tract infections, depression, low back pain)

C Claims-based quality measures 10 00
d. Electronic Clinical Quality Measures (eCQMs) 10 0O
e. Patient experience measures (e.g., CAHPS) 10 00O
f. [OTHER SPECIFY FROM C1a IF SELECTED] 10 0O

79




C1c. [ONLY ANSWER IF YOU USE PRIMARY CARE SPECIFIC EPISODES TO CALCULATE
PRIMARY CARE PAYMENTS (C1b.b=1)]

In 2020, what primary care-specific episodes are you using to calculate the amount of
CPC+ payments or to determine if practices qualify for performance-based incentive

payments?

Select all that apply

O  Urinary tract iNfECION .......cooiuiiii e 1
I O Y| 1111 USSR 2
T | USRS 3
I I o [T o= ] (- OSSR PPR 4
O Bronchiolitis and RSV pneumonia..........cccuvveiiiiiiiiiiiiiiie e 5
I I o 1T 0o o] 1| L= PRSPPI 6
O CAD And @ngiNa........c.ceeeieiieiiiiiiiiiieeee ettt e et e e e e e e e e e e e e e seanraaeeeeaeas 7
I S Y To 4 [= X o= | SRS 8
I O o 1Y/ o] (=T a3 o] o PRSPPI 9
O Dermatitis/uUrtiCarial...........c.coeiiiiiiiiiee s 10
O Upper respiratory infection (outpatient)...........ccooeeiiiii e, 11
O Attention-deficit/hyperactivity disorder (ADHD)..........ocoieiiiiiiiiiieeee e, 12
O Oppositional defiant disorder (ODD).........coouiiiiiiiiiiiee e 13
I @ 113 1Y =Y - OSSPSR 14
N D 1= o ==X [ o SR 15
0 ANXIEEY e naee s 16
O HEAACKNE ...ttt 17
I T o VY o= Lo Qo = 1 o RO PPPPPPPPPPPRt 18
O3 ASENMI@ e 19
O Chronic obstructive pulmonary disease (COPD) ........ccccevviiieeiiiiiee e 20
O PeriNatal Care ........ocueiiiiiiiiieee et 21
O  Other (SPECIFY ).ttt nee e 99
Specify |

C2. Do you currently share data feedback on cost, use, and/or quality with primary care
practices? Please select “Yes” if you provide feedback directly to practices or if you
provide it through a data aggregator.

Select one only

(O I = T PR 1
QO No, but data feedback will be provided before the end of 2020.......................... 2
O No, data feedback will not be provided in 2020 ...........ccocciiiiiiiiiie e, 3
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C4.

CS.

o o oo

[ONLY ANSWER IF YOU CURRENTLY SHARE OR WILL SHARE DATA FEEDBACK IN 2020

(C2=1 OR 2)]

For 2020, what type of data [are/will be] included in your data feedback?

Claims-based cost and utilization measures

Average cost for primary care specific episodes
(e.g., urinary tract infections, depression, low back

pain)

Specialists cost data
Hospital cost data
Other (SPECIFY)

S @ = o oo

Claims-based quality measures

Patient experience measures (e.g., CAHPS)

Electronic Clinical Quality Measures (eCQMs)

Select one per row

Yes No
Q! Qo
Q! Qo
o1 Qo
Q! Qo
Q! Qo
Q! Qo
Q! Qo
Q! Qo

[ONLY ANSWER IF YOU CURRENTLY SHARE OR WILL SHARE DATA FEEDBACK IN 2020

(C2=1 OR 2)]
How frequently [will/do] you provide data at the system, practice, practitioner, and patient
levels?
Select one per row
Never, data
not provided Real-
at that level Quarterly Monthly Weekly time Other (SPECIFY)
System-level o1 02 03 0% Q5 Qb
Practice-level Q' 02 Q3 0% Q5 Qb |:|
Practitioner- Q! Q2 Q3 0% Q5 Qb |:|
Patient-level Q' 02 Q3 0% Q5 Qb |:|
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Cé6a.

@ C6b.

C7.

Cs.

[ONLY ANSWER IF YOU CURRENTLY SHARE OR WILL SHARE DATA FEEDBACK IN 2020
(C2=1 OR 2)]

What format [will/do] you use for sharing data feedback?

Select all that apply

I S =Y ([ o =Y oo R 1
O Interactive data portal...........ooo i 2
[ @ 1 U= g (5] o =T O o 2 TR 99
Specify |

[ONLY ANSWER IF YOU CURRENTLY SHARE OR WILL SHARE DATA FEEDBACK IN 2020
(C2=1 OR 2)]

Does your method of sharing data feedback allow practices to export the data or receive a
data dump to manipulate the data themselves?

[ONLY ANSWER IF YOU CURRENTLY SHARE OR WILL SHARE DATA FEEDBACK IN 2020
(C2=1 0R 2)]

If relevant, use the space below to note any differences in your approach to data feedback
across CPC+ regions.

[ANSWER IF YOU CURRENTLY SHARE OR WILL SHARE DATA FEEDBACK IN 2020 (C2=1
OR 2)]

In 2020, how many practices that are NOT participating in CPC+ in [REGION SURVEY IS
ABOUT] are receiving data feedback on their system, practice, practitioners, or patients?

(O T o o 1= OO T PP P O PPR PRI 0
(O T T 1 SRR 1
(O T |V T T SRS 2
(O T USROS 3
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C8a. [ONLY ANSWER IF YOU CURRENTLY SHARE OR WILL SHARE DATA FEEDBACK IN 2020
(C2=1 OR 2) AND ARE PROVIDING DATA FEEDBACK TO NON-CPC+ PRACTICES (C8=1, 2,
OR 3)]

In which regions are practices that were NOT selected for CPC+ receiving data feedback?

Select all that apply

E0  ArKANSAS ..ot 1
I O 7] o] =T [ PSPPI 2
O Greater Buffalo Region (NEW YOrk) ........cooiiiiiiiiiiiiiieiiiee e 3
O Greater Kansas City .....cccveiiiiiieiiiiiee et e e e e e s snaee e e sneees 4
I o 117 1 O PSP PUPTPPPPPI 5
I o 01T o = O SO POPT PRSPPI 6
I S V[ Tod o] o T- 1 U RS PPPPPPN 7
I IV o o1 7= 3 - O PSSOV PP PRI 8
O3 NEDraska ........ooiiiiiiii et 9
CI  NEW JBISEY eiiiiieei ittt ettt e e e e et e e e e e e st te e e e e e e e e sastaaeeeeaeesesnstaaneaaeeas 10
O NOMh DAKOLA ...t 11
O North Hudson-Capital Region (NewW YOrk) .......ccocoeeiiiiiiiiiiiiiiieiieee e 12
O Ohio and Northern KentUCKY ...........cooiiiiiiiiiiiie e 13
I O O (=1 g o] = PRI 14
I B © =Yoo o L P PRI 15
O Greater Philadelphia.........ooooiiiiiii e 16
O  RROAE ISIANG ... e 17
O TONNESSEE....eeeii ittt et e 18

C9. [ONLY ANSWER IF YOU CURRENTLY SHARE OR WILL SHARE DATA FEEDBACK IN 2020
(C2=1 OR 2) AND ARE PROVIDING DATA FEEDBACK TO NON-CPC+ PRACTICES (C8=1, 2,
OR 3)]

How does your data feedback provided under other primary care programs compare to
your data feedback for CPC+ practices?
Select one only

O Data feedback is more comprehensive than feedback provided to
(01 O o] = o 1 o1 TSSO 1

O Data feedback is about the same as feedback provided to CPC+
= Lo 1 o7 2

QO Data feedback is less comprehensive than feedback provided to
(07 2O o] = Lo i [o Y= S PP PPPPPPPPPPPPPRt 3

C10. Are you offering CPC+ practices technical assistance or practice coaching?
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C11.

C12.

[ONLY ANSWER IF PROVIDING TECHNICAL ASSISTANCE OR PRACTICE COACHING
(C10=1)]

In 2020, what type of assistance are you offering CPC+ practices?

Select all that apply

O In-person group learning SESSIONS ..........iiiiiiiiiiiiiiee e 1
O Web-based group learning SESSIONS........ccoiuiiiiiiiiiiieiee e 2
O Individualized practice Coaching ...........c.coooiiiiiiiiiii e 3
I O 1 = PSPPSRI 99
Specify

[ONLY ANSWER IF PROVIDING TECHNICAL ASSISTANCE OR PRACTICE COACHING
(C10=1)]

Are you coordinating technical assistance for CPC+ practices with [YOUR REGIONAL
LEARNING NETWORK]?
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C12a. [ONLY ANSWER IF COORDINATING TECHNICAL ASSISTANCE FOR CPC+ PRACTICES
WITH YOUR REGIONAL LEARNING NETWORK (C12=1)]

In which regions are you coordinating technical assistance with Regional Learning

Networks?

Select all that apply

EI  ArKANSAS ..ot 1
I 7] o] =T [ P PP PRPP 2
O Greater Buffalo Region (NEW YOrK) ........cooiiiiiiiiiiiiiieiiiee e 3
O  Greater Kansas City .....cccoeiiieiieiiiiiee ettt e s e e s e e e sneeeas 4
E0  HAWA .ot 5
I o 01T o = PO PT SRR 6
I I V[ Tod o] o T- 1 PRSPPI 7
O3 MONTANA ... e 8
O3 NEDraska ........oooiiiiiiii et s 9
I N =T T SRR 10
O NOMh DAKOLA ... 11
O North Hudson-Capital Region (New YOrk) .......ccocoieiiiiiiiiiiiiiiie e 12
O Ohio and Northern KEntUCKY ...........cooiiiiiiiiiii e 13
I O @ (=1 oo o = RSP 14
I O © 1Yo o] o L PP RRPPP 15
O Greater Philadelphia.........cooo i 16
O RO ISIANG ... e 17
O TONNESSEE.....eeii ittt et e e e e 18

C13. [ONLY ANSWER IF PROVIDING TECHNICAL ASSISTANCE OR PRACTICE COACHING
(C10=1)]

If relevant, use the space below to note any differences in your approach to technical
assistance for practices across CPC+ regions.

C14. [ONLY ANSWER IF PROVIDING TECHNICAL ASSISTANCE OR PRACTICE COACHING
(C10=1)]

In 2020, how many practices that are NOT participating in CPC+ are receiving technical
assistance?

Select one only

(O T (o] o= P PP P PP PTPPR PP 0
(O T s o131 SRR 1
O MOST e 2
L T | 3
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C14a. [ONLY ANSWER IF PROVIDING TECHNICAL ASSISTANCE TO NON-CPC+ PRACTICES IN
OTHER PRIMARY CARE PROGRAMS (C14=1, 2, OR 3)]

In which regions are practices that are NOT participating in CPC+ receiving technical

assistance?

Select all that apply

EI  ArKANSAS ..ot 1
I 7] o] =T [ P PP PRPP 2
O Greater Buffalo Region (NEW YOrk) ........cooiiiiiiiiiiiiiieiiiee e 3
O  Greater Kansas City .....cccoeiiieiieiiiiiee ettt e s e e s e e e sneeeas 4
E0  HAWA .ot 5
I o 01T { o = P OO POPT SRR 6
I I V[ Tod o] o T- 1 o PRSPPI 7
O3 MONTANA ... e 8
O3 NEDraska ........oooiiiiiiii et s 9
I N =T T SRR 10
O NOMh DAKOLA ... 11
O North Hudson-Capital Region (New YOrk) .......ccocoieiiiiiiiiiiiiiiie e 12
O Ohio and Northern KEntUCKY ...........cooiiiiiiiiiiii e 13
I O @ (=1 oo o = RSP 14
I O © 1Yo o] o L PP RRPPP 15
O Greater Philadelphia.........cooo i 16
O RO ISIANG ... e 17
O TONNESSEE.....eeii ittt et e e e e 18
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C15.

@ C16a.

[ONLY ANSWER IF PROVIDING TECHNICAL ASSISTANCE TO NON-CPC+ PRACTICES IN
OTHER PRIMARY CARE PROGRAMS (C14=1, 2, OR 3)]

How does your technical assistance provided under other primary care programs compare
to your technical assistance for CPC+ practices?
Select one only

O Technical assistance is more intensive than the support provided to
(01 2 0% o] = ox 1o Y= SRR 1

O Technical assistance is about the same as the support provided to
CPCH PraCliCES ..uveiiiieiieciiieeee ettt e e e e et e e e e e e enaanes 2

O Technical assistance is less intensive than the support provided to
CPCH PraCliCES ..uveiiiieiieciiieiee ettt e e e e et e e e e e e enaanes 3

Some payers are offering other supports to practices or directly to CPC+ patients.

Do you offer any of the following other supports or services to CPC+ practices?

Select all that apply
O Care managers for PractiCes........cuiiiiiiiiiiiiiiie s 1
O  Practice COAaChING ......coouuiiiiie e 6

O Social service supports (e.g., assessments and/or referral to social
SEIVICES AUENCIES)...eiiiuttieeiiuieieeeiteee e ettt e e st e e e abe e e e e aabe e e e e aabee e e e anbeeeesannaeeeeanneeas 7

O Behavioral health integration supports (e.g., embedded behavioral
health staff, reimbursement for behavioral health services provided

iN PriMary care SEttiNGS) ... .ocoiiiiiie i e e 2
O Embedded pharmacists for practices..........ccccceeiiiiiiiiiiiiiiccecceee e, 3
O Fee for service reimbursement for alternative visits (such as home-

based care, video-based conferencing, or €-VisitS) .........cccccceveveiiiieiiiieneene 4
O Other (SPECIFY ).ttt 99
Specify |
QO NONE Of the @DOVE ......ccoiiiiie s 5
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C16b.

@ C16c.

[ONLY ANSWER IF PROVIDING FFS REIMBURSEMENT FOR ALTERNATIVE VISITS
(C16a=4)]

Do you provide FFS reimbursement to primary care practices for the following types of
alternative visits?

Select all that apply
O Visits in alternative locations (for example, nursing facilities or

=T o] (o g oT=T 01 (=T = PSPPSR 1
O Home-based visits (i.e., primary care home VisitS) .........cccocvieiiiiiiiiiniiiece, 2
O Medical group visits (i.e., shared medical appointments) ...........cccccevevciierennnen. 3
O Video-based conferencing (i.e., telehealth or telemedicing)...........ccccccvvvrenneen. 4
O Medical visit over an electronic exchange (for example, e-visit,

[0 = RSP 5
O Medical visit via telephone (i.e. phone Visit).........cccccooviiiiiiiii e, 6
O Other (SPECIFY )ittt 99
Specify | |

Do you offer any of the following other supports or services directly to CPC+ attributed
patients?

Select all that apply
OO Advance care planning.........cooccuiiiiiiie i e e 6
O Telephonic care ManagemeNnt..........coooiuuiiiiiiiiiiiiiiee e 1
O Medication therapy reVIEWS........oocuuiiiiiiiiieeiee e 2
O Disease Management PrOgramS ........oocuueeeeiiuereeeiieeeeeaieeeesaereeeesseeeessneeeeesnneees 3
O Health and wellness services (e.g., smoking cessation counseling,

WEIGhT [0SS SUPPOIT) ..o 4
QO  NONE Of the @DOVE ... 5
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D1.

D2.

D. PRIOR AND CONCURRENT INITIATIVES

We are interested in understanding how your supports for primary care practices may
have changed in recent years.

Since deciding to partner in CPC+, 1) have you made any of the following changes to your
primary care practice supports, and (2) if yes, how much were those changes influenced
by partnering in CPC+?

(1)
Have you made any of
the following changes to

your supports for (2)
primary care practices If yes, how much were those
since deciding to changes influenced by
partner in CPC+? partnering in CPC+?
Not at all Influenced Strongly
Yes No influenced somewhat | influenced

(1) (2) (1) (2) (3)

a. Increased the amount of
funding provided to primary 1 0 1 2 3
care practices to support Q O Q O O
practice transformation

b. Increased the proportion of
payments paid prospectively
(for example, through 1 0 1 2 3
comprehensive primary care Q O Q o Q
payments or full or partial
capitated payments)

c. Increased the alignment of
quality metrics used for o Qo o Q2 oF
calculating payments

d. Provided more comprehensive
data feedback (such as adding 1 0 1 2 3
additional measures or new Q O Q o Q
drill down features to reports)

e. Provided additional technical
assistance or practice o Qo o Q2 oF
coaching to practices

f. Some other change 1 0 1 2 3
(SPECIFY) Q Q Q Q Q

Please provide additional details on the changes that you made that were influenced by
partnering in CPC+.
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E. PRIMARY CARE FIRST

In 2021, CMS will begin offering Primary Care First (PCF), a five-year model designed to reward
value and quality using an innovative payment method built from CMS’ CPC+ model. CMS has
invited payers to partner in the PCF model. As PCF partners, payers sign a memorandum of
understanding with CMS, work with CMS to develop and implement an aligned payment approach,
and work directly with practices and providers that are participating in the PCF model.

@ E1. Do you plan to partner with CMS in the Primary Care First (PCF) Model?
Select one only

O Yes, planning to partner in PCF in 2021 ... 1
O Yes, planning to partner in PCF in 2022 ... 2
O Unsure, we are still considering whether to partner in PCF in 2022................... 3
O No, we have decided NOT to partnerin PCF ..........ccccoooiiiiiiiiieee e 4

@ E2. [ONLY ANSWER IF YOU HAVE DECIDED NOT TO PARTNER IN PCF (E1=4)]

What are the primary reasons your organization decided not to partner in PCF?

Select all KEY reasons

Organizational factors
O My organization is prioritizing other value-based initiative(s) over PCF ............. 1
O Concerns about lack of potential return on investment...........cccccceevviciiiieeneeen. 2
O My organization experienced challenges in partnering with CMS

during the CPC+ model PCF ... 3

PCF model factors

O PCF’s model for moving away from fee-for-service reimbursement................... 4
O PCF’s general focus on rewarding practices for outcomes instead

Of PrOCESS MEASUIES ...ttt s nneee e 5
O The particular practice performance measures that PCF is using .................... 6
O PCF’s requirements for using data to drive practice accountability .................... 7
O PCF’s approach toward multi-payer collaboration and alignment ..................... 8

Practice factors

O Not enough practices in my region plan to participate in PCF...........c.ccccceee. 9
O Concerns about practices being able to make meaningful change

to how they deliVer Care ...........ooo i 10
Other factors
O Applied to PCF but was not accepted.........oooiiiiiiii e 11
O Other (Please deSCriDE) ........ooiiiiiiiiiiiiei e 99
Specify |
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[ONLY ANSWER IF YOU ARE PLANNING TO PARTNER IN PCF IN 2021, 2022, OR ARE
CONSIDERING PARTNERING]

What is motivating your organization to [partner/consider partnering] in PCF?

Select all KEY motivations.

O PCF aligns with my organization’s strategic objectives ...........ccccccceeeeiiiciiienn.n. 1
O PCF aligns with primary care transformation efforts my

organization is already PUISUING ........cocuuiiiiiiiiiiiiiiee e 2
O PCF allows my organization to focus on high risk patients (e.g.

patients with the most intensive medical needs)............cccccveeviiii i 3
O PCF allows my organization to be at the forefront of primary care

tranSTOrMAtioN ........eiiiiee e 4
O PCF allows my organization to focus on improving quality and

OULCOMIES ...ttt ettt e et e ettt e e e e e s eana e e e s aanneeas 5
O PCF allows my organization to focus on lowering cost..........ccccccvvveeeeicciiiennnn.n. 6

O PCF allows my organization to partner collaborate with other
payers (e.g., align provider incentives, decrease burden on
providers) to reach a critical mass of patients in primary care

0] = o3 17 =S 7
O Other (Please deSCrDE) ......c.uuiii it 99
Specify |

[ONLY ANSWER IF YOU ARE PLANNING TO PARTNER IN PCF IN 2022 OR ARE
CONSIDERING PARTNERING]

What are the key reasons your organization is [planning to partner/considering partnering]
in PCF in 2022 instead of 20217

Select all KEY reasons.

O My organization anticipates that more practices in our region will

participate in 2022 than in 20271 ..o 1
O A 2022 start date better aligns with other ongoing priorities at my

Lol o= g1 4= 11[o] o [P PP PRSPPI 2
O My organization first would like to see which other payers in my

region partnerin PCF .. ... e 3
O My organization has concerns about aspects of PCF that we think

will be addressed by 2022............oo e 4
O My organization would like more time to prepare for our partnership

N P O e 5
O Uncertainty in the healthcare landscape (e.g., implications of the

COVID-19 PANAEMIC) ...eeieiiiiiee ittt ettt e e et e e st e e s raee e e e rabeeeeenneeeeeens 6
I N O (o 1= 5] =l O | o 2 SR 99
Specify | |
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[ONLY ANSWER IF YOU ARE PLANNING TO PARTNER IN PCF IN 2021, 2022, OR ARE
CONSIDERING PARTNERING]

What challenges do you anticipate, if any, about [partnering/potentially partnering]
in PCF?

Select all KEY challenges.

Practice factors

O Lack of readiness by practices to assume greater financial risk..............c.......... 1
O Practices’ lack of data infrastructure to support movement away

from fee-for-service reimbursement ..o 2
O Not enough practices in my region plan to participate in PCF.............ccccceeenne. 3

O Concerns about practices’ abilities to meet the needs of high-risk
PAtiENtS .. 4

PCF model factors

O PCF’s model for moving away from fee-for-service reimbursement................... 5
O PCF’s general focus on rewarding practices for outcomes instead

Of PrOCESS MEASUIES ......eiiiiiiiiiii ettt et et e e aee e e snneeas 6
O The particular practice performance measures that PCF is using .................... 7
O PCF’s requirements for using data to drive practice accountability .................... 8
O PCF’s approach toward multi-payer collaboration and alignment ...................... 9

Organizational factors

O Conflicting priorities with other value-based programs that my

0rganization IS PUISUING .........eeiiiieiiiiiieiie e e e e ee e e e e e e e e e e e e e e eneeeeeeaaeeeeaaas 10
O Uncertainty about return on investment or concerns about financial

burden of implementing PCF ... 11
O Administrative burden of partnership in PCF ..., 12
Other factors
O Uncertainty about the level of multi-payer collaboration in my

=Yoo o ISR 13
O Uncertainty in the healthcare landscape (e.g., disruptions caused

by the COVID-19 pandemiC) ........ccoiiuiiiiiiiiieiiiiee e 14
O Other (Please deSCrDE) ......c.uuiii i 99
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CAUTION: Your survey has not been submitted until you click “Next” below and receive a
confirmation number. You will not be able to make any changes after you click "Next".

Before clicking submit, you have the option to view and print a copy of your completed survey.
This printable version of the survey will open in a new tab. Please come back to this tab and click
“Submit” below to submit your survey.

If there are any responses that you do not wish to share with CMS, please list the question(s)
below.

Thank you for completing the payer survey!

Your confirmation number is:

If you have questions about this survey, please contact Brianna Sullivan at Mathematica
(BSullivan@mathematica-mpr.com or 617-715-9953).
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APPENDIX 3.B. PRACTICE SURVEY MATHEMATICA® INC.

3.B. Practice Survey

This Appendix describes the CPC+ Practice Survey used to assess how practices that began
participating in CPC+ in 2017 have changed the way they deliver care in response to CPC+, as
well as their organizational characteristics and experiences with CPC+ (including with data
feedback, learning supports, and CPC+ payments). It details survey fielding (Section 3.B.1),
sampling and weighting methods (Section 3.B.2), survey content (Section 3.B.3), analytic
methods (Section 3.B.4), and data tables (Section 3.B.5); and includes the Program Year (PY) 4
Practice Survey instrument (Section 3.B.6).

3.B.1. Survey fielding

A. Timing of survey administration

We administered four waves of the CPC+ Practice Survey to practices that began CPC+ in 2017,
one survey in each program year. The first survey was administered to practices from March 30,
2017, through September 24, 2017, three to nine months after CPC+ began (Table 3.B.1). The
second, third, and fourth waves were administered roughly 1.5, 2.5, and 3.5 years into CPC+.

Table 3.B.1. CPC+ Practice Survey administration dates

Months after CPC+ began
PY Wave Fielding dates (program year)

1 Wave 1 March 30, 2017—September 25, 2017 3-9 months?

2 Wave 2 June 6, 2018-September 25, 2018 18-21 months
3 Wave 3 July 16, 2019—November 18, 2019 31-35 months
4 Wave 4 September 15, 2020-December 14, 2020 45-48 months

@ The PY 1 field period was longer than the periods for other waves because we fielded the survey to comparison
practices two months after fielding it to CPC+ practices, due to the comparison practice selection timeline. We
allowed CPC+ practices to respond up to the end of the fielding period for comparison practices, though 99 percent of
CPC+ practices had responded by the end of July 2017.

PY = Program Year.

We also administered the PY 1 and PY 3 CPC+ Practice Surveys to comparison practices that
were selected via propensity score matching to have similar characteristics to the CPC+ practices
before CPC+ began. See Appendix 6.C of the CPC+ second annual report (Ghosh et al. 2020) for
more information on comparison practice selection, and Appendix 3.B of the CPC+ third annual
report (Orzol et al. 2021) for more information on the comparison Practice Survey.
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B. Survey mode, fielding procedures, length, and incentive

Survey mode. Mathematica designed the CPC+ Practice Survey; it was fielded primarily over
the web, though a small number of practices that were no longer participating in CPC+
completed a paper questionnaire.®

Fielding procedures. Depending on practice type and survey wave, Telligen, another CMS
contractor, or Mathematica fielded the survey to practices (see Table 3.B.2). We obtained email
and mailing addresses for CPC+ practices from Telligen, which asks practices to update their
contact information regularly. The fielding periods for the PYs 1, 2, 3, and 4 surveys were 26,
16, 18, and 13 weeks, respectively. We used different fielding procedures for practices that were
actively participating in CPC+ and those that had withdrawn or were terminated from CPC+.
Practices that were actively participating in CPC+ were required to complete the questionnaire;
they received reminders in CPC+-wide communications such as CPC+ newsletters, in addition to
reminder emails sent by Telligen or Mathematica. Withdrawn or terminated CPC+ practices
received more reminders, including some hard copy letter mailings, to maximize survey visibility
and response rates; practices for which we did not have a valid email address received only hard

copy mailings and fewer reminders, due to cost. See Table 3.B.2 for an overview of fielding

procedures by survey wave and sample group.

Table 3.B.2. Fielding procedures for CPC+ Practice Survey

Participating CPC+

practices

All survey waves

Withdrawn/terminated
CPC+ practices with email
address available?

Withdrawn/terminated
CPC+ practices without
email address available?

Survey invitation mode
and content

Email with log-in and FAQs

Approximate reminder
frequency

Weekly to biweekly

PY 1 follow-up to non-responding practice managers

Who fielded survey
Number of reminders

Telligen

Six reminder emails between
weeks 2 and 10 of fielding

Started 11 weeks into
fielding

Survey announced in weekly
CPC+ newsletter (“CPC+
roundup”) twice before
fielding and nine times
throughout fielding

Telephone outreach

Other reminders or
outreach

Mailed letter with log-in,
CPC+ fact sheet, and FAQs
Email with log-in and FAQs

Weekly to biweekly

Mathematica

Eight reminder emails, one
mailed reminder postcard,
and three mailed reminder
letters between weeks 2 and
16 of fielding

Started 9 weeks into fielding

Survey endorsement letters®
were linked in reminder
emails in weeks 2 and 3, and
mailed with the reminder
letter in week 4

Mailed letter with log-in,
CPC+ fact sheet, and
FAQs

Biweekly

Mathematica

Four mailed reminder
postcards and six mailed
reminder letters between
weeks 2 and 16 of fielding

Started 9 weeks into
fielding

Survey endorsement
letters® were mailed with
the reminder letter in week
4

8 Practices no longer participating in CPC+ include those that were once in CPC+ but withdrew or were terminated

before the survey was administered.
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Table 3.B.2. (continued)

Participating CPC+

Withdrawn/terminated

CPC+ practices with email

Withdrawn/terminated
CPC+ practices without

practices

Paper questionnaire Not offered or sent
(included in reminder

contact)

address available?

Offered 8 weeks into fielding
by request and mailed to all
non-responders in week 15

email address available?

Offered 8 weeks into
fielding by request and
mailed to all non-
responders in week 15

PY 2 follow-up to non-responding practice managers

Who fielded survey Telligen
Number of reminders Same as PY 1
Telephone outreach Same as PY 1

Other reminders or
outreach

Survey announced in weekly
CPC+ newsletter (renamed
“On the Plus Side”), posted
on the CPC+ calendar, and
CPC+ All Connect chatter
post once before fielding and
nine times throughout
fielding

Paper questionnaire Not offered or sent
(included in reminder

contact)

Mathematica

Nine reminder emails and one

mailed reminder letter
between weeks 2 and 16 of
fielding

None
None

Not offered or sent

Mathematica

One mailed reminder
postcard and four mailed
reminder letters between
weeks 2 and 16 of
fielding®

None

None

Not offered or sent

PY 3 follow-up to non-responding practice managers

Who fielded survey
Number of reminders

Telligen
Same as PY 1

Telephone outreach Started 7 weeks into fielding

Other reminders or
outreach

Survey announced in weekly
CPC+ newsletter (renamed
“On the Plus Side”), posted
on the CPC+ calendar, and
CPC+ All Connect chatter
post twice before fielding
and eight times throughout
fielding

Paper questionnaire Not offered or sent
(included in reminder

contact)

Mathematica

Seven reminder emails, and
two mailed reminder letters

between weeks 2 and 16 of
fielding

Started 6 weeks into fielding

Advance email sent three
weeks prior to fielding to
gauge quality of email
addresses

Survey endorsement letters®
were linked in reminder
emails in weeks 2 and 3, and
mailed with the reminder
letter in week 4

Sent in week 11 of fielding

Mathematica

Seven mailed reminder
letters between weeks 2
and 15 of fielding

Started 6 weeks into
fielding

Survey endorsement
lettersP were mailed with
the reminder letter in week
4

Sent in week 11 of fielding

PY 4 follow-up to non-responding practice managers

Mathematica

Seven reminder emails
between weeks 2 and 11 of

Who fielded survey
Number of reminders

Mathematica

Mathematica

Five reminder emails, and two Five mailed reminder

mailed reminder letters

letters between weeks 2

fielding between weeks 2 and 12 of  and 11 of fielding
fielding
Telephone outreach Started 8 weeks into fielding None None

(conducted by Telligen)
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Table 3.B.2. (continued)

Withdrawn/terminated Withdrawn/terminated
Participating CPC+ CPC+ practices with email CPC+ practices without
practices address available? email address available?
Other reminders or Survey announced in weekly None None
outreach CPC+ newsletter (renamed

“On the Plus Side”), posted
on the CPC+ calendar, and
CPC+ All Connect chatter
post twice before fielding
and nine times throughout

fielding
Paper questionnaire Not offered or sent Not offered or sent Not offered or sent
(included in reminder
contact)

a All withdrawn or terminated CPC+ practices had valid email addresses at the start of the PY 1 and 2 surveys, but by
the PY 3 survey, 11 percent did not have a valid email address; we obtained email addresses for all practices by the
PY 4 survey.

b We sent a letter from the American College of Physicians and one from the American Academy of Family
Physicians endorsing the survey to practice managers to encourage survey completion.

¢ Because all cases had a valid email address at the beginning of fielding the PY 2 survey, we sent these mailed
reminders only if messages to email addresses bounced back or practice managers changed.

FAQs = Frequently Asked Questions; PY = Program Year.

Length. The questionnaire was designed to be completed in 30 to 60 minutes, depending on the
respondent and the survey wave. In general, the questionnaire administered to practices that
participated in CPC+ in the past year (those that were still participating or recently withdrew or
were terminated from CPC+) took longer to complete than the one administered to those that
withdrew or were terminated earlier. The completion time differed because we asked the
currently participating or recently withdrawn or terminated practices about their experiences with
CPC+ (see Section 3.B.3 for information on survey content).

Respondent. The questionnaire was sent to the practice manager. The instructions encouraged
the practice manager to discuss the survey with the practice’s practitioners and staff to deliver
responses that reflected a consensus view.

Incentive. CPC+ practices were required to respond to the survey as a condition of participation,
so we did not compensate them for doing so. Practices that had withdrawn from CPC+ prior to
survey fielding were offered $100 to complete the PY 1 survey and $200 to complete the PY 2,
PY 3, and PY 4 surveys.’

Confidentiality. Practices were told that responses would not be shared with CMS or other
payers; their responses would not have any consequences for payment or affect practices’
participation in CPC+, but would be shared with the CPC+ learning team so it could provide
learning support. Mathematica only provided responses about learning supports to the learning
team in aggregate to encourage candid responses.

% We increased the incentive payment for the PY 2 through PY 4 surveys because we increased the length of the

survey to include new questions on the primary care functions and new sections on data feedback and participation
in CPC+.
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3.B.2. Sampling and weighting methods

A. Sampling, sample sizes, and response rates

We surveyed practices that began participating in CPC+ in 2017 and did not withdraw in the first
quarter of CPC+, regardless of whether they were still participating in CPC+ at the time of the
survey. Each year, we also added to the survey any new practices that split off from these “2017
Starters” to operate as their own CPC+ practice. We did not send questionnaires to CPC+
practices that closed or were no longer providing primary care at the start of survey fielding. See
Table 3.B.3 for sample sizes and response rates per survey wave.

Below, we describe our process for sampling practices for the CPC+ Practice Survey by wave; in
Section B, we describe how we further refined the sample for the analysis.

PY 1 survey. Telligen and Mathematica'® fielded the PY 1 survey to the 2,888 CPC+ practices
that began CPC+ in January 2017 and did not withdraw from CPC+ by the end of the first
quarter: 1,373 in Track 1 and 1,515 in Track 2. Of those practices, 19 did not respond to the
survey or answer enough questions to consider their response complete, for a response rate of
99.3 percent (see Section B for our definition of a complete survey).

PY 2 survey. In PY 2, Telligen and Mathematica fielded the survey to the 2,833 practices that
were still participating in CPC+ or had withdrawn or been terminated from CPC+ in the past
year and were offering primary care at the start of fielding: 1,349 in Track 1 and 1,484 in Track
2. Of those practices, 62 did not respond to the survey or answer enough questions for the survey
team to consider their response complete, for a response rate of 97.8 percent.

PY 3 survey. In PY 3, Telligen and Mathematica fielded the survey to 2,776 CPC+ practices:
1,312 in Track 1 and 1,464 in Track 2. This included all CPC+ practices that were open at the
start of fielding. Of those 2,776 practices, 114 did not respond to the survey or answer enough
questions for the survey team to consider their response complete, for a response rate of 95.9
percent.

PY 4 survey. In PY 4, Mathematica fielded the survey to 2,576 CPC+ practices: 1,185 in Track
1 and 1,391 in Track 2. This included all practices actively participating in CPC+ and those that
had withdrawn or been terminated from CPC+ in the past year and were still open at the start of
fielding. Of those 2,576 practices, 56 did not respond to the survey or answer enough questions
for the survey team to consider their response complete, for a response rate of 97.8 percent.

OmPpy1 through PY 3, Telligen fielded the survey to CPC+ practices that were actively participating in CPC+ and
Mathematica fielded it to those that had withdrawn or were terminated from CPC+. If a practice withdrew or was
terminated during the survey fielding period, Mathematica took over fielding after receiving approval from CMS
that the practice could be contacted. In PY 4, Mathematica fielded the survey to all surveyed practices.
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Table 3.B.3. CPC+ Practice Survey sample sizes and response rates

In sample frame 1,373 1,515 2,888
Sent surveys 1,373 1,515 2,888
Returned surveys 1,367 1,508 2,875
Returned eligible and complete surveys 1,364 1,505 2,869
In analytic sample® 1,129 1,342 2,471
Response rate (percentage, unweighted) 99.3 99.3 99.3
Percentage of eligible practices included in analysis 82.2 88.6 85.6
PY 2

In sample frame 1,349 1,484 2,833
Sent surveys 1,349 1,484 2,833
Returned surveys 1,311 1,463 2,774
Returned eligible and complete surveys 1,308 1,463 2,771
In analytic sample® 1,129 1,342 2,471
Response rate (percentage, unweighted) 97.0 98.6 97.8
Percentage of eligible practices included in analysis 83.7 90.4 87.2
PY 3

In sample frame 1,312 1,464 2,776
Sent surveys® 1,312 1,464 2,776
Returned surveys 1,239 1,427 2,666
Returned eligible and complete surveys 1,237 1,425 2,662
In analytic sample? 1,129 1,342 2,471
Response rate (percentage, unweighted) 94.3 97.3 95.9
Percentage of eligible practices included in analysis 86.1 91.7 89.0
PY 4

In sample frame 1,185 1,391 2,576
Sent surveys® 1,185 1,391 2,576
Returned surveys 1,163 1,357 2,520
Returned eligible and complete surveys 1,163 1,357 2,520
In analytic sample? 1,129 1,342 2,471
Response rate (percentage, unweighted) 98.1 97.6 97.8
Percentage of eligible practices included in analysis 95.3 96.5 95.9

@ The analytic sample is smaller than the number of completed surveys because it excludes practices that did not respond in all
survey waves and those that withdrew from CPC+ more than a year before any survey wave was fielded.

b Additional practices that split off from existing CPC+ practices were sent questionnaires in PY 3 and PY 4. This amounted to an
additional 72 CPC+ practices (39 in Track 1 and 33 in Track 2) in PY 3 and 83 (38 in Track 1 and 45 in Track 2) in PY 4. These
practices are not included in the counts, as they were sent questionnaires solely to provide feedback to the CPC+ learning network
and were not included in practice survey analyses.
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B. Eligibility and weighting

Eligibility. For each survey wave, all CPC+ practices were eligible to participate in the survey if
they provided primary care and were open at the time of fielding. In PY 4, however, we did not
send questionnaires to practices that had stopped participating in CPC+ more than one year
before fielding, even though they were eligible to participate in the survey. We did not survey
these practices because the PY 4 survey questions focused on practices’ experience with CPC+
and they had not participated in CPC+ since the last time they were asked to complete the
survey.

Completed questionnaires. For the PY 1 through PY 3 surveys, we considered a
questionnaire complete if the practice responded to 29 of the 38 questions (more than 75 percent
of the questions) included in the original (PY 1) modified Patient-Centered Medical Home
Assessment (M2-PCMH-A) composite measure (for more information on the M2-PCMH-A, see
Appendix 3.B of the third annual CPC+ report [Orzol et al. 2021]). Because the questions
changed with each wave of the survey, if an item was not asked in a given wave, we counted it as
answered for the purposes of determining whether a questionnaire was complete. This practice
helped ensure the statistical reliability of the M2-PCMH-A summary score for the care delivery
approaches. For the PY 4 survey, which did not include the M2-PCMH-A to reduce the burden
on respondents, we considered a questionnaire complete if the practice responded to any of the
items.

Analytic sample. To be included in this analysis, CPC+ practices had to submit a completed
questionnaire for all four survey waves.!! In our analysis, we included survey responses from
2,471 CPC+ practices: 1,129 practices in Track 1 and 1,342 in Track 2. Among the 2,471
practices, we included responses from 17 practices that withdrew or were terminated from CPC+
within the year before fielding. (Practices that stopped participating in CPC+ earlier were not
eligible to receive the PY 4 questionnaire.) Table 3.B.3 reports counts of practices in the analytic
sample.

The practices included in the analysis represent 82 to 95 percent of eligible Track 1 CPC+
practices and 89 to 97 percent of eligible Track 2 CPC+ practices, depending on the survey
wave.

Calculating weights. We did not apply weights to the CPC+ practices’ responses due to the
high survey response rate.

3.B.3. Survey content

The survey collects general information about practices’ characteristics, care delivery
approaches, and experience with CPC+. The PY 4 survey questionnaire was divided into six
sections. The first section asked about practice characteristics. The second section asked about

' The analytic sample does not include CPC+ practices that merged with another CPC+ practice after completing
one survey wave and did not respond to all subsequent surveys. It also excludes “new” CPC+ practices that resulted
from splitting from another CPC+ practice.
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care management. The third section asked about sources of practice revenue. The fourth through
sixth sections asked about practices’ experience with CPC+ payments, learning activities and
assistance, practice staff involvement in implementing CPC+, and perceptions of CPC+.

The PY 4 survey included the following changes from the PY 3 survey: (1) we dropped 81
survey items; (2) we edited question text or response options to 7 items; and (3) we added 43
new items, largely covering care management, payments from CPC+ payer partners, experiences
with COVID-19, and plans for sustaining care delivery procedures. We shortened the survey in
PY 4 to reduce practice burden in light of the coronavirus disease 2019 (COVID-19) pandemic
by cutting the M2-PCMH-A, which asks about specific care delivery approaches, and reducing
the number of items on practice site characteristics, data feedback, health information
technology, practice revenue, and practice facilitator activities. See Table 3.B.10 for details on
the 7 survey items that were altered and Section 3.B.6 for the full PY 4 Practice Survey
instrument.

3.B.4. Analytic methods

Statistical estimation. To reduce the risk of false positives from multiple comparisons, we did
not statistically test differences over time or between groups. Instead, we drew inferences based
on findings across related questions and in the presence of substantial difference (which we
determined to be 10 percentage points or more).

Subgroups: For selected questions where subgroup analysis could be important from a clinical,
implementation, or policy perspective, we also estimated the effects of CPC+ on key subgroups
of practices based on their characteristics. We did not perform subgroup analysis for all
questions, nor did we perform the same subgroup analyses across each question. We considered
the following practice characteristics for subgroup analysis:

e Practice ownership by a hospital or a health system, or independently owned'?

e Practice size (measured by number of primary care practitioners at practice site): large (six or
more practitioners), medium (three to five practitioners), or small (one or two practitioners)'?

12 practice ownership comes from the SK&A and OneKey databases, both managed by IQVIA, a marketing
organization that collects information directly from all health care practices in the United States. IQVIA updates this
information on an ongoing basis; we pulled practice ownership information in October 2019 from OneKey. If the
database did not report practice ownership as of October 2019, we used the most recent data available in the SK&A
database, from October 2018, November 2017, or November 2016.

13 Practice size is determined from the number of primary care practitioners (PCPs) as of December 2019. Practices
self-reported this information to CMS in roster files. If practice size was missing, we used the number of PCPs
reported on the December 2018, December 2017, or January 2017 roster files, taking the most recently available.
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e Whether the practice site is in a rural, suburban, or urban area'*
e Whether the practice site participated in CPC Classic'®

e Whether the practice site participated in prior practice transformation activities (was
recognized as a medical home or participated in the Multi-Payer Advanced Primary Care
Practice [MAPCP] or CPC Classic initiatives)'®

Counts of practitioners and staff. The survey asked practices to provide counts of full- and
part-time practitioners regardless of specialty (Question A1), primary care practitioners
(Question A2), nurses and medical assistants (Question C8), and care managers or care
coordinators (Question C10). To estimate the full-time equivalent (FTE) number of employees,
we counted part-time practitioners and staff as 0.5 FTE.

Software. We used SAS version 9.4 to clean and prepare the data for analysis and to construct
the data tables.

3.B.5. Data tables
This section presents five sets of tables showing results from the PY 1, PY 2, PY 3, and PY 4
practice surveys:
o Tables 3.B.4. Practice characteristics
— Table 3.B.4a. CPC+ practice characteristics, overall by track (2017 Starters)

— Table 3.B.4b. CPC+ practice characteristics, overall by track and SSP status (2017
Starters)

e Tables 3.B.5. Payments
— Table 3.B.5a. Practice payments, overall by track (2017 Starters)

14 Geographic location is derived from the 2015-2016 Department of Health and Human Services’ Area Health
Resource File (AHRF). The variable used reflects 2013 data. The AHRF provides a 9-point rural-urban continuum
code (RUCC) from the USDA Economic Research Service. From these codes, we defined urban as a county in a
metro area of more than 250,000 people (RUCC=1 or 2), suburban as a county in a metro area that has less than
250,000 people or has an urban population of 20,000 or more and is adjacent to a metro area (RUCC=3 or 4), or
rural if it does not meet the urban or suburban classifications (RUCC=5-9).

15 We considered a practice to have participated in CPC Classic if it enrolled in CPC Classic and did not drop out
within the first five months of the model.

16 We determined a practice to have prior transformation experience if the practice participated in CPC Classic (as
described in footnote 14) or CMS’s Multi-payer Advanced Primary Care Practice (MAPCP) initiative, or has
medical home recognition. We considered a practice to be a MAPCP participant if it participated in any year, 2011—
2014 for 2017 Starters, as determined by a file from CMS. A practice was considered to have medical home
recognition if at least one of its primary care providers was listed as having recognition at some point in 2014-2017
from the National Committee for Quality Assurance (NCQA), a state, the Accreditation Association for Ambulatory
Health Care (AAAHC), The Joint Commission (TJC), or the Utilization Review Accreditation Commission
(URAC), as determined by the June 2016 (for 2017 Starters) NCQA PCMH file and data extracted from the
websites of TJC, AAAHC, URAC, and state-specific sources between October 2016 and February 2017.
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— Table 3.B.5b. Practice payments, overall by track and SSP status (2017 Starters)
e Tables 3.B.6. CPC+ supports

— Table 3.B.6a. CPC+ practices' perceptions of CPC+ supports, overall by track (2017
Starters)

— Table 3.B.6b. CPC+ practices' perceptions of CPC+ supports, overall by track and SSP
status (2017 Starters)

e Tables 3.B.7. CPC+ experience. CPC+ practices' experience with CPC+, overall by track
and SSP status (2017 Starters)

— Table 3.B.7a. PC+ practices' experience with CPC+, overall by track (2017 Starters)

— Table 3.B.7b. CPC+ practices' experience with CPC+, overall by track and SSP status
(2017 Starters)

e Table 3.B.8. Changes in item and response category wording over time. Describes
differences in item wording and response categories in questions that were asked in multiple
survey waves but experienced wording changes.
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Table 3.B.4a. CPC+ practice characteristics, overall by track (2017 Starters)

Combined tracks Track 1 overall Track 2 overall

PY 1 PY2 PY3 PY4  PY1 PY2 PY3 PY4  PY1 PY2 PY3 PY4
Question® (2017)  (2018)  (2019)  (2020) (2017) (2018) (2019) (2020) (2017) (2018) (2019)

Practice size and staffing

A1 Number of full-time equivalent®
practitioners® (primary care and
specialty) at the practice site

0-1.5 16% 14% 14% 14% 21% 19% 18% 19% 13% 11% 10% 10%

2-2.5 18% 18% 18% 16% 18% 18% 19% 17% 18% 18% 17% 16%

3-3.5 16% 16% 16% 14% 15% 16% 17% 15% 16% 16% 15% 13%

4-6.5 29% 28% 30% 32% 26% 27% 27% 30% 31% 30% 32% 34%

7+ 21% 23% 23% 24% 19% 19% 20% 20% 23% 25% 27% 27%

N 2,471 2,470 2,464 2,470 1,129 1,129 1,126 1,128 1,342 1,341 1,338 1,342
Ala Number of full-time equivalent®

physicians (primary care and specialty)
at the practice site

0-1.5 29% 29% 29% 29% 34% 34% 34% 34% 25% 26% 25% 26%

2-2.5 22% 22% 22% 20% 23% 23% 22% 22% 22% 21% 21% 19%

3-3.5 16% 16% 16% 15% 15% 15% 15% 14% 18% 17% 16% 15%

4-6.5 21% 21% 22% 23% 18% 19% 19% 19% 23% 23% 25% 26%

7+ 1% 12% 12% 13% 10% 10% 10% 1% 12% 13% 13% 14%

N 2,471 2,470 2,464 2,470 1,129 1,129 1,126 1,128 1,342 1,341 1,338 1,342
Alb-e Number of full-time equivalent® non-

physician practitioners® (primary care
and specialty) at the practice site

0-1.5 70% 66% 63% 62% 72% 68% 67% 66% 68% 64% 60% 58%

2-25 14% 15% 17% 17% 12% 15% 16% 16% 16% 16% 18% 18%

3-3.5 6% 7% 8% 9% 6% 6% 7% 8% 5% 7% 9% 10%

4-6.5 6% 6% 6% 6% 5% 6% 5% 5% 6% 6% 7% 6%

7+ 5% 6% 6% 6% 5% 6% 5% 6% 5% 7% 7% 7%

N 2,471 2,470 2,464 2,470 1,129 1,129 1,126 1,128 1,342 1,341 1,338 1,342
A2 Number of full-time equivalent® primary

care practitioners with own NPI at the
practice site

0-1.5 17% 15% 14% 15% 22% 20% 19% 20% 13% 12% 10% 10%
2-2.5 19% 18% 18% 17% 19% 19% 19% 17% 19% 18% 17% 17%
3-3.5 16% 17% 16% 15% 16% 17% 17% 16% 16% 17% 16% 14%
4-6.5 30% 29% 31% 32% 27% 28% 29% 30% 31% 30% 32% 34%
7+ 18% 20% 21% 21% 16% 17% 17% 17% 20% 24% 25% 24%
N 2,471 2,471 2,471 2,471 1,129 1,129 1,129 1,129 1,342 1,342 1,342 1,342
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Table 3.B.4a (continued)

Combined tracks Track 1 overall Track 2 overall

PY2 PY3 PY4  PY1 PY2 PY3 PY4  PY1 PY2 PY3 PY4
Question® (2018)  (2019)  (2020)  (2017) (2018) (2019) (2020) (2017) (2018) (2019)  (2020)

A2a Number of full-time equivalent® primary
care physicians with own NPI at the
practice site

0-1.5 30% 30% 30% 31% 35% 35% 35% 35% 26% 26% 25% 27%

2-2.5 23% 22% 22% 21% 23% 23% 23% 22% 22% 21% 22% 20%

3-3.5 16% 16% 16% 15% 15% 15% 15% 15% 18% 17% 16% 15%

4-6.5 21% 22% 23% 23% 19% 18% 19% 19% 24% 25% 26% 25%

7+ 9% 10% 10% 11% 8% 9% 8% 9% 10% 11% 11% 12%

N 2,471 2,471 2,471 2,471 1,129 1,129 1,129 1,129 1,342 1,342 1,342 1,342
A2b-e Number of full-time equivalent® non-

physician primary care practitioners®
with own NPI at the practice site

0-1.5 71% 68% 65% 63% 73% 70% 68% 67% 70% 66% 61% 60%
2-2.5 14% 15% 17% 17% 12% 15% 17% 16% 16% 16% 18% 17%
3-3.5 6% 6% 8% 9% 6% 6% 6% 7% 5% 7% 9% 10%
4-6.5 5% 6% 5% 6% 4% 5% 5% 5% 5% 6% 6% 6%
7+ 4% 5% 5% 6% 4% 5% 4% 5% 4% 5% 6% 6%
N 2,471 2,471 2,471 2,471 1,129 1,129 1,129 1,129 1,342 1,342 1,342 1,342
Practice site has full- or part-time: . . . . . . . . . . . .
A3a Clinical psychologist, psychiatrist, or 25% 42% 50% 57% 18% 26% 34% 45% 31% 55% 64% 68%

clinical social worker (behavioral
health specialists)

A3b Quality improvement (Ql) specialist 33% 42% 45% 48% 28% 42% 41% 45% 37% 42% 48% 51%
A3c Health educator, dietitian, or 27% 31% 34% 34% 20% 25% 28% 26% 34% 36% 39% 40%
nutritionist
A3d Clinical pharmacist or doctor of 18% 21% 32% 39% 14% 15% 20% 24% 21% 25% 42% 52%
pharmacy
N 2,462 2,464 2,456 2,455 1,127 1,126 1,126 1,119 1,335 1,338 1,330 1,337
A4 Practice is part of a larger health care
system that includes a hospital
Yes n.a. n.a. n.a. 63% n.a. n.a. n.a. 63% n.a. n.a. n.a. 63%
No n.a. n.a. n.a. 37% n.a. n.a. n.a. 37% n.a. n.a. n.a. 37%
N n.a. n.a. n.a. 2,465 n.a. n.a. na. 1,128 n.a. n.a. na. 1,337
Care management
B1a-b Number of full-time equivalent® care
managers/care coordinators®
0 20% 5% 4% 3% 28% 7% 6% 4% 12% 3% 2% 2%
0.5 23% 23% 21% 18% 22% 27% 22% 20% 24% 20% 20% 16%
1-1.5 38% 40% 45% 45% 35% 39% 46% 47% 40% 41% 45% 44%
2-2.5 11% 19% 16% 17% 8% 15% 15% 14% 15% 22% 17% 19%
3+ 8% 13% 14% 17% 6% 12% 11% 14% 10% 15% 16% 20%
N 2,455 2,455 2,461 2,468 1,119 1,123 1,127 1,126 1,336 1,332 1,334 1,342
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Table 3.B.4a (continued)

Combined tracks Track 1 overall Track 2 overall

PY 1 PY 2 PY 3 PY 4 PY 1 PY 2 PY 3 PY 4 PY 1 PY 2 PY 3 PY 4

Question® (2017) (2018) (2019) (2020) (2017) (2018) (2019) (2020) (2017) (2018) (2019) (2020)
B1a-b Presence of care managers/care
coordinators®

Has at least one full-time care 47% 64% 64% 66% 40% 61% 60% 59% 53% 67% 67% 72%

manager/care coordinator

Has at least one part-time (but no full- 33% 31% 32% 31% 31% 32% 34% 36% 34% 30% 31% 26%

time) care manager/care coordinator

Has no care manager/care 19% 5% 4% 3% 28% 7% 6% 4% 12% 3% 2% 2%

coordinator

N 2,455 2,455 2,461 2,468 1,119 1,123 1,127 1,126 1,336 1,332 1,334 1,342
B2 Among practices with a care . . . .

manager/coordinator, clinical
background of care managers/care
coordinators (multiple responses

possible)

Registered nurse (RN) 75% 77% 77% 79% 71% 73% 74% 76% 78% 79% 80% 82%

Licensed practical nurse (LPN) or 20% 21% 23% 23% 17% 18% 22% 22% 22% 23% 24% 24%

licensed vocational nurse (LVN)

Medical assistant (MA) 22% 23% 26% 24% 26% 27% 32% 30% 19% 20% 21% 20%

Social worker 12% 19% 21% 25% 10% 14% 19% 22% 14% 23% 22% 28%

Other clinical background 9% 12% 12% 15% 9% 10% 10% 12% 10% 13% 13% 17%

No clinical background 5% 4% 5% 5% 5% 4% 4% 3% 4% 4% 5% 6%

N 1,971 2,340 2,371 2,391 800 1,046 1,062 1,074 1,171 1,294 1,309 1,317
B2a Among practices with a care . .

manager/coordinator, care managers
and/or care coordinators have
behavioral health training

Yes n.a. 44% 54% 59% n.a. 37% 50% 55% n.a. 50% 57% 62%

No n.a. 56% 46% 41% n.a. 63% 50% 45% n.a. 50% 43% 38%

N na. 2,329 2,356 2,388 na. 1,042 1,055 1,074 na. 1,287 1,301 1,314
B3 Among practices with a full-time care . . . .

manager/coordinator, number of
patients currently under longitudinal
care management per full-time care

manager®
Mean n.a. n.a. n.a. 138.30 n.a. n.a. n.a. 126.10 n.a. n.a. n.a. 146.70
Median n.a. n.a. n.a. 96 n.a. n.a. n.a. 88 n.a. n.a. n.a. 100
N n.a. n.a. na. 1,599 n.a. n.a. n.a. 651 n.a. n.a. n.a. 948
B4 Among practices with only a part-time

care manager/coordinator, number of
patients currently under longitudinal
care management per part-time care

manager®
Mean n.a. n.a. n.a. 94.00 n.a. n.a. n.a. 84.36 n.a. n.a. n.a. 104.90
Median n.a. n.a. n.a. 58 n.a. n.a. n.a. 54 n.a. n.a. n.a. 60
N n.a. n.a. n.a. 746 n.a. n.a. n.a. 396 n.a. n.a. n.a. 350
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Table 3.B.4a (continued)

Combined tracks Track 1 overall Track 2 overall

PY 1 PY2 PY3 PY4  PY1 PY2 PY3 PY4  PY1 PY2 PY3 PY4
Question® (2017)  (2018)  (2019)  (2020) (2017) (2018) (2019) (2020) (2017) (2018) (2019) (2020)

B5 Among practices with only a part-time
care manager/coordinator, number of
hours worked per week on longitudinal
care management per part-time care

manager®
Mean n.a. n.a. n.a. 14.69 n.a. n.a. n.a. 13.65 n.a. n.a. n.a. 15.88
Median n.a. n.a. n.a. 15 n.a. n.a. n.a. 12 n.a. n.a. n.a. 15
N n.a. n.a. n.a. 753 n.a. n.a. n.a. 400 n.a. n.a. n.a. 353
B6 Among practices with a care

manager/coordinator, major challenges
practice faces in providing longitudinal
care management for chronic
conditions (multiple responses
possible)
Risk stratification methods used to n.a. n.a. n.a. 6% n.a. n.a. n.a. 5% n.a. n.a. n.a. 7%
identify patients for longitudinal care
management are sometimes
inaccurate or do not allow adjustment
based on clinical judgment

Processes used to assign patients to n.a. n.a. n.a. 2% n.a. n.a. n.a. 2% n.a. n.a. n.a. 1%
a care manager are inadequate
Insufficient care manager staff time to n.a. n.a. n.a. 15% n.a. n.a. n.a. 15% n.a. n.a. n.a. 15%

provide longitudinal care
management for chronic conditions

Insufficient community-based n.a. n.a. n.a. 18% n.a. n.a. n.a. 17% n.a. n.a. n.a. 19%
resources to meet patient needs

Care management staff lack sufficient n.a. n.a. n.a. 1% n.a. n.a. n.a. 1% n.a. n.a. n.a. 1%
skills

Logistical obstacles to reaching n.a. n.a. n.a. 8% n.a. n.a. n.a. 6% n.a. n.a. n.a. 10%

patients (such as incorrect patient
contact information, hard to reach)

Lack of patient interest in interacting n.a. n.a. n.a. 9% n.a. n.a. n.a. 11% n.a. n.a. n.a. 8%
with a care manager

Insufficient patient adherence to care n.a. n.a. n.a. 9% n.a. n.a. n.a. 10% n.a. n.a. n.a. 9%
manager’s recommendations

Insufficient practitioner buy-in of n.a. n.a. n.a. 3% n.a. n.a. n.a. 3% n.a. n.a. n.a. 2%

benefit of longitudinal care

management services to patients

Insufficient organizational buy-in of n.a. n.a. n.a. 4% n.a. n.a. n.a. 5% n.a. n.a. n.a. 3%
benefit of longitudinal care

management services to patients

Lack of or ineffective health IT n.a. n.a. n.a. 9% n.a. n.a. n.a. 8% n.a. n.a. n.a. 9%
functionality (HIT) to support

longitudinal care management

Other challenge n.a. n.a. n.a. 11% n.a. n.a. n.a. 13% n.a. n.a. n.a. 9%
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Table 3.B.4a (continued)

Combined tracks Track 1 overall Track 2 overall

PY 1 PY2 PY3 PY4  PY1 PY2 PY3 PY4  PY1 PY2 PY3
Question® (2017)  (2018)  (2019)  (2020) (2017) (2018) (2019) (2020) (2017) (2018) (2019)

N n.a. n.a. na. 2444 n.a. n.a. na. 1,115 n.a. n.a. na. 1,329
B7 Among practices that reported
insufficient care manager staff time as a
major or minor challenge, the main
reason the practice does not have
sufficient care manager staff time for
longitudinal care management
Amount of CPC+ care management n.a. n.a. n.a. 25% n.a. n.a. n.a. 23% n.a. n.a. n.a. 27%
fees is not enough to support hiring
more care managers
Health care system does not provide n.a. n.a. n.a. 10% n.a. n.a. n.a. 11% n.a. n.a. n.a. 9%
practice with as much care manager
time as their patient population needs

Care manager staff time is focused n.a. n.a. n.a. 36% n.a. n.a. n.a. 34% n.a. n.a. n.a. 37%

on episodic care management

Inadequate supply of qualified care n.a. n.a. n.a. 12% n.a. n.a. n.a. 9% n.a. n.a. n.a. 14%

managers available to hire

Other n.a. n.a. n.a. 18% n.a. n.a. n.a. 23% n.a. n.a. n.a. 13%

N n.a. n.a. na. 1,238 n.a. n.a. n.a. 578 n.a. n.a. n.a. 660
Bic Among practices without a care

manager/coordinator, the main reason

the practice does not have a care

manager/coordinator working as part of

the care team
Amount of CPC+ care management n.a. n.a. n.a. 15% n.a. n.a. n.a. 14% n.a. n.a. n.a. 17%
fees is not enough to support hiring
care managers

Health care system does not provide n.a. n.a. n.a. 3% n.a. n.a. n.a. 2% n.a. n.a. n.a. 4%
practice with care manager time

Practice or health care system does n.a. n.a. n.a. 1% n.a. n.a. n.a. 12% n.a. n.a. n.a. 8%
not think practice needs a care

manager

Inadequate supply of qualified care n.a. n.a. n.a. 17% n.a. n.a. n.a. 16% n.a. n.a. n.a. 21%
managers available to hire

Insufficient space at practice to n.a. n.a. n.a. 4% n.a. n.a. n.a. 4% n.a. n.a. n.a. 4%
accommodate a care manager

Other n.a. n.a. n.a. 51% n.a. n.a. n.a. 53% n.a. n.a. n.a. 46%
N n.a. n.a. n.a. 75 n.a. n.a. n.a. 51 n.a. n.a. n.a. 24
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Table 3.B.4a (continued)

Question?

Completion of the survey

Who provided input in completing the
survey (multiple responses possible)

PY 1
(2017)

PY 2
(2018)

Combined tracks

PY 3
(2019)

PY 4
(2020)

PY 1
(2017)

PY 2
(2018)

Track 1 overall

PY 3
(2019)

PY 4
(2020)

PY 1
(2017)

PY 2
(2018)

Track 2 overall

PY 3
(2019)

PY 4
(2020)

Practice or office manager 82% 75% 74% 74% 81% 72% 72% 74% 82% 7% 76% 73%
Lead physician 33% 21% 17% 18% 31% 20% 17% 16% 35% 23% 17% 19%
Other physicians 7% 4% 3% 4% 6% 3% 3% 1% 7% 5% 3% 7%
Nurse practitioner (NP), clinical nurse 6% 3% 4% 3% 6% 3% 3% 2% 6% 3% 4% 4%
specialist (CNS), or physician
assistant (PA)
Care manager/coordinator 35% 31% 26% 37% 31% 32% 27% 34% 40% 30% 25% 39%
Nursing staff, including nurse 12% 6% 5% 5% 13% 8% 5% 5% 1% 5% 4% 4%
manager or supervisor
Medical assistant staff 14% 7% 4% 4% 15% 10% 5% 4% 12% 5% 3% 3%
Quality improvement staff 30% 31% 31% 36% 33% 34% 30% 33% 27% 29% 32% 38%
Administrative support staff (e.g., 24% 20% 16% 17% 27% 18% 14% 16% 22% 21% 17% 18%
billing or finance staff, front desk
staff)
Non-physician owner of practice n.a. 1% <1% <1% n.a. 1% <1% <1% n.a. 1% <1% <1%
Leadership or staff from larger health 24% 19% 20% 18% 22% 16% 14% 19% 25% 22% 25% 17%
care system or medical group
Data analytics staff n.a. 20% 17% 16% n.a. 20% 16% 15% n.a. 19% 17% 18%
CPC+ lead n.a. 35% 38% 36% n.a. 36% 35% 33% n.a. 33% 40% 39%
Patients <1% <1% <1% <1% <1% <1% <1% 0% 0% <1% 1% <1%
Other 12% 3% 3% 2% 13% 3% 3% 3% 11% 4% 3% 1%
N 2,469 2,468 2,463 2,462 1,128 1,128 1,123 1,125 1,341 1,340 1,340 1,337

Source:  CPC+ Practice Survey administered to the 2017 Starter CPC+ practices March through September 2017 (PY 1), June through September 2018 (PY 2), July through

November 2019 (PY 3), and September through December 2020 (PY 4). There are differences between the surveys by PY that could change how practices respond to
questions; these differences are indicated with footnotes.
Notes: The data presented in this table represent responses from the practices that began CPC+ in 2017 (2017 Starters) and had completed all four waves of surveys, regardless

of whether they were still participating in CPC+ at the time of their response.
@ The question numbering is based on the PY 4 survey.
b Practices entered number of full-time and part-time staff separately. Full-time equivalent counts were estimated by counting all full-time staff as 1 FTE and all part-time staff as 0.5
FTE.
¢ Practitioners include physicians (MD or DO, not including psychiatrists), physician residents or fellows (trainees), nurse practitioners, physician assistants, and clinical nurse
specialists. Non-physician practitioners include all types of practitioners listed but physicians.
4 ltem wording changed mid-field during the PY 1 survey to clarify that it was asking about care managers/coordinators who work as part of the practice’s care team, regardless of
where they physically work. Among 2017 Starter practices, 799 out of 2,833 practices responded to this question before the wording change.

¢ These questions only asked about the patient count for one care manager. If the practice had any full-time care managers, the patient count is for a full-time care manager (reported
in B3). If the practice only had part-time care managers, the patient count is for a part-time care manager (reported in B4). If practices had more than one care manager who fit either
of these descriptions, they were asked to report patient counts and hours worked for the care manager whose first name came first alphabetically. Thirty-one practices answered at the
top of the survey-allowed range, which may not accurately reflect their actual patient count: 10 responded that the patient count for their full-time care manager was 999 (reported in
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Table 3.B.4a (continued)

B3) and 21 responded that the patient count for their part-time care manager was 500 (reported in B4); these are included in the mean and median calculations. The hours worked per
week on longitudinal care management (reported in B5) is for the care manager with the patient count reported in B4.

FTE = full-time equivalent; n.a. = not applicable because the survey question was not asked in that wave or to the specified group of practices, or there were no eligible practices to
receive the question; NPI = National Provider Identifier; PY = Program Year.
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Table 3.B.4b. CPC+ practice characteristics, overall by track and SSP status (2017 Starters)

Track 1 -SSP Track 1 - Not-SSP Track 2 -SSP Track 2 — Not-SSP

PY 1 PY2 PY3 PY4 PY 1 PY2 PY3 PY4 PY 1 PY2 PY3 PY4 PY 1 PY2 PY3
Questions (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)

Practice size and staffing

A1 Number of full-time equivalentt
practitioners¢ (primary care and
specialty) at the practice site

0-1.5 22% 21% 20% 20% 20% 17% 15% 17% 15% 13% 11% 11% 10% 9% 9% 9%

2-2.5 22% 20% 20% 19% 15% 17% 18% 15% 19% 18% 16% 16% 18% 18% 18% 16%

3-35 15% 20% 18% 17% 15% 13% 15% 13% 14% 16% 15% 12% 18% 17% 15% 14%

4-6.5 25% 24% 26% 28% 28% 30% 28% 32% 29% 26% 29% 31% 32% 32% 34% 36%

7+ 15% 15% 16% 17% 22% 23% 23% 23% 23% 28% 29% 29% 22% 24% 25% 25%

N 594 594 592 594 535 535 534 534 617 616 615 617 725 725 723 725
Ala Number of full-time equivalentt

physicians (primary care and
specialty) at the practice site

0-1.5 36% 37% 36% 36% 32% 30% 30% 31% 26% 25% 24% 24% 24% 26% 26% 28%

2-2.5 25% 23% 23% 23% 21% 22% 22% 20% 21% 20% 20% 18% 22% 23% 21% 21%

3-35 15% 16% 16% 15% 14% 14% 13% 14% 17% 16% 16% 15% 18% 18% 16% 16%

4-6.5 16% 16% 16% 17% 21% 21% 22% 21% 23% 24% 23% 27% 24% 23% 26% 24%

7+ 9% 8% 8% 9% 12% 13% 12% 14% 14% 15% 17% 17% 11% 11% 11% 12%

N 594 594 592 594 535 535 534 534 617 616 615 617 725 725 723 725
A1b-e Number of full-time equivalent® non-

physician practitionerse (primary care
and specialty) at the practice site
0-1.5 75% 72% 71% 72% 69% 63% 63% 60% 1% 68% 62% 62% 66% 61% 57% 56%

2-2.5 13% 14% 14% 13% 11% 16% 18% 18% 14% 13% 16% 15% 17% 18% 20% 19%

3-35 5% 4% 6% 6% 8% % 8% 9% 4% 6% 8% 9% 6% 8% 9% 12%

4-6.5 4% 4% 4% 4% 7% 7% 6% 7% 5% 6% 5% 5% % % 8% 7%

7+ 4% 5% 4% 5% 5% 6% 6% % 6% 8% 8% 9% 4% 6% 6% 6%

N 594 594 592 594 535 535 534 534 617 616 615 617 725 725 723 725
A2 Number of full-time equivalent

primary care practitioners with own
NPI at the practice site

0-1.5 23% 21% 21% 21% 21% 18% 17% 18% 15% 13% 1% 1% 1% 1% 10% 10%
2-2.5 22% 21% 21% 20% 15% 16% 16% 15% 19% 18% 16% 17% 18% 18% 18% 17%
335 16% 19% 18% 17% 16% 16% 16% 14% 15% 17% 16% 13% 18% 17% 16% 15%
4-6.5 26% 25% 28% 28% 28% 30% 30% 32% 29% 28% 30% 33% 33% 32% 34% 36%
7+ 13% 14% 13% 15% 19% 20% 21% 21% 21% 25% 27% 26% 20% 22% 23% 23%
N 594 594 594 594 535 535 535 535 617 617 617 617 725 725 725 725

111



APPENDIX 3.B. PRACTICE SURVEY MATHEMATICA® INC.

Table 3.B.4b (continued)

Track 1 -SSP Track 1 - Not-SSP Track 2 - SSP Track 2 — Not-SSP

PY2 PY3 PY2 PY3 PY2 PY3 PY2 PY3
Question: (2018)  (2019) (2018)  (2019) (2018)  (2019) (2018)  (2019)

A2a Number of full-time equivalent
primary care physicians with own NPI
at the practice site

0-1.5 37% 38% 37% 37% 33% 31% 33% 33% 21% 26% 24% 25% 25% 27% 27% 28%

2-2.5 25% 24% 24% 24% 22% 23% 21% 20% 21% 20% 21% 19% 23% 23% 22% 21%

335 15% 16% 17% 15% 14% 15% 14% 14% 17% 16% 16% 15% 18% 18% 16% 16%

4-6.5 17% 16% 17% 17% 21% 20% 22% 21% 23% 25% 26% 21% 25% 24% 26% 24%

7+ 6% 7% 5% 7% 9% 10% 11% 11% 12% 13% 14% 14% 9% 9% 9% 10%

N 594 594 594 594 535 535 535 535 617 617 617 617 725 725 725 725
A2b-e Number of full-time equivalent® non-

physician primary care practitionerse
with own NPI at the practice site

0-1.5 76% 74% 72% 2% 70% 66% 64% 62% 73% 70% 64% 63% 67% 63% 59% 58%
225 12% 14% 15% 14% 13% 15% 19% 19% 13% 13% 17% 16% 17% 18% 19% 19%
3-35 5% 4% 5% 6% 7% 7% 7% 8% 5% 6% 8% 8% 6% % 9% 1%
4-6.5 3% 3% 4% 4% 6% 6% 5% 6% 5% 5% 5% 5% 6% % % 7%
7+ 4% 5% 4% 4% 4% 5% 4% 5% 5% 6% 6% 8% 4% 5% 6% 5%
N 594 594 594 594 535 535 535 535 617 617 617 617 725 725 725 725
Practice site has full- or part-time:
A3a Clinical psychologist, psychiatrist, 17% 26% 31% 44% 20% 27% 36% 47% 30% 57% 67% 75% 33% 54% 61% 61%

or clinical social worker (behavioral
health specialists)

A3b Quality improvement (Ql) specialist 25% 42% 44% 42% 32% 42% 39% 48% 30% 43% 55% 56% 43% 42% 42% 48%
A3c Health educator, dietitian, or 20% 23% 27% 22% 20% 27% 29% 30% 31% 38% 41% 45% 36% 34% 38% 36%
nutritionist
A3d Clinical pharmacist or doctor of 13% 12% 17% 21% 15% 18% 23% 28% 20% 31% 45% 60% 22% 21% 40% 45%
pharmacy
N 592 592 594 588 535 534 532 533 614 616 614 614 723 722 716 724
Ad Practice is part of a larger health care
system that includes a hospital
Yes n.a. n.a. n.a. 73% n.a. na. n.a. 52% n.a. na. n.a. 79% n.a. na. n.a. 49%
No na. n.a. na. 27% n.a. na. n.a. 48% n.a. na. n.a. 21% n.a. na. n.a. 51%
N n.a. n.a. n.a. 593 n.a. n.a. n.a. 535 n.a. n.a. n.a. 617 n.a. n.a. n.a. 720
Care management
B1a-b Number of full-time equivalentt care
managers/care coordinators?
0 25% 6% % 5% 32% 7% 4% 4% 1% 3% 2% 1% 14% 3% 2% 2%
05 25% 33% 25% 23% 19% 20% 19% 17% 31% 27% 26% 18% 17% 13% 15% 13%
1-15 41% 41% 46% 49% 29% 37% 45% 45% 36% 34% 42% 48% 44% 47% 48% 41%
2-25 % 12% 14% 12% 9% 20% 16% 17% 14% 23% 16% 18% 15% 21% 17% 20%
3+ 2% 8% 7% 11% 11% 16% 17% 17% 8% 13% 14% 14% 11% 16% 18% 24%
N 588 588 594 594 531 535 533 532 616 613 612 617 720 719 722 725
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Table 3.B.4b (continued)

Track 1 -SSP Track 1 - Not-SSP Track 2 - SSP Track 2 — Not-SSP

PY2 PY3 PY4 PY2 PY3 PY2 PY3 PY4 PY2 PY3
Question: (2018)  (2019)  (2020) (2018)  (2019) (2018)  (2019)  (2020) (2018)  (2019)

Bla-b Presence of care managers/care
coordinators¢
Has at least one full-time care 38% 55% 55% 58% 42% 67% 66% 60% 47% 58% 59% 66% 59% 74% 73% 76%
manager/care coordinator
Has at least one part-time (but no 36% 38% 38% 37% 26% 26% 29% 35% 42% 38% 38% 32% 27% 22% 24% 22%

full-time) care manager/care
coordinator

Has no care manager/care 25% 6% % 5% 32% % 4% 4% 1% 3% 2% 1% 14% 3% 2% 2%

coordinator

N 588 588 594 594 531 535 533 532 616 613 612 617 720 719 722 725
B2 Among practices with a care

manager/coordinator, clinical
background of care managers/care
coordinators (multiple responses

possible)

Registered nurse (RN) 76% 75% 75% 78% 65% 1% 72% 73% 87% 88% 89% 89% 1% 72% 73% 76%
Licensed practical nurse (LPN) or 19% 19% 26% 21% 15% 17% 19% 22% 18% 20% 18% 21% 25% 26% 29% 27%
licensed vocational nurse (LVN)

Medical assistant (MA) 22% 20% 29% 29% 30% 36% 35% 31% 16% 12% 13% 13% 22% 21% 28% 26%
Social worker 5% 1% 14% 17% 16% 18% 23% 21% 9% 20% 19% 29% 18% 26% 25% 26%
Other clinical background 5% 6% % 6% 15% 14% 14% 18% 8% 10% 10% 21% 1% 15% 15% 14%
No clinical background 6% 3% 2% 3% 5% 5% 7% 4% 3% 3% 3% 6% 5% 5% 7% 5%
N 441 551 551 565 359 495 511 509 550 595 602 608 621 699 707 709

B2a Among practices with a care

manager/coordinator, care managers
and/or care coordinators have
behavioral health training

Yes n.a. 36% 47% 53% n.a. 39% 53% 57% n.a. 49% 60% 67% n.a. 50% 54% 57%

No n.a. 64% 53% 47% n.a. 61% 47% 43% n.a. 51% 40% 33% na. 50% 46% 43%

N n.a. 550 552 565 n.a. 492 503 509 n.a. 592 601 607 n.a. 695 700 707
B3 Among practices with a full-time care

manager/coordinator, number of
patients currently under longitudinal
care management per full-time care

managere
Mean n.a. na. n.a. 117.90 n.a. na. na. 134.80 n.a. na. na. 167.00 na. na. na. 131.60
Median n.a. n.a. n.a. 86 n.a. n.a. n.a. 92 n.a. n.a. n.a. 120 n.a. n.a. n.a. 93
N n.a. n.a. n.a. 337 n.a. n.a. n.a. 314 n.a. n.a. n.a. 404 n.a. n.a. n.a. 544
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Table 3.B.4b (continued)

Track 1 -SSP Track 1 - Not-SSP Track 2 - SSP Track 2 — Not-SSP

PY 1 PY2 PY3 PY4 PY 1 PY2 PY3 PY4 PY 1 PY2 PY3 PY4 PY 1 PY2 PY3 PY4
Question: (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)  (2020)

B4 Among practices with only a part-time
care manager/coordinator, number of
patients currently under longitudinal
care management per part-time care

managere
Mean n.a. n.a. n.a. 90.64 n.a. n.a. n.a. 77.04 n.a. n.a. n.a. 124.90 n.a. n.a. n.a. 78.52
Median n.a. na. na. 55 na. n.a. na. 50 na. n.a. na. 67 na. n.a. na. 50
N n.a. n.a. n.a. 213 n.a. n.a. n.a. 183 n.a. n.a. n.a. 199 n.a. n.a. n.a. 151
B5 Among practices with only a part-time

care manager/coordinator, number of
hours worked per week on
longitudinal care management per
part-time care managere

Mean na. n.a. na. 12.95 n.a. na. n.a. 14.45 n.a. na. n.a. 16.16 n.a. na. n.a. 15.53

Median na. n.a. na. 12 na. n.a. na. 16 na. n.a. na. 13 na. n.a. n.a. 15

N n.a. n.a. n.a. 215 n.a. n.a. n.a. 185 n.a. n.a. n.a. 199 n.a. n.a. n.a. 154
B6 Among practices with a care

manager/coordinator, major challenges
practice faces in providing longitudinal
care management for chronic
conditions (multiple responses
possible)
Risk stratification methods used to na. na. na. 4% na. na. na. 6% na. na. na. 11% na. na. na. 3%
identify patients for longitudinal care
management are sometimes
inaccurate or do not allow
adjustment based on clinical

judgment

Processes used to assign patients to na. n.a. na. 3% na. na. na. 1% na. na. na. 1% na. na. n.a. 2%
a care manager are inadequate

Insufficient care manager staff time na. na. na. 13% na. na. na. 17% na. na. na. 15% na. na. na. 15%

to provide longitudinal care
management for chronic conditions

Insufficient community-based n.a. n.a. n.a. 16% n.a. na. n.a. 18% n.a. na. n.a. 19% n.a. na. n.a. 19%
resources to meet patient needs

Care management staff lack n.a. n.a. n.a. 1% n.a. n.a. n.a. 1% n.a. na. n.a. <1% n.a. na. n.a. 2%
sufficient skills

Logistical obstacles to reaching n.a. n.a. n.a. 6% n.a. na. n.a. 7% n.a. na. n.a. 15% n.a. na. n.a. 6%

patients (such as incorrect patient
contact information, hard to reach)

Lack of patient interest in interacting n.a. n.a. n.a. 9% n.a. na. n.a. 12% n.a. n.a. n.a. 6% n.a. na. n.a. 9%
with a care manager
Insufficient patient adherence to care n.a. n.a. n.a. 9% n.a. n.a. n.a. 10% n.a. n.a. n.a. 5% n.a. n.a. n.a. 12%

manager's recommendations
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Table 3.B.4b (continued)

Track 1 -SSP Track 1 - Not-SSP Track 2 - SSP Track 2 — Not-SSP

PY 1 PY2 PY3 PY4 PY 1 PY2 PY3 PY4 PY 1 PY2 PY3 PY4 PY 1 PY2 PY3
Question: (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)  (2020)  (2017)  (2018)  (2019)

Insufficient practitioner buy-in of
benefit of longitudinal care
management services to patients

Insufficient organizational buy-in of n.a. n.a. n.a. 3% n.a. na. n.a. 6% n.a. na. n.a. <1% n.a. na. n.a. 5%
benefit of longitudinal care

management services to patients

Lack of or ineffective health IT n.a. n.a. n.a. 8% n.a. na. n.a. 9% n.a. n.a. n.a. 13% n.a. na. n.a. 7%
functionality (HIT) to support

longitudinal care management

Other challenge n.a. n.a. n.a. 10% n.a. n.a. n.a. 16% n.a. na. n.a. 5% n.a. n.a. n.a. 12%
N n.a. n.a. n.a. 589 n.a. n.a. n.a. 526 n.a. n.a. n.a. 612 n.a. n.a. n.a. 717
B7 Among practices that reported

insufficient care manager staff time as
a major or minor challenge, the main
reason the practice does not have
sufficient care manager staff time for
longitudinal care management
Amount of CPC+ care n.a. n.a. n.a. 19% n.a. na. n.a. 26% n.a. n.a. n.a. 24% n.a. na. n.a. 29%
management fees is not enough to
support hiring more care managers
Health care system does not n.a. n.a. n.a. 9% n.a. n.a. n.a. 14% n.a. na. n.a. 7% n.a. n.a. n.a. 11%
provide practice with as much care
manager time as their patient
population needs

Care manager staff time is focused n.a. n.a. n.a. 40% n.a. n.a. n.a. 28% n.a. na. n.a. 42% n.a. n.a. n.a. 32%

on episodic care management

Inadequate supply of qualified care n.a. n.a. n.a. 9% n.a. n.a. n.a. 8% n.a. n.a. n.a. 13% n.a. n.a. n.a. 15%

managers available to hire

Other na. n.a. na. 23% n.a. na. n.a. 24% n.a. na. n.a. 14% n.a. na. n.a. 12%

N n.a. n.a. n.a. 306 n.a. n.a. n.a. 272 n.a. n.a. n.a. 304 n.a. n.a. n.a. 356
Bic Among practices without a care

manager/coordinator, the main

reason the practice does not have a

care manager/coordinator working as

part of the care team
Amount of CPC+ care na. n.a. na. % n.a. na. n.a. 21% n.a. na. n.a. S.S. n.a. na. n.a. 27%
management fees is not enough to
support hiring care managers

Health care system does not n.a. n.a. n.a. 4% n.a. na. n.a. 0% n.a. na. n.a. S.S. n.a. na. n.a. %
provide practice with care manager

time

Practice or health care system n.a. n.a. n.a. 11% n.a. n.a. n.a. 13% n.a. n.a. n.a. S.S. n.a. n.a. n.a. 13%

does not think practice needs a

care manager

Inadequate supply of qualified care na. n.a. na. 19% na. na. na. 13% na. na. na. s.S. na. na. n.a. 13%
managers available to hire
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Table 3.B.4b (continued)

Question?

Track 1- SSP Track 1 - Not-SSP Track 2 - SSP Track 2 — Not-SSP
PY 1 PY 2 PY3 PY 4 PY 1 PY 2 PY3 PY 4 PY 1 PY 2 PY3 PY 4 PY 2 PY 3
(2017) (2018) (2019) (2020) (2017) (2018) (2019) (2020) (2017) (2018) (2019) (2020) (2018) (2019)
Insufficient space at practice to n.a. n.a. n.a. 4% n.a. n.a. n.a. 4% n.a. n.a. n.a. S.S. n.a. n.a. n.a. 7%
accommodate a care manager
Other na. n.a. na. 56% n.a. na. n.a. 50% na. na. n.a. S8 n.a. na. n.a. 33%

N
Completion of the survey

G1 Who provided input in completing the
survey (multiple responses possible)

Practice or office manager 80% 69% 71% 73% 82% 76% 74% 75% 82% 76% 78% 73% 82% 78% 75% 73%
Lead physician 25% 13% 12% 10% 36% 28% 23% 23% 28% 20% 10% 15% 41% 25% 22% 22%
Other physicians 5% 2% 2% 1% 7% 4% 3% 1% 5% 4% 2% 10% 10% 5% 3% 4%
Nurse practitioner (NP), clinical 5% 2% 2% 1% 7% 4% 5% 2% 5% 3% 2% 5% 7% 4% 7% 3%
nurse specialist (CNS), or
physician assistant (PA)
Care manager/coordinator 33% 34% 26% 38% 28% 29% 28% 29% 41% 28% 25% 48% 38% 31% 25% 31%
Nursing staff, including nurse 1% 5% 3% 5% 14% 11% 8% 6% 9% 4% 3% 4% 14% 5% 5% 4%
manager or supervisor
Medical assistant staff 13% 7% 3% 3% 17% 13% 7% 5% 10% 6% 2% 1% 14% 5% 4% 5%
Quality improvement staff 34% 35% 33% 39% 32% 34% 26% 26% 24% 31% 40% 51% 29% 27% 26% 27%
Administrative support staff (e.g., 30% 23% 14% 20% 23% 13% 14% 11% 19% 29% 24% 25% 24% 13% 12% 13%
billing or finance staff, front desk
staff)
Non-physician owner of practice n.a. <1% <1% 0% na. 1% <1% 1% na. 1% <1% 0% na. 1% 1% <1%
Leadership or staff from larger 28% 22% 17% 20% 16% 9% 12% 17% 30% 24% 39% 25% 21% 20% 12% 10%
health care system or medical
group
Data analytics staff n.a. 25% 19% 17% n.a. 14% 13% 12% n.a. 25% 24% 26% n.a. 15% 11% 11%
CPC+ lead n.a. 40% 39% 40% n.a. 32% 31% 25% n.a. 40% 52% 55% n.a. 28% 29% 25%
Patients <1% <1% <1% 0% 1% 1% <1% 0% 0% <1% <1% <1% 0% 1% 1% <1%
Other 1% 3% 1% 2% 15% 4% 7% 5% 15% 5% 2% 2% 8% 3% 4% 1%
N 593 594 590 591 535 534 533 534 617 616 617 615 724 724 723 722
Source:  CPC+ Practice Survey administered to the 2017 Starter CPC+ practices March through September 2017 (PY 1), June through September 2018 (PY 2), July through November 2019 (PY 3),
and September through December 2020 (PY 4). There are differences between the surveys by PY that could change how practices respond to questions; these differences are indicated with
footnotes.
Notes: The data presented in this table represent responses from the practices that began CPC+ in 2017 (2017 Starters) and had completed all four waves of surveys, regardless of whether they were

still participating in CPC+ at the time of their response.
@ The question numbering is based on the PY 4 survey.
® Practices entered number of full-time and part-time staff separately. Full-time equivalent counts were estimated by counting all full-time staff as 1 FTE and all part-time staff as 0.5 FTE.
¢ Practitioners include physicians (MD or DO, not including psychiatrists), physician residents or fellows (trainees), nurse practitioners, physician assistants, and clinical nurse specialists. Non-physician
practitioners include all types of practitioners listed but physicians.

4 ltem wording changed mid-field during the PY 1 survey to clarify that it was asking about care managers/coordinators who work as part of the practice’s care team, regardless of where they physically
work. Among 2017 Starter practices, 799 out of 2,833 practices responded to this question before the wording change.

¢ These questions only asked about the patient count for one care manager. If the practice had any full-time care managers, the patient count is for a full-time care manager (reported in B3). If the practice
only had part-time care managers, the patient count is for a part-time care manager (reported in B4). If practices had more than one care manager who fit either of these descriptions, they were asked to
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Table 3.B.4b (continued)

report patient counts and hours worked for the care manager whose first name came first alphabetically. Thirty-one practices answered at the top of the survey-allowed range, which may not accurately
reflect their actual patient count: 10 responded that the patient count for their full-time care manager was 999 (reported in B3) and 21 responded that the patient count for their part-time care manager was

500 (reported in B4); these are included in the mean and median calculations. The hours worked per week on longitudinal care management (reported in B5) is for the care manager with the patient count
reported in B4.

FTE = full-time equivalent; n.a. = not applicable because the survey question was not asked in that wave or to the specified group of practices, or there were no eligible practices to receive the question;
s.s. = small sample (cells with fewer than 11 responses have been suppressed); NPl = National Provider Identifier; PY = Program Year; SSP = Medicare Shared Savings Program (reflects 2020 [PY4]
participation, or, for practices that withdrew from CPC+, their participation at the time of withdrawal).
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Table 3.B.5a. Practice payments, overall by track (2017 Starters)

Combined tracks Track 1 overall Track 2 overall

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)

Sources of practice revenue and physician compensation

C1 Percentage of practice site’s revenue that
came from fee-for-service (FFS) payments in
[the prior year]

Mean 76.71 77.06 75.72 77.73 78.46 79.95 75.83 75.90 72.20
Median 85 85 85 90 89 88 81 80 80
N 2,314 2,369 2,400 1,066 1,075 1,090 1,248 1,294 1,310
CPC+ payments from Medicare FFS
D1 Considering the amount of work required by

CPC+, the adequacy of the CPC+ payments
from Medicare FFS

More than adequate 1% 1% 3% 1% 2% 2% 1% 1% 3%
Adequate 46% 48% 53% 41% 41% 49% 51% 54% 57%
Less than adequate 43% 43% 38% 47% 47% 42% 39% 39% 34%
Don’t know — not familiar with CPC+ 10% 8% 6% 11% 10% 7% 10% 6% 6%

payments from Medicare FFS or costs of
doing CPC+ work

N 2,450 2,456 2,457 1,123 1,122 1,127 1,327 1,334 1,330
The Performance-Based Incentive Payment (PBIP) is paid prospectively by CMS at the beginning of each program year®...
D2a ...Practice understands how Medicare FFS

calculates the proportion of the PBIP the
practice will retain and the proportion CMS

recoups
Strongly agree 10% 16% 21% 10% 14% 23% 10% 18% 19%
Agree 61% 64% 70% 58% 61% 67% 64% 66% 72%
Disagree 23% 16% 8% 26% 20% 9% 21% 14% 8%
Strongly disagree 5% 4% 1% 6% 6% 1% 5% 2% 1%
N 1,270 1,473 1,416 510 559 572 760 914 844
D2b ...Practice feels that Medicare FFS’s
methodology is fair in how it determines the
proportion of the PBIP the practice retains
and the proportion CMS recoups
Strongly agree 3% 6% 5% 3% 7% 7% 3% 5% 4%
Agree 43% 46% 56% 42% 45% 56% 43% 47% 56%
Disagree 19% 26% 25% 17% 24% 23% 20% 27% 26%
Strongly disagree 6% 6% 5% 7% 8% 5% 6% 5% 4%
Don’t know 29% 16% 10% 31% 16% 8% 28% 16% 1%
N 1,291 1,500 1,426 521 565 575 770 935 851
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Table 3.B.5a (continued)

Combined tracks Track 1 overall Track 2 overall

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019)

The Comprehensive Primary Care Payment (CPCP) is paid quarterly as a lump sum to Track 2 practices for evaluation and management services®...

D3a ...Practice understands how Medicare FFS
calculated its CPCPs
Strongly agree n.a. n.a. n.a. n.a. n.a. n.a. 12% 19% 16%
Agree n.a. n.a. n.a. n.a. n.a. n.a. 64% 61% 68%
Disagree n.a. n.a. n.a. n.a. n.a. n.a. 21% 19% 15%
Strongly disagree n.a. n.a. n.a. n.a. n.a. n.a. 3% 1% 1%
n.a. n.a. n.a. n.a. n.a. n.a. 1,272 1,295 1,295
D3b ...Practice feels that Medicare FFS’s
methodology is fair in how it calculates
CPCPs
Strongly agree n.a. n.a. n.a. n.a. n.a. n.a. 4% 6% 5%
Agree n.a. n.a. n.a. n.a. n.a. n.a. 52% 54% 64%
Disagree n.a. n.a. n.a. n.a. n.a. n.a. 19% 22% 13%
Strongly disagree n.a. n.a. n.a. n.a. n.a. n.a. 3% 5% 5%
Don’t know n.a. n.a. n.a. n.a. n.a. n.a. 22% 13% 13%
N n.a. n.a. n.a. n.a. n.a. n.a. 1,328 1,330 1,336
CPC+ payments from CPC+ payer partners (not Medicare FFS)
D4 Practice contracts with CPC+ payer partners
(payers other than Medicare FFS) for CPC+¢
Yes 79% 78% 88% 76% 72% 85% 82% 83% 90%
No 21% 22% 12% 24% 28% 15% 18% 17% 10%
N 2,426 2,450 2,465 1,102 1,120 1,127 1,324 1,330 1,338
D5 Among practices that contract with CPC+
payer partners for CPC+, considering the
amount of work required by CPC+, the
adequacy of the CPC+ payments from CPC+
payer partners®
More than adequate <1% 2% 2% 1% 2% 1% <1% 2% 3%
Adequate 31% 38% 41% 29% 35% 40% 33% 41% 42%
Less than adequate 56% 49% 42% 56% 48% 44% 57% 50% 41%
Don’t know — not familiar with CPC+ 12% 10% 15% 14% 15% 15% 11% 7% 15%
payments from CPC+ payer partners or
costs of doing CPC+ work
N 1,937 1,915 2,156 842 805 957 1,095 1,110 1,199
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Table 3.B.5a (continued)

Combined tracks Track 1 overall Track 2 overall

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)

CPC+ capitated payments from CPC+ payer partners (not CMS/Medicare FFS)

Among practices contracting with non-CMS
payers that offer capitated payments, the
practice received capitated payments for
their CPC+ patients from these payers in [the

prior year]
Yes n.a. n.a. 68% n.a. n.a. 65% n.a. n.a. 70%
No n.a. n.a. 32% n.a. n.a. 35% n.a. n.a. 30%
N n.a. n.a. 484 n.a. n.a. 181 n.a. n.a. 303
Among practices receiving capitated payments from non-CMS payers...
D7a ...Practice has detailed information from

these payers on how they calculate the
capitated payments

Strongly agree n.a. n.a. 9% n.a. n.a. 13% n.a. n.a. 8%
Agree n.a. n.a. 58% n.a. n.a. 41% n.a. n.a. 68%
Disagree n.a. n.a. 16% n.a. n.a. 23% n.a. n.a. 13%
Strongly disagree n.a. n.a. 3% n.a. n.a. 3% n.a. n.a. 4%
Don’t know n.a. n.a. 12% n.a. n.a. 21% n.a. n.a. 8%
N n.a. n.a. 329 n.a. n.a. 117 n.a. n.a. 212
D7b ...Practice understands how these payers
calculate the capitated payments
Strongly agree n.a. n.a. 9% n.a. n.a. 12% n.a. n.a. 7%
Agree n.a. n.a. 62% n.a. n.a. 46% n.a. n.a. 70%
Disagree n.a. n.a. 23% n.a. n.a. 37% n.a. n.a. 16%
Strongly disagree n.a. n.a. 6% n.a. n.a. 5% n.a. n.a. 6%
n.a. n.a. 324 n.a. n.a. 114 n.a. n.a. 210
D7c ...Practice feels that these payers’

methodology is fair in how they determine
the capitated payments

Strongly agree n.a. n.a. 7% n.a. n.a. 1% n.a. n.a. 4%
Agree n.a. n.a. 33% n.a. n.a. 32% n.a. n.a. 33%
Disagree n.a. n.a. 23% n.a. n.a. 15% n.a. n.a. 27%
Strongly disagree n.a. n.a. 4% n.a. n.a. 3% n.a. n.a. 4%
Don’t know n.a. n.a. 34% n.a. n.a. 39% n.a. n.a. 31%
N n.a. n.a. 329 n.a. n.a. 117 n.a. n.a. 212

Payments for performance for commercially insured patients (Not-CMS/Medicare FFS)
D9 Practice contracted with non-CMS payers

that offered CPC+ payments for performance

in [the prior year]

Yes n.a. n.a. 71% n.a. n.a. 70% n.a. n.a. 71%
No n.a. n.a. 29% n.a. n.a. 30% n.a. n.a. 29%
N n.a. n.a. 2,129 n.a. n.a. 943 n.a. n.a. 1,186
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Table 3.B.5a (continued)

Combined tracks Track 1 overall Track 2 overall

PY 2 PY 3 PY 2 PY 3 PY 4 PY 2 PY 3
Question® (2018) (2019) (2018) (2019) (2020) (2018) (2019)

D10 Among practices that contracted with non-
CMS payers that offered CPC+ payments for
performance, percentage of these payers
that provided the practice with the
methodology they use to calculate CPC+
payments for performance

Mean n.a. n.a. 64.99 n.a. n.a. 66.67 n.a. n.a. 63.73
Median n.a. n.a. 100 n.a. n.a. 100 n.a. n.a. 100
N n.a. n.a. 2,040 n.a. n.a. 875 n.a. n.a. 1,165

Among practices receiving methodologies payers use to calculate CPC+ payments for performance...

D11a ...Practice has detailed information from
these payers on how they calculate the
CPC+ payments for performance

Strongly agree n.a. n.a. 9% n.a. n.a. 9% n.a. n.a. 8%
Agree n.a. n.a. 68% n.a. n.a. 68% n.a. n.a. 68%
Disagree n.a. n.a. 10% n.a. n.a. 12% n.a. n.a. 9%
Strongly disagree n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 2%
Don’t know n.a. n.a. 12% n.a. n.a. 10% n.a. n.a. 13%
N n.a. n.a. 1,246 n.a. n.a. 539 n.a. n.a. 707
D11b ...Practice understands how these payers
calculate the CPC+ payments for
performance
Strongly agree n.a. n.a. 8% n.a. n.a. 8% n.a. n.a. 8%
Agree n.a. n.a. 77% n.a. n.a. 75% n.a. n.a. 78%
Disagree n.a. n.a. 13% n.a. n.a. 16% n.a. n.a. 11%
Strongly disagree n.a. n.a. 2% n.a. n.a. 2% n.a. n.a. 3%
n.a. n.a. 1,229 n.a. n.a. 527 n.a. n.a. 702
D11c ..Practlce feels that these payers’

methodology is fair in how they determine
the CPC+ payments for performance

Strongly agree n.a. n.a. 3% n.a. n.a. 4% n.a. n.a. 3%
Agree n.a. n.a. 55% n.a. n.a. 56% n.a. n.a. 55%
Disagree n.a. n.a. 22% n.a. n.a. 23% n.a. n.a. 21%
Strongly disagree n.a. n.a. 4% n.a. n.a. 2% n.a. n.a. 5%
Don’t know n.a. n.a. 16% n.a. n.a. 14% n.a. n.a. 16%
N n.a. n.a. 1,246 n.a. n.a. 539 n.a. n.a. 707

Source:  CPC+ Practice Survey administered to the 2017 Starter CPC+ practices June through September 2018 (PY 2), July through November 2019 (PY 3), and September
through December 2020 (PY 4). There are differences between the surveys by PY that could change how practices respond to questions, these differences are indicated
with footnotes.

Notes: The data presented in this table represent responses from the practices that began CPC+ in 2017 (2017 Starters) and had completed all four waves of surveys, regardless
of whether they were still participating in CPC+ at the time of their response.

@ Survey questions in this table were not asked in the PY 1 survey. The question numbering is based on the PY 4 survey.
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Table 3.B.5a (continued)

b Practices participating in the Medicare Shared Savings Program (SSP) every year 2018-2020 did not receive the Performance-Based Incentive Payment (PBIP) for any of those
years and therefore were not asked these questions.

¢ The Comprehensive Primary Care Payment (CPCP) is a lump sum quarterly payment paid to Track 2 practices based on their historical FFS payment amounts for evaluation and
management services. Track 2 practices' FFS payments for these services are reduced to account for the CPCP. Track 1 practices do not receive CPCPs and therefore were not
asked these questions.

4 The question changed significantly between PY 3 and PY 4. In PY 3, the question asked if the practice contracted with payer partners. In PY 4, the question asked which specific
payers the practice contracted with. PY 4 responses are counted as a “yes” response in this table if any of the payers were selected.

¢ Practices were asked to consider this question across all payers they contracted with for CPC+, even if they did not provide a separate CPC+ payment.
f Practices were asked to not include care management fees and Performance-based Incentive Payments, as they are not replacements for fee-for-service payments.

n.a. = not applicable because the survey question was not asked in that wave or to the specified group of practices, or there were no eligible practices to receive the question; PY =
Program Year).

122



APPENDIX 3.B. PRACTICE SURVEY MATHEMATICA® INC.

Table 3.B.5b. Practice payments, overall by track and SSP status (2017 Starters)

Track 1 — SSP Track 1 — Not SSP Track 2 — SSP Track 2 — Not SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)

Sources of practice revenue and physician compensation

C1 Percentage of practice site’s revenue
that came from fee-for-service (FFS)
payments in [the prior year]

Mean 76.45 78.58 80.40 79.10 78.33 79.47 78.65 79.90 74.91 73.67 72.41 69.86
Median 90 90 90 90 86 87 85 84 85 80 79 77
N 551 558 570 515 517 520 542 604 607 706 690 703
CPC+ payments from Medicare FFS
D1 Considering the amount of work

required by CPC+, the adequacy of
the CPC+ payments from Medicare

FFS
More than adequate 1% 2% 2% 1% 2% 2% 1% 1% 5% <1% 1% 1%
Adequate 41% 40% 50% 40% 42% 48% 48% 60% 53% 54% 49% 59%
Less than adequate 45% 47% 41% 50% 47% 43% 41% 36% 39% 37% 42% 31%
Don’t know — not familiar with 14% 11% 7% 9% 9% 7% 10% 3% 3% 9% 9% 8%

CPC+ payments from Medicare
FFS or costs of doing CPC+ work

N 590 591 593 533 531 534 606 616 613 721 718 717
The Performance-Based Incentive Payment (PBIP) is paid prospectively by CMS at the beginning of each program year®...
D2a ...Practice understands how

Medicare FFS calculates the
proportion of the PBIP the practice
will retain and the proportion CMS

recoups
Strongly agree 7% 19% 12% 10% 13% 25% 12% 19% 8% 10% 17% 21%
Agree 49% 47% 88% 60% 64% 64% 59% 63% 91% 65% 67% 69%
Disagree 30% 21% 0% 26% 19% 10% 19% 12% 2% 22% 15% 9%
Strongly disagree 15% 13% 0% 4% 4% 1% 10% 7% 0% 3% 1% 1%
N 101 120 59 409 439 513 193 241 129 567 673 715
D2b ...Practice feels that Medicare FFS’s
methodology is fair in how it
determines the proportion of the
PBIP the practice retains and the
proportion CMS recoups
Strongly agree 5% 15% 7% 2% 5% 7% 1% 5% 3% 4% 4% 4%
Agree 42% 41% 68% 42% 46% 55% 43% 50% 52% 43% 46% 57%
Disagree 16% 21% 20% 18% 25% 24% 17% 10% 35% 21% 34% 24%
Strongly disagree 14% 12% 0% 5% 7% 6% 18% 10% 2% 2% 3% 4%
Don’t know 23% 10% 5% 34% 17% 9% 21% 25% 8% 30% 13% 1%
N 105 121 60 416 444 515 192 248 128 578 687 723
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Table 3.B.5b (continued)

Track 1 — SSP Track 1 — Not SSP Track 2 — SSP Track 2 — Not SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)

The Comprehensive Primary Care Payment (CPCP) is paid quarterly as a lump sum to Track 2 practices for evaluation and management services®...

D3a ...Practice understands how
Medicare FFS calculated its CPCPs
Strongly agree n.a. n.a. n.a. n.a. n.a. n.a. 14% 26% 17% 10% 13% 15%
Agree n.a. n.a. n.a. n.a. n.a. n.a. 63% 60% 72% 66% 62% 66%
Disagree n.a. n.a. n.a. n.a. n.a. n.a. 19% 13% 11% 22% 24% 17%
Strongly disagree n.a. n.a. n.a. n.a. n.a. n.a. 4% 1% 1% 2% 1% 2%
n.a. n.a. n.a. n.a. n.a. n.a. 585 600 591 687 695 704
D3b ...Practice feels that Medicare FFS’s
methodology is fair in how it
calculates CPCPs
Strongly agree n.a. n.a. n.a. n.a. n.a. n.a. 7% 11% 6% 2% 1% 5%
Agree n.a. n.a. n.a. n.a. n.a. n.a. 55% 59% 68% 50% 50% 61%
Disagree n.a. n.a. n.a. n.a. n.a. n.a. 16% 18% 12% 21% 26% 13%
Strongly disagree n.a. n.a. n.a. n.a. n.a. n.a. 3% 2% 1% 2% 7% 8%
Don’t know n.a. n.a. n.a. n.a. n.a. n.a. 18% 9% 13% 26% 16% 13%
N n.a. n.a. n.a. n.a. n.a. n.a. 607 612 614 721 718 722
D4 Practice contracts with CPC+ payer
partners (payers other than Medicare
FFS) for CPC+¢
Yes 74% 68% 81% 78% 76% 90% 83% 87% 90% 82% 80% 90%
No 26% 32% 19% 22% 24% 10% 17% 13% 10% 18% 20% 10%
N 582 590 593 520 530 534 602 612 616 722 718 722
D5 Among practices that contract with

CPC+ payer partners for CPC+,
considering the amount of work
required by CPC+, the adequacy of
the CPC+ payments from CPC+
payer partners®

More than adequate <1% 2% 1% 1% 1% 1% <1% <1% 4% 0% 3% 1%
Adequate 26% 29% 41% 32% 41% 39% 35% 44% 40% 30% 38% 43%
Less than adequate 58% 51% 42% 54% 46% 45% 54% 51% 37% 59% 49% 44%
Don’t know — not familiar with 16% 18% 15% 13% 1% 15% 1% 4% 19% 10% 10% 12%

CPC+ payments from CPC+ payer

partners or costs of doing CPC+

work

N 432 403 478 410 402 479 502 538 550 593 572 649
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Table 3.B.5b (continued)

Track 1 — SSP Track 1 — Not SSP Track 2 - SSP Track 2 — Not SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)

CPC+ capitated payments from CPC+ payer partners (Not CMS/Medicare FFS)

Among practices contracting with
non-CMS payers that offer capitated
payments, the practice received
capitated payments for their CPC+
patients from these payers in [the
prior year]f

Yes n.a. n.a. 64% n.a. n.a. 66% n.a. n.a. 82% n.a. n.a. 64%
No n.a. n.a. 36% n.a. n.a. 34% n.a. n.a. 18% n.a. n.a. 36%
N n.a. n.a. 96 n.a. n.a. 85 n.a. n.a. 98 n.a. n.a. 205

Among practices receiving capitated payments from non-CMS payers...

D7a ...Practice has detailed information
from these payers on how they
calculate the capitated payments

Strongly agree n.a. n.a. 13% n.a. n.a. 13% n.a. n.a. 6% n.a. n.a. 8%
Agree n.a. n.a. 36% n.a. n.a. 46% n.a. n.a. 88% n.a. n.a. 56%
Disagree n.a. n.a. 18% n.a. n.a. 29% n.a. n.a. 3% n.a. n.a. 19%
Strongly disagree n.a. n.a. 2% n.a. n.a. 4% n.a. n.a. 3% n.a. n.a. 5%
Don’t know n.a. n.a. 31% n.a. n.a. 9% n.a. n.a. 1% n.a. n.a. 12%
N n.a. n.a. 61 n.a. n.a. 56 n.a. n.a. 80 n.a. n.a. 132
D7b ...Practice understands how these
payers calculate the capitated
payments
Strongly agree n.a. n.a. 13% n.a. n.a. 11% n.a. n.a. 8% n.a. n.a. 7%
Agree n.a. n.a. 40% n.a. n.a. 52% n.a. n.a. 85% n.a. n.a. 62%
Disagree n.a. n.a. 42% n.a. n.a. 31% n.a. n.a. 5% n.a. n.a. 23%
Strongly disagree n.a. n.a. 5% n.a. n.a. 6% n.a. n.a. 3% n.a. n.a. 8%
N n.a. n.a. 60 n.a. n.a. 54 n.a. n.a. 80 n.a. n.a. 130
D7c ..Practice feels that these payers’

methodology is fair in how they
determine the capitated payments

Strongly agree n.a. n.a. 13% n.a. n.a. 9% n.a. n.a. 6% n.a. n.a. 3%
Agree n.a. n.a. 23% n.a. n.a. 41% n.a. n.a. 10% n.a. n.a. 48%
Disagree n.a. n.a. 13% n.a. n.a. 18% n.a. n.a. 49% n.a. n.a. 14%
Strongly disagree n.a. n.a. 2% n.a. n.a. 4% n.a. n.a. 3% n.a. n.a. 5%
Don’t know n.a. n.a. 49% n.a. n.a. 29% n.a. n.a. 33% n.a. n.a. 30%
N n.a. n.a. 61 n.a. n.a. 56 n.a. n.a. 80 n.a n.a 132

Payments for performance for commercially insured patients (Not-CMS/Medicare FFS)

D9 Practice contracted with non-CMS
payers that offered CPC+ payments
for performance in [the prior year]
Yes n.a. n.a. 71% n.a. n.a. 69% n.a. n.a. 67% n.a. n.a. 75%
No n.a. n.a. 29% n.a. n.a. 31% n.a. n.a. 33% n.a. n.a. 25%
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Table 3.B.5b (continued)

Track 1 - SSP Track 1 — Not SSP Track 2 - SSP Track 2 — Not SSP
PY 2 PY 3 PY 2 PY 3 PY 4 PY 2 PY 3 PY 2 PY 3 PY 4
Question? (2018) (2019) (2018) (2019) (2020) (2018) (2019) (2018) (2019) (2020)
N n.a. n.a. 471 n.a. n.a. 472 n.a. n.a. 545 n.a. n.a. 641
D10 Among practices that contracted with

non-CMS payers that offered CPC+
payments for performance,
percentage of these payers that
provided the practice with the
methodology they use to calculate
CPC+ payments for performance

Mean n.a. n.a. 66.39 n.a. n.a. 66.96 n.a. n.a. 58.28 n.a. n.a. 68.40
Median n.a. n.a. 100 n.a. n.a. 100 n.a. n.a. 75 n.a. n.a. 100
N n.a. n.a. 446 n.a. n.a. 429 n.a. n.a. 537 n.a. n.a. 628
Among practices receiving methodologies payers use to calculate CPC+ payments for performance...
D11a ...Practice has detailed information

from these payers on how they
calculate the CPC+ payments for

performance
Strongly agree n.a. n.a. 9% n.a. n.a. 9% n.a. n.a. 6% n.a. n.a. 10%
Agree n.a. n.a. 70% n.a. n.a. 66% n.a. n.a. 61% n.a. n.a. 73%
Disagree n.a. n.a. 10% n.a. n.a. 13% n.a. n.a. 13% n.a. n.a. 6%
Strongly disagree n.a. n.a. 2% n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 2%
Don’t know n.a. n.a. 9% n.a. n.a. 11% n.a. n.a. 19% n.a. n.a. 9%
N n.a. n.a. 254 n.a. n.a. 285 n.a. n.a. 286 n.a. n.a. 421
D11b ..Practice understands how these

payers calculate the CPC+
payments for performance

Strongly agree n.a. n.a. 8% n.a. n.a. 8% n.a. n.a. 5% n.a. n.a. 10%

Agree n.a. n.a. 77% n.a. n.a. 73% n.a. n.a. 84% n.a. n.a. 75%

Disagree n.a. n.a. 14% n.a. n.a. 18% n.a. n.a. 9% n.a. n.a. 13%

Strongly disagree n.a. n.a. 1% n.a. n.a. 2% n.a. n.a. 2% n.a. n.a. 3%

N n.a. n.a. 248 n.a. n.a. 279 n.a. n.a. 285 n.a. n.a. 417
D11c ..Practice feels that these payers’

-methodology is fair in how they
determine the CPC+ payments for

performance
Strongly agree n.a. n.a. 5% n.a. n.a. 4% n.a. n.a. 2% n.a. n.a. 3%
Agree n.a. n.a. 60% n.a. n.a. 53% n.a. n.a. 50% n.a. n.a. 58%
Disagree n.a. n.a. 19% n.a. n.a. 27% n.a. n.a. 23% n.a. n.a. 20%
Strongly disagree n.a. n.a. 1% n.a. n.a. 2% n.a. n.a. 5% n.a. n.a. 5%
Don’t know n.a. n.a. 15% n.a. n.a. 14% n.a. n.a. 20% n.a. n.a. 14%
N n.a. n.a. 254 n.a. n.a. 285 n.a. n.a. 287 n.a. n.a. 420

Source:  CPC+ Practice Survey administered to the 2017 Starter CPC+ practices June through September 2018 (PY 2), July through November 2019 (PY 3), and September through December 2020
(PY 4). There are differences between the surveys by PY that could change how practices respond to questions, these differences are indicated with footnotes.

Notes: The data presented in this table represent responses from the practices that began CPC+ in 2017 (2017 Starters) and had completed all four waves of surveys, regardless of whether they were
still participating in CPC+ at the time of their response.
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Table 3.B.5b (continued)

@ Survey questions in this table were not asked in the PY 1 survey. The question numbering is based on the PY 4 survey.

b Practices participating in the Medicare Shared Savings Program (SSP) every year 2018-2020 did not receive the Performance-Based Incentive Payment (PBIP) for any of those years and therefore were
not asked these questions.

¢ The Comprehensive Primary Care Payment (CPCP) is a lump sum quarterly payment paid to Track 2 practices based on their historical FFS payment amounts for evaluation and management services.
Track 2 practices' FFS payments for these services are reduced to account for the CPCP. Track 1 practices do not receive CPCPs and therefore were not asked these questions.

4 The question changed significantly between PY 3 and PY 4. In PY 3, the question asked if the practice contracted with payer partners. In PY 4, the question asked which specific payers the practice
contracted with. PY 4 responses are counted as a “yes” response in this table if any of the payers were selected.

¢ Practices were asked to consider this question across all payers they contracted with for CPC+, even if they did not provide a separate CPC+ payment.
f Practices were asked to not include care management fees and Performance-based Incentive Payments, as they are not replacements for fee-for-service payments.

n.a. = not applicable because the survey question was not asked in that wave or to the specified group of practices, or there were no eligible practices to receive the question; PY = Program Year; SSP =
Medicare Shared Savings Program (reflects 2020 [PY4] participation, or, for practices that withdrew from CPC+, their participation at the time of withdrawal).
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Table 3.B.6a. CPC+ practices’ perceptions of CPC+ supports, overall by track (2017 Starters)

Combined tracks Track 1 Overall Track 2 overall

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)

CPC+ learning activities and assistance

E1 Rating of services from regional learning network organizations in
meeting practice site’s CPC+-related needs and helping improve
primary care

Excellent 17% 17% 22% 16% 13% 19% 18% 20% 25%
Very good 29% 29% 31% 30% 32% 33% 28% 26% 29%
Good 37% 38% 33% 38% 36% 32% 36% 40% 34%
Fair 15% 14% 1% 14% 17% 14% 16% 12% 9%
Poor 2% 1% 2% 2% 2% 2% 2% 1% 3%
N 2,453 2,453 2,451 1,119 1,121 1,122 1,334 1,332 1,329

Rating of usefulness of assistance received in the past six months from the CPC+ national learning community and regional learning network in improving primary care...
E2a ...Webinars®

Very useful 25% 26% 19% 29% 28% 22% 22% 24% 17%
Somewhat useful 54% 55% 39% 48% 52% 36% 60% 58% 42%
Not very useful 10% 8% 8% 9% 8% 7% 11% 8% 9%
Not at all useful 1% 1% 2% 1% 1% 1% 1% 2% 2%
Never received or attended 9% 10% 32% 14% 12% 35% 6% 8% 29%
N 2,461 2,450 2,366 1,129 1,121 1,077 1,332 1,329 1,289
E2b ...One-on-one telephone/virtual coaching with the practice site to
improve practice processes and workflows
Very useful 35% 35% 40% 36% 38% 42% 34% 32% 38%
Somewhat useful 23% 27% 21% 21% 25% 18% 25% 29% 23%
Not very useful 7% 5% 4% 5% 5% 3% 9% 5% 5%
Not at all useful 3% 1% 1% 3% 1% 1% 2% 1% 1%
Never received or attended 32% 32% 34% 36% 31% 36% 29% 33% 33%
N 2,452 2,447 2,450 1,120 1,124 1,117 1,332 1,323 1,333
E2c ...CPC+ Connect
Very useful 40% 42% 41% 43% 42% 44% 38% 43% 39%
Somewhat useful 44% 41% 44% 39% 39% 40% 48% 43% 47%
Not very useful 8% 8% 7% 9% 9% 7% 7% 7% 8%
Not at all useful 2% 3% 2% 2% 3% 2% 2% 2% 1%
Never received or attended 6% 6% 6% 7% 7% 7% 6% 5% 6%
N 2,455 2,450 2,458 1,121 1,125 1,123 1,334 1,325 1,335
E2d ...CPC+ Implementation Guides
Very useful 58% 61% 60% 53% 58% 57% 62% 63% 63%
Somewhat useful 33% 31% 30% 35% 32% 33% 30% 30% 28%
Not very useful 5% 4% 4% 7% 4% 4% 3% 3% 4%
Not at all useful <1% 1% <1% <1% 1% 1% <1% 1% <1%
Never received or attended 5% 4% 6% 4% 4% 6% 5% 3% 5%
N 2,455 2,446 2,453 1,123 1,122 1,118 1,332 1,324 1,335
E2e ...CPC+ Support
Very useful 53% 64% 61% 49% 63% 58% 56% 64% 63%
Somewhat useful 31% 23% 24% 33% 22% 25% 29% 24% 23%
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Table 3.B.6a (continued)

Combined tracks Track 1 Overall Track 2 overall

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)

Not very useful 5% 4% 3% 6% 4% 3% 3% 3% 3%
Not at all useful 1% 1% 1% 1% 1% 1% 2% 1% 1%
Never received or attended 11% 9% 12% 11% 9% 13% 10% 8% 11%
N 2,459 2,445 2,456 1,125 1,121 1,120 1,334 1,324 1,336
E2f ...Group coaching

Very useful n.a. n.a. 22% n.a. n.a. 25% n.a. n.a. 20%
Somewhat useful n.a. n.a. 22% n.a. n.a. 21% n.a. n.a. 24%
Not very useful n.a. n.a. 5% n.a. n.a. 6% n.a. n.a. 5%
Not at all useful n.a. n.a. 2% n.a. n.a. 2% n.a. n.a. 1%
Never received or attended n.a. n.a. 49% n.a. n.a. 46% n.a. n.a. 50%
N n.a. n.a. 2,457 n.a. n.a. 1,124 n.a. n.a. 1,333

CPC+ payer partner support and assistance

Rating of usefulness of assistance received in the past six months from CPC+ payer partners in improving primary care®...

E3a ...On-site care manager provided by the payer
Very useful 8% 1% 8% 10% 12% 8% 7% 9% 8%
Somewhat useful 7% 10% 9% 7% 11% 10% 7% 10% 9%
Not very useful 2% 2% 2% 2% 2% 1% 2% 3% 3%
Not at all useful 1% 1% 2% 1% <1% 1% 1% 1% 3%
Never received or attended 81% 76% 78% 79% 75% 79% 83% 78% 7%
N 1,952 1,913 2,145 860 807 946 1,092 1,106 1,199
E3b ...Telephone-based care manager provided by the payer
Very useful 9% 10% 9% 8% 9% 9% 10% 1% 9%
Somewhat useful 14% 19% 18% 13% 18% 15% 15% 19% 19%
Not very useful 5% 8% 9% 5% 9% 10% 6% 7% 8%
Not at all useful 2% 2% 3% 2% 1% 2% 2% 4% 4%
Never received or attended 70% 60% 61% 72% 63% 64% 68% 58% 59%
N 1,950 1,884 2,138 860 803 943 1,090 1,081 1,195
E3c ...Explanation of payers’ CPC+ payment methodologies
Very useful 12% 12% 15% 14% 12% 14% 11% 12% 16%
Somewhat useful 30% 34% 33% 29% 32% 34% 30% 37% 32%
Not very useful 8% 11% 8% 8% 13% 8% 9% 10% 8%
Not at all useful 2% 2% 3% 2% 4% 1% 2% 1% 3%
Never received or attended 48% 40% 41% 47% 40% 42% 49% 41% 41%
N 1,952 1,909 2,139 858 805 945 1,094 1,104 1,194
E3d ...Training on how to access data feedback provided by the payer
Very useful 14% 14% 19% 16% 16% 19% 13% 12% 18%
Somewhat useful 33% 40% 32% 29% 32% 29% 36% 45% 34%
Not very useful 7% 7% 7% 10% 10% 7% 5% 5% 6%
Not at all useful 1% 3% 2% 1% 3% 1% 1% 3% 2%
Never received or attended 44% 37% 41% 44% 39% 43% 44% 35% 40%
N 1,951 1,911 2,143 859 805 945 1,092 1,106 1,198
E3e ...Training on how to use data feedback provided by the payer
Very useful 14% 13% 16% 16% 15% 16% 13% 12% 17%
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Table 3.B.6a (continued)

Combined tracks Track 1 Overall Track 2 overall
PY 2 PY 3 PY 3 PY 4 PY 2 PY 3
Question?® (2018) (2019) (2019) (2020) (2018) (2019)
Somewhat useful
Not very useful 7% 9% 8% 8% 11% 9% 6% 8% 7%
Not at all useful 2% 3% 2% 2% 2% 1% 2% 3% 2%
Never received or attended 46% 37% 41% 44% 38% 43% 47% 37% 39%
N 1,952 1,912 2,143 861 805 945 1,091 1,107 1,198
E3f ...Coaching on how to improve practice processes and workflows
Very useful 12% 16% 15% 15% 16% 16% 9% 16% 14%
Somewhat useful 26% 29% 28% 25% 28% 28% 27% 30% 29%
Not very useful 9% 8% 7% 9% 9% 5% 9% 8% 8%
Not at all useful 2% 4% 3% 2% 3% 3% 2% 4% 4%
Never received or attended 51% 44% 47% 50% 44% 48% 53% 43% 45%
N 1,950 1,910 2,143 858 803 945 1,092 1,107 1,198
Usefulness of CPC+ supports in improving primary care (supports from all payers)
F6a Financial support
Very useful 49% 50% 58% 46% 49% 56% 51% 52% 60%
Somewhat useful 30% 35% 31% 30% 34% 32% 30% 36% 30%
Not very useful 8% 5% 4% 10% 7% 6% 6% 3% 3%
Not at all useful 1% 1% <1% 1% 1% <1% 1% 1% <1%
Don’t know 12% 9% 6% 12% 9% 5% 12% 8% 7%
N 2,459 2,452 2,460 1,126 1,119 1,124 1,333 1,333 1,336
Féb Learning support
Very useful 33% 33% 35% 34% 33% 35% 31% 32% 34%
Somewhat useful 55% 57% 54% 51% 54% 52% 58% 59% 56%
Not very useful 6% 6% 6% 7% 7% 8% 5% 5% 4%
Not at all useful 1% <1% 1% 1% 1% 1% 1% <1% 1%
Don’t know 6% 4% 5% 6% 5% 4% 5% 4% 5%
N 2,460 2,456 2,459 1,126 1,119 1,124 1,334 1,337 1,335
F6c Data feedback
Very useful 36% 33% 33% 36% 34% 33% 36% 32% 34%
Somewhat useful 47% 52% 48% 46% 50% 49% 47% 53% 47%
Not very useful 10% 10% 12% 11% 10% 12% 10% 11% 13%
Not at all useful 1% 1% 2% 2% 1% 3% 1% 1% 2%
Don’t know 5% 4% 4% 6% 5% 4% 5% 3% 5%
N 2,459 2,460 2,459 1,128 1,121 1,123 1,331 1,339 1,336
Féd Health IT vendor support
Very useful 17% 19% 19% 16% 19% 19% 19% 18% 19%
Somewhat useful 35% 39% 36% 32% 35% 35% 37% 43% 36%
Not very useful 22% 18% 15% 22% 19% 15% 22% 16% 15%
Not at all useful 5% 6% 9% 8% 5% 9% 3% 7% 8%
Don’t know 21% 18% 22% 22% 22% 22% 20% 15% 21%
N 2,461 2,457 2,458 1,128 1,120 1,124 1,333 1,337 1,334

Source:  CPC+ Practice Survey administered to the 2017 Starter CPC+ practices June through September 2018 (PY 2), July through November 2019 (PY 3), and September through December 2020
(PY 4). There are differences between the surveys by PY that could change how practices respond to questions; these differences are indicated with footnotes.
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Table 3.B.6a (continued)

Notes: The data presented in this table represent responses from the practices that began CPC+ in 2017 (2017 Starters) and had completed all four waves of surveys, regardless of whether they were
still participating in CPC+ at the time of their response.

aSurvey questions in this table were not asked in the PY 1 survey. The question numbering is based on the PY 4 survey.
b Question wording changed between PY 3 and PY 4. In PY 3, it asked about any webinars, but in PY 4 it specified national webinars.

¢ The screening survey question (D4), which determined which practices received question E3, changed between PY 3 and PY 4. In PYs 2 and 3, it asked if practices contracted with CPC+ payer partners.
If practices selected “no”, they were not asked E3. In PY 4, the screener question asked practices to select the payer partners they contracted with. If practices did not select any payer partners, they were
not asked E3. These changes in the wording of the screening question resulted in slightly more practices being asked E3 in PY 4 compared to previous PYs.

n.a. = not applicable because the survey question was not asked in that wave or to the specified group of practices, or there were no eligible practices to receive question; PY = Program Year.
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Table 3.B.6b. CPC+ practices’ perceptions of CPC+ supports, overall by track and SSP status (2017 Starters)

Track 1 - SSP Track 1 — Not-SSP Track 2 — SSP Track 2 — Not-SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020) | (2018)  (2019)  (2020)

CPC+ learning activities and assistance

E1 Rating of services from
regional learning network
organizations in meeting
practice site’s CPC+-related
needs and helping improve

primary care
Excellent 21% 10% 18% 10% 16% 20% 15% 22% 33% 20% 19% 19%
Very good 28% 33% 37% 33% 31% 28% 30% 26% 31% 28% 27% 28%
Good 36% 38% 29% 1% 34% 35% 37% 42% 31% 36% 39% 36%
Fair 14% 18% 13% 14% 16% 15% 17% 10% 5% 14% 14% 13%
Poor 1% 2% 3% 2% 2% 2% 1% 1% <1% 2% 1% 4%
N 586 592 592 533 529 530 615 614 615 719 718 714

Rating of usefulness of assistance received in the past six months from the CPC+ national learning community and regional learning network in improving primary care...
E2a ...Webinars®

Very useful 33% 26% 23% 24% 31% 21% 22% 26% 19% 22% 23% 16%
Somewhat useful 46% 54% 38% 49% 49% 34% 66% 61% 45% 55% 56% 40%
Not very useful 7% 6% 4% 12% 10% 9% 7% 6% 6% 15% 10% 11%
Not at all useful <1% <1% 1% 1% 1% 1% <1% 2% 2% 2% 1% 3%
Never received or 13% 14% 34% 14% 9% 36% 5% 6% 28% 6% 10% 31%
attended

N 594 592 567 535 529 510 613 611 598 719 718 691

E2b ..One-on-one

telephonel/virtual coaching
with the practice site to
improve practice processes
and workflows

Very useful 44% 38% 44% 27% 39% 40% 39% 35% 42% 30% 30% 34%
Somewhat useful 20% 27% 17% 22% 23% 18% 29% 38% 23% 22% 22% 24%
Not very useful 5% 3% 4% 4% 6% 2% 13% 1% 4% 6% 9% 6%
Not at all useful 1% 1% 2% 5% 1% 1% <1% <1% 1% 4% 1% 2%
Never received or 30% 30% 33% 42% 32% 39% 20% 26% 30% 37% 39% 35%
attended

N 588 593 589 532 531 528 610 607 612 722 716 721

E2c ...CPC+ Connect

Very useful 47% 45% 50% 38% 38% 37% 40% 45% 39% 36% 41% 38%
Somewhat useful 38% 34% 35% 40% 45% 46% 49% 41% 48% 47% 44% 46%
Not very useful 5% 9% 6% 14% 9% 8% 6% 4% 7% 8% 9% 8%
Not at all useful 1% 3% 3% 3% 3% 2% 2% 4% 1% 2% 1% 1%
Never received or 9% 9% 6% 4% 5% 7% 4% 5% 5% 7% 5% 7%
attended

N 588 594 589 533 531 534 612 610 614 722 715 721

132



APPENDIX 3.B. PRACTICE SURVEY MATHEMATICA® INC.

Table 3.B.6b (continued)

Track 1 - SSP Track 1 — Not-SSP Track 2 — SSP Track 2 — Not-SSP
PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question? (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)
E2d ...CPC+ Implementation
Guides

Very useful 54% 62% 61% 52% 54% 52% 68% 72% 67% 57% 56% 59%

Somewhat useful 36% 30% 29% 35% 35% 37% 24% 23% 23% 35% 35% 31%

Not very useful 5% 3% 3% 9% 6% 4% 3% 1% 6% 3% 5% 3%

Not at all useful <1% 1% 1% 1% 1% 1% <1% 1% <1% <1% <1% <1%

Never received or 5% 5% 6% 3% 4% 7% 4% 2% 3% 5% 4% 7%

attended

N 590 593 588 533 529 530 613 610 615 719 714 720
E2e ...CPC+ Support

Very useful 48% 63% 59% 50% 64% 57% 62% 74% 2% 50% 55% 55%

Somewhat useful 33% 23% 26% 33% 21% 24% 26% 20% 17% 31% 29% 28%

Not very useful 7% 3% 3% 6% 5% 3% 2% 1% 4% 3% 5% 3%

Not at all useful 1% <1% 1% 1% 1% <1% <1% 1% <1% 3% 1% 1%

Never received or 12% 11% 11% 10% 8% 16% 9% 6% 7% 12% 10% 14%

attended

N 590 590 588 535 531 532 613 610 615 721 714 721
E2f ...Group coaching

Very useful n.a. n.a. 25% n.a. n.a. 26% n.a. n.a. 24% n.a. n.a. 16%

Somewhat useful n.a. n.a. 19% n.a. n.a. 22% n.a. n.a. 20% n.a. n.a. 27%

Not very useful n.a. n.a. 7% n.a. n.a. 5% n.a. n.a. 4% n.a. n.a. 5%

Not at all useful n.a. n.a. 2% n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 2%

Never received or n.a. n.a. 47% n.a. n.a. 46% n.a. n.a. 51% n.a. n.a. 50%

attended

N n.a. n.a. 591 n.a. n.a. 533 n.a. n.a. 614 n.a. n.a. 719

CPC+ payer partner support and assistance

Rating of usefulness of assistance received in the past six months from CPC+ payer partners in improving primary care®...

E3a ...On-site care manager
provided by the payer
Very useful 7% 9% 8% 13% 16% 9% 6% 1% 6% 8% 8% 10%
Somewhat useful 8% 9% 10% 6% 12% 10% 8% 7% 9% 6% 12% 8%
Not very useful 2% 1% 1% 3% 2% 2% 1% 2% 2% 3% 3% 4%
Not at all useful 2% 1% 1% <1% 0% 2% 1% <1% 4% 1% 1% 2%
Never received or 80% 80% 80% 78% 70% 78% 85% 80% 78% 81% 75% 76%
attended
N 439 405 478 421 402 468 504 535 551 588 571 648
E3b ...Telephone-based care
manager provided by the
payer
Very useful 6% 5% 6% 10% 13% 11% 15% 17% 9% 5% 6% 9%
Somewhat useful 15% 19% 16% 10% 17% 15% 18% 15% 23% 14% 23% 16%
Not very useful 5% 11% 14% 5% 7% 5% 5% 6% 9% 6% 9% 7%
Not at all useful 3% 1% 1% 1% 1% 3% 1% 3% 5% 2% 4% 4%
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Table 3.B.6b (continued)

Track 1 - SSP Track 1 — Not-SSP Track 2 — SSP Track 2 — Not-SSP
PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question? (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)
Never received or
attended
N 439 401 476 421 402 467 503 514 549 587 567 646
E3c ...Explanation of payers’

CPC+ payment
methodologies

Very useful 14% 1% 9% 14% 12% 20% 12% 12% 14% 1% 1% 18%
Somewhat useful 25% 21% 35% 33% 42% 33% 23% 30% 29% 36% 43% 36%
Not very useful 6% 18% 8% 9% 7% 8% 4% 7% 8% 13% 13% 7%
Not at all useful 2% 6% 1% 2% 2% 2% 1% 1% 6% 3% 2% 1%
Never received or 53% 44% 47% 41% 37% 37% 62% 50% 43% 37% 32% 39%
attended
N 439 404 478 419 401 467 504 534 550 590 570 644
E3d ...Training on how to access
data feedback provided by
the payer
Very useful 14% 12% 16% 18% 21% 22% 13% 9% 19% 12% 15% 18%
Somewhat useful 24% 31% 29% 34% 34% 30% 34% 49% 31% 39% 41% 36%
Not very useful 10% 12% 8% 10% 8% 6% 2% 2% 7% 9% 8% 6%
Not at all useful 1% 1% 1% 1% 4% 2% 2% 2% 4% 1% 4% 1%
Never received or 51% 45% 46% 37% 32% 41% 50% 38% 40% 39% 32% 39%
attended
N 438 403 478 421 402 467 504 534 551 588 572 647
E3e ...Training on how to use
data feedback provided by
the payer
Very useful 14% 13% 14% 18% 18% 17% 14% 10% 16% 12% 14% 17%
Somewhat useful 29% 29% 31% 32% 39% 32% 27% 41% 35% 36% 40% 34%
Not very useful 5% 13% 8% 1% 9% 10% 2% 7% 7% 10% 9% 8%
Not at all useful 1% <1% 1% 2% 4% 2% 2% 2% 4% 2% 4% 1%
Never received or 52% 46% 47% 37% 30% 39% 54% 41% 39% 41% 33% 40%
attended
N 440 403 478 421 402 467 502 535 551 589 572 647
E3f ...Coaching on how to

improve practice processes
and workflows

Very useful 13% 11% 15% 17% 20% 17% 7% 20% 14% 11% 11% 14%
Somewhat useful 26% 28% 31% 23% 27% 25% 28% 21% 23% 26% 38% 33%
Not very useful 4% 8% 3% 14% 11% 6% 5% 4% 5% 13% 11% 11%
Not at all useful 2% 1% 1% 1% 4% 5% 2% 3% 4% 2% 5% 3%
Never received or 55% 52% 50% 45% 37% 46% 59% 51% 54% 48% 35% 38%
attended

N 438 402 478 420 401 467 503 534 551 589 573 647
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Table 3.B.6b (continued)

Track 1 - SSP Track 1 — Not-SSP Track 2 — SSP Track 2 — Not-SSP
PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)
Usefulness of CPC+ supports in improving primary care (supports from all payers)
F6a Financial support
Very useful 43% 46% 54% 50% 52% 58% 54% 52% 61% 49% 51% 59%
Somewhat useful 31% 36% 32% 30% 32% 33% 31% 37% 33% 30% 34% 27%
Not very useful 14% 8% 8% 6% 5% 3% 4% 3% 1% 7% 4% 4%
Not at all useful 1% 1% <1% 2% 1% 1% 1% 1% <1% 1% 2% 1%
Don’t know 12% 9% 6% 12% 10% 4% 10% 7% 5% 14% 9% 9%
N 592 591 591 534 528 533 610 612 616 723 721 720
F6b Learning support
Very useful 36% 35% 36% 33% 32% 34% 31% 32% 37% 32% 33% 32%
Somewhat useful 52% 56% 50% 51% 52% 53% 61% 62% 55% 55% 56% 56%
Not very useful 6% 5% 9% 9% 10% 7% 4% 4% 2% 6% 6% 6%
Not at all useful 1% 1% 1% 2% 1% 1% <1% 0% 2% 1% <1% <1%
Don’t know 6% 3% 3% 6% 6% 5% 5% 2% 4% 6% 5% 6%
N 592 592 591 534 527 533 611 615 614 723 722 721
F6c Data feedback
Very useful 36% 30% 31% 36% 38% 35% 35% 25% 32% 38% 37% 36%
Somewhat useful 47% 54% 49% 45% 47% 49% 48% 58% 46% 47% 49% 48%
Not very useful 10% 11% 13% 12% 9% 10% 12% 13% 18% 9% 9% 8%
Not at all useful 1% 2% 4% 2% 1% 1% 0% 2% 1% 1% 1% 2%
Don’t know 5% 4% 3% 6% 6% 5% 5% 2% 3% 6% 5% 6%
N 593 592 590 535 529 533 610 616 615 721 723 721
F6d Health IT vendor support
Very useful 15% 19% 17% 17% 19% 21% 22% 21% 19% 15% 16% 18%
Somewhat useful 36% 38% 36% 28% 31% 33% 34% 43% 36% 40% 43% 37%
Not very useful 19% 14% 12% 25% 25% 19% 21% 14% 8% 22% 18% 22%
Not at all useful 5% 4% 9% 12% 6% 10% 2% 12% 10% 3% 3% 6%
Don’t know 25% 26% 26% 18% 19% 17% 21% 1% 26% 19% 19% 18%
N 593 591 591 535 529 533 611 614 614 722 723 720

Source: CPC+ Practice Survey administered to the 2017 Starter CPC+ practices June through September 2018 (PY 2), July through November 2019 (PY 3), and September
through December 2020 (PY 4). There are differences between the surveys by PY that could change how practices respond to questions; these differences are indicated
with footnotes.

Notes: The data presented in this table represent responses from the practices that began CPC+ in 2017 (2017 Starters) and had completed all four waves of surveys, regardless
of whether they were still participating in CPC+ at the time of their response.

@ Survey questions in this table were not asked in the PY 1 survey. The question numbering is based on the PY 4 survey.

b Question wording changed between PY 3 and PY 4. In PY 3, it asked about any webinars, but in PY 4 it specified national webinars.

¢ The screening survey question (D4), which determined which practices received question E3, changed between PY 3 and PY 4. In PYs 2 and 3, it asked if practices contracted with
CPC+ payer partners. If practices selected “no”, they were not asked E3. In PY 4, the screener question asked practices to select the payer partners they contracted with. If practices
did not select any payer partners, they were not asked E3. These changes in the wording of the screening question resulted in slightly more practices being asked E3 in PY 4
compared to previous PYs.

n.a. = not applicable because the survey question was not asked in that wave or to the specified group of practices, or there were no eligible practices to receive question; PY =
Program Year; SSP = Medicare Shared Savings Program (reflects 2020 [PY4] participation, or, for practices that withdrew from CPC+, their participation at the time of withdrawal).

135



APPENDIX 3.B. PRACTICE SURVEY MATHEMATICA® INC.

Table 3.B.7a. CPC+ practices’ experience with CPC+, overall by track (2017 Starters)

Combined tracks Track 1 overall Track 2 overall

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)

Overall perception of CPC+

F3 Given practice’s overall experience in
CPC+, likelihood practice would
participate in CPC+ if practice could do
it all over again

Very likely 66% 67% 66% 63% 60% 59% 68% 73% 72%

Somewhat likely 28% 26% 28% 28% 32% 33% 27% 22% 23%

Not very likely 5% 5% 4% 7% 6% 5% 4% 4% 3%

Not at all likely 2% 2% 2% 2% 2% 2% 1% 1% 1%

N 2,460 2,457 2,463 1,127 1,124 1,127 1,333 1,333 1,336
F4 The extent to which participation in

CPC+ improved the quality of care that
the practice provides to its patients

A lot 45% 54% 55% 42% 51% 53% 48% 57% 58%
Somewhat 48% 41% 42% 48% 42% 43% 48% 40% 40%
Not very much 6% 4% 3% 8% 6% 3% 4% 2% 2%
Not at all 1% <1% <1% 1% <1% 1% 1% 1% <1%
N 2,463 2,457 2,462 1,126 1,127 1,127 1,337 1,330 1,335
Staff involvement in implementing CPC+
F1a Medical director or clinician lead at the
practice site
Very involved 63% 64% 62% 57% 59% 58% 68% 68% 65%
Somewhat involved 29% 29% 31% 33% 33% 34% 26% 27% 29%
Not very involved 6% 4% 5% 7% 5% 5% 4% 3% 5%
Not at all involved 2% 3% 2% 3% 3% 3% 2% 2% 1%
N 2,447 2,436 2,449 1,117 1,115 1,119 1,330 1,321 1,330
F1b Physicians
Very involved 42% 44% 46% 38% 44% 46% 45% 45% 47%
Somewhat involved 48% 48% 44% 50% 48% 44% 46% 49% 43%
Not very involved 9% 6% 9% 10% 7% 9% 7% 6% 8%
Not at all involved 1% 1% 2% 2% 2% 2% 1% 1% 1%
N 2,456 2,447 2,447 1,125 1,122 1,120 1,331 1,325 1,327
F1c Nurse practitioners (NPs), clinical nurse

specialists (CNSs), or physician
assistants (PAs)

Very involved 25% 26% 30% 19% 22% 25% 30% 30% 35%
Somewhat involved 33% 36% 32% 35% 35% 31% 31% 37% 32%
Not very involved 8% 6% 8% 9% 6% 9% 7% 6% 7%
Not at all involved 2% 1% 1% 2% 2% 2% 2% 1% 1%
No NPs/PAs/CNSs 33% 30% 29% 36% 35% 34% 30% 26% 25%
N 2,459 2,462 2,462 1,124 1,127 1,127 1,335 1,335 1,335
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Table 3.B.7a (continued)

Combined tracks Track 1 overall Track 2 overall
PY 3 PY 3 PY 3
Question® (2019) (2019) (2019)
F1d Clinical support staff
Very involved 48% 54% 56% 42% 50% 53% 54% 57% 58%
Somewhat involved 46% 40% 36% 51% 44% 37% 41% 37% 36%
Not very involved 5% 6% 7% 6% 5% 8% 4% 6% 5%
Not at all involved 1% 1% 1% 1% 1% 2% 1% <1% 1%
N 2,464 2,454 2,460 1,128 1,122 1,125 1,336 1,332 1,335
F1e Clerical support staff
Very involved 37% 37% 39% 32% 35% 33% 42% 39% 43%
Somewhat involved 47% 47% 42% 52% 48% 43% 42% 46% 42%
Not very involved 13% 15% 15% 14% 15% 20% 13% 14% 1%
Not at all involved 3% 2% 4% 3% 2% 4% 3% 1% 4%
N 2,460 2,456 2,458 1,126 1,124 1,123 1,334 1,332 1,335
F2 System-level leadership (e.g., chief
executive officer or chief medical
officer)
Very involved 52% 48% 50% 42% 40% 40% 60% 55% 58%
Somewhat involved 21% 25% 22% 24% 28% 24% 18% 23% 20%
Not very involved 7% 6% 8% 9% 9% 1% 5% 4% 5%
Not at all involved 2% 1% 2% 4% 1% 3% 1% 1% 2%
Practice site is independent and not 18% 20% 18% 22% 23% 21% 16% 17% 15%
part of a system
N 2,463 2,449 2,465 1,125 1,120 1,127 1,338 1,329 1,338
Extent to which CPC+ requirements are burdensome
F5a Meeting care delivery requirements
Not at all burdensome 4% 6% 8% 4% 5% 6% 5% 7% 9%
Not very burdensome 28% 29% 31% 31% 28% 28% 25% 30% 33%
Somewhat burdensome 50% 51% 48% 46% 53% 53% 52% 49% 44%
Very burdensome 17% 13% 12% 18% 13% 12% 16% 13% 11%
Don’t know 1% 1% 1% 2% 1% 1% 1% 1% 2%
N 2,464 2,463 2,462 1,125 1,125 1,125 1,339 1,338 1,337
F5b Completing care delivery reporting
requirements
Not at all burdensome 4% 4% 5% 2% 3% 5% 5% 5% 5%
Not very burdensome 20% 27% 27% 20% 26% 25% 20% 27% 28%
Somewhat burdensome 49% 49% 46% 50% 49% 47% 48% 50% 44%
Very burdensome 26% 18% 21% 27% 21% 21% 25% 16% 20%
Don’t know 2% 2% 2% 2% 1% 1% 2% 2% 3%
N 2,465 2,465 2,461 1,126 1,125 1,126 1,339 1,340 1,335
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Table 3.B.7a (continued)

Combined tracks Track 1 overall Track 2 overall
PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)
F5¢c Completing financial reporting
requirements

Not at all burdensome 2% 2% 3% 1% 2% 2% 2% 2% 4%

Not very burdensome 13% 16% 17% 13% 16% 15% 12% 15% 18%

Somewhat burdensome 27% 33% 36% 25% 35% 39% 29% 32% 34%

Very burdensome 48% 41% 37% 48% 38% 37% 47% 44% 37%

Don’t know 11% 8% 7% 13% 9% 6% 9% 7% 7%

N 2,461 2,464 2,460 1,123 1,125 1,126 1,338 1,339 1,334
F5d Meeting health IT requirements

Not at all burdensome 7% 12% 16% 7% 12% 15% 7% 13% 17%

Not very burdensome 30% 35% 34% 32% 36% 32% 28% 35% 36%

Somewhat burdensome 33% 34% 34% 31% 34% 40% 34% 34% 29%

Very burdensome 20% 12% 10% 19% 10% 9% 21% 13% 1%

Don’t know 10% 7% 5% 11% 8% 4% 9% 6% 7%

N 2,462 2,463 2,463 1,125 1,124 1,126 1,337 1,339 1,337

CPC+ and coronavirus pandemic

F7 Practice was better positioned to meet
patients’ care needs during the
coronavirus pandemic because of
practice’s participation in CPC+

Strongly agree n.a. n.a. 14% n.a. n.a. 7% n.a. n.a. 20%
Agree n.a. n.a. 29% n.a. n.a. 29% n.a. n.a. 29%
Neither agree nor disagree n.a. n.a. 46% n.a. n.a. 50% n.a. n.a. 43%
Disagree n.a. n.a. 7% n.a. n.a. 9% n.a. n.a. 5%
Strongly disagree n.a. n.a. 4% n.a. n.a. 4% n.a. n.a. 3%
N n.a. n.a. 2,464 n.a. n.a. 1,127 n.a. n.a. 1,337

Sustainability of CPC+

Among practices still participating in CPC+, how much of the practice’s current process the practice is likely to maintain after CPC+ ends...

F8a ...Risk stratify patients

Most or all of the process n.a. n.a. 66% n.a. n.a. 61% n.a. n.a. 69%
A lot of the process n.a. n.a. 17% n.a. n.a. 18% n.a. n.a. 16%
Some of the process n.a. n.a. 13% n.a. n.a. 15% n.a. n.a. 10%
None of the process n.a. n.a. 2% n.a. n.a. 3% n.a. n.a. 1%
Not currently doing this process at all n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. <1%
Don’t know n.a. n.a. 3% n.a. n.a. 3% n.a. n.a. 2%
N n.a. n.a. 2,428 n.a. n.a. 1,101 n.a. n.a. 1,327
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Table 3.B.7a (continued)

Combined tracks Track 1 overall Track 2 overall

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019)

F8b ...Provide short-term (“episodic”) care
management for patients who had a
recent hospital admission or ED visit

Most or all of the process n.a. n.a. 2% n.a. n.a. 70% n.a. n.a. 73%
A lot of the process n.a. n.a. 20% n.a. n.a. 22% n.a. n.a. 19%
Some of the process n.a. n.a. 6% n.a. n.a. 7% n.a. n.a. 5%
None of the process n.a. n.a. <1% n.a. n.a. 0% n.a. n.a. <1%
Not currently doing this process at all n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. <1%
Don’t know n.a. n.a. 2% n.a. n.a. 1% n.a. n.a. 3%
N n.a. n.a. 2,430 n.a. n.a. 1,102 n.a. n.a. 1,328
F8c ...Work with a care manager to provide

proactive, long-term, relationship-based
(“longitudinal”) care management

Most or all of the process n.a. n.a. 65% n.a. n.a. 65% n.a. n.a. 65%
A lot of the process n.a. n.a. 20% n.a. n.a. 19% n.a. n.a. 20%
Some of the process n.a. n.a. 11% n.a. n.a. 13% n.a. n.a. 10%
None of the process n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 1%
Not currently doing this process at all n.a. n.a. <1% n.a. n.a. 1% n.a. n.a. <1%
Don’t know n.a. n.a. 3% n.a. n.a. 2% n.a. n.a. 4%
N n.a. n.a. 2,443 n.a. n.a. 1,113 n.a. n.a. 1,330
F8d ...Use care plans for high-risk patients

that reflect patient preferences, goals,

and wishes
Most or all of the process n.a. n.a. 57% n.a. n.a. 52% n.a. n.a. 62%
A lot of the process n.a. n.a. 21% n.a. n.a. 23% n.a. n.a. 19%
Some of the process n.a. n.a. 17% n.a. n.a. 20% n.a. n.a. 15%
None of the process n.a. n.a. 2% n.a. n.a. 3% n.a. n.a. 2%
Not currently doing this process at all n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. <1%
Don’t know n.a. n.a. 2% n.a. n.a. 1% n.a. n.a. 2%
N n.a. n.a. 2,447 n.a. n.a. 1,113 n.a. n.a. 1,334

F8e ...Provide on-site behavioral health care

that is integrated into primary care

services
Most or all of the process n.a. n.a. 48% n.a. n.a. 39% n.a. n.a. 55%
A lot of the process n.a. n.a. 15% n.a. n.a. 18% n.a. n.a. 12%
Some of the process n.a. n.a. 17% n.a. n.a. 19% n.a. n.a. 16%
None of the process n.a. n.a. 3% n.a. n.a. 5% n.a. n.a. 2%
Not currently doing this process at all n.a. n.a. 9% n.a. n.a. 12% n.a. n.a. 6%
Don’t know n.a. n.a. 8% n.a. n.a. 8% n.a. n.a. 8%
N n.a. n.a. 2,445 n.a. n.a. 1,112 n.a. n.a. 1,333
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Table 3.B.7a (continued)

Combined tracks Track 1 overall Track 2 overall

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019)

F8f ...Assess patients’ health-related social
service needs and refer them to
community resources

Most or all of the process n.a. n.a. 58% n.a. n.a. 51% n.a. n.a. 64%
A lot of the process n.a. n.a. 22% n.a. n.a. 24% n.a. n.a. 20%
Some of the process n.a. n.a. 16% n.a. n.a. 19% n.a. n.a. 13%
None of the process n.a. n.a. 1% n.a. n.a. 2% n.a. n.a. 1%
Not currently doing this process at all n.a. n.a. 1% n.a. n.a. 2% n.a. n.a. <1%
Don’t know n.a. n.a. 2% n.a. n.a. 2% n.a. n.a. 2%
N n.a. n.a. 2,441 n.a. n.a. 1,110 n.a. n.a. 1,331
F8g ...Coordinate care with specialists
Most or all of the process n.a. n.a. 69% n.a. n.a. 65% n.a. n.a. 73%
A lot of the process n.a. n.a. 21% n.a. n.a. 23% n.a. n.a. 18%
Some of the process n.a. n.a. 9% n.a. n.a. 1% n.a. n.a. 6%
None of the process n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. <1%
Not currently doing this process at all n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. 0%
Don’t know n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 2%
N n.a. n.a. 2,444 n.a. n.a. 1,113 n.a. n.a. 1,331
F8h ...Use formal written agreements with

specialists to set expectations about
roles and information sharing

Most or all of the process n.a. n.a. 36% n.a. n.a. 31% n.a. n.a. 39%
A lot of the process n.a. n.a. 20% n.a. n.a. 20% n.a. n.a. 20%
Some of the process n.a. n.a. 24% n.a. n.a. 29% n.a. n.a. 20%
None of the process n.a. n.a. 9% n.a. n.a. 10% n.a. n.a. 9%
Not currently doing this process at all n.a. n.a. 4% n.a. n.a. 5% n.a. n.a. 3%
Don’t know n.a. n.a. 7% n.a. n.a. 5% n.a. n.a. 8%
N n.a. n.a. 2,443 n.a. n.a. 1,110 n.a. n.a. 1,333
F8i ..Ensure a range of options for how

and when patients can access primary
care from practice (for example, phone
visits or extended office hours)

Most or all of the process n.a. n.a. 74% n.a. n.a. 72% n.a. n.a. 76%
A lot of the process n.a. n.a. 18% n.a. n.a. 20% n.a. n.a. 16%
Some of the process n.a. n.a. 7% n.a. n.a. 6% n.a. n.a. 7%
None of the process n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. <1%
Not currently doing this process at all n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. <1%
Don’t know n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. 1%
N n.a. n.a. 2,443 n.a. n.a. 1,112 n.a. n.a. 1,331
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Table 3.B.7a (continued)

Combined tracks Track 1 overall Track 2 overall
PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)
F8j ...Track and use quality measures and
other data to guide practice
improvements
Most or all of the process n.a. n.a. 74% n.a. n.a. 71% n.a. n.a. 7%
A lot of the process n.a. n.a. 17% n.a. n.a. 20% n.a. n.a. 16%
Some of the process n.a. n.a. 7% n.a. n.a. 7% n.a. n.a. 6%
None of the process n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. <1%
Not currently doing this process at all n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. <1%
Don’t know n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 1%
N n.a. n.a. 2,442 n.a. n.a. 1,111 n.a. n.a. 1,331
F8k ..Use Patient and Family Advisory

Councils (PFACs) to better understand
what matters most to patients and to
guide improvements at practice

Most or all of the process n.a. n.a. 30% n.a. n.a. 29% n.a. n.a. 30%
A lot of the process n.a. n.a. 24% n.a. n.a. 21% n.a. n.a. 26%
Some of the process n.a. n.a. 28% n.a. n.a. 30% n.a. n.a. 26%
None of the process n.a. n.a. 11% n.a. n.a. 13% n.a. n.a. 10%
Not currently doing this process at all n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 1%
Don’t know n.a. n.a. 6% n.a. n.a. 7% n.a. n.a. 6%
N n.a. n.a. 2,444 n.a. n.a. 1,113 n.a. n.a. 1,331

Source:  CPC+ Practice Survey administered to the 2017 Starter CPC+ practices June through September 2018 (PY 2), July through November 2019 (PY 3), and September
through December 2020 (PY 4). There are differences between the surveys by PY that could change how practices respond to questions; these differences are indicated
with footnotes.

Notes: The data presented in this table represent responses from the practices that began CPC+ in 2017 (2017 Starters) and had completed all four waves of surveys, regardless
of whether they were still participating in CPC+ at the time of their response.

@ Survey questions in this table were not asked in the PY 1 survey. The question numbering is based on the PY 4 survey.

n.a. = not applicable because the survey question was not asked in that wave or to the specified group of practices, or there were no eligible practices to receive the question; PY =
Program Year
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Table 3.B.7b. CPC+ practices’ experience with CPC+, overall by track and SSP status (2017 Starters)

Track 1 — SSP Track 1 — Not SSP Track 2 — SSP Track 2 — Not SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)

Overall perception of CPC+

F3 Given practice’s overall
experience in CPC+,
likelihood practice would
participate in CPC+ if
practice could do it all over

again
Very likely 66% 62% 63% 59% 58% 55% 69% 80% 75% 68% 67% 1%
Somewhat likely 26% 32% 30% 31% 32% 37% 28% 15% 24% 26% 27% 22%
Not very likely 6% 4% 5% 7% 7% 5% 2% 4% 1% 5% 5% 5%
Not at all likely 2% 1% 2% 3% 3% 2% 1% 1% 0% 2% 2% 2%
N 592 593 593 535 531 534 615 616 616 718 717 720
F4 The extent to which

participation in CPC+
improved the quality of care
that the practice provides to

its patients
Alot 46% 55% 57% 38% 47% 48% 48% 60% 58% 47% 54% 57%
Somewhat 47% 38% 39% 49% 46% 49% 48% 39% 40% 48% 41% 39%
Not very much 5% 6% 3% 12% 6% 3% 3% 1% 1% 5% 3% 3%
Not at all 1% <1% 1% 1% <1% 1% <1% 0% 0% 1% 1% <1%

N 592 594 593 534 533 534 614 612 615 723 718 720
Staff involvement in implementing CPC+

Fla Medical director or clinician
lead at the practice site
Very involved 55% 56% 55% 59% 62% 62% 67% 66% 63% 68% 71% 68%
Somewhat involved 35% 34% 36% 31% 31% 31% 28% 31% 34% 25% 23% 24%
Not very involved 8% 5% 5% 7% 6% 6% 3% 2% 3% 5% 4% 6%
Not at all involved 2% 5% 4% 3% 2% 1% 1% 1% <1% 2% 2% 2%
N 587 590 592 530 525 527 612 611 614 718 710 716
F1b Physicians
Very involved 35% 42% 45% 42% 45% 46% 36% 34% 39% 53% 55% 54%
Somewhat involved 53% 49% 43% 46% 46% 45% 57% 61% 50% 37% 38% 37%
Not very involved 11% 6% 10% 10% 8% 8% 6% 4% 11% 8% 7% 7%
Not at all involved 1% 2% 2% 2% 1% 2% 1% 1% <1% 1% <1% 2%
N 590 593 588 535 529 532 611 615 609 720 710 718
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Table 3.B.7b (continued)

Track 1 — SSP Track 1 — Not SSP Track 2 — SSP Track 2 — Not SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)

F1c Nurse practitioners (NPs),
clinical nurse specialists
(CNSs), or physician
assistants (PAs)

Very involved 16% 19% 24% 23% 26% 27% 23% 20% 28% 36% 38% 40%
Somewhat involved 34% 38% 28% 35% 32% 33% 33% 46% 35% 29% 29% 30%
Not very involved 8% 5% 9% 9% 7% 8% 8% 5% 9% 6% 7% 6%
Not at all involved 2% 2% 2% 2% 2% 1% 1% 1% <1% 3% 1% 2%
No NPs/PAs/CNSs 40% 37% 37% 31% 32% 31% 34% 27% 27% 27% 25% 22%
N 592 594 592 532 533 535 613 615 613 722 720 722
F1d Clinical support staff
Very involved 39% 47% 55% 44% 54% 52% 49% 52% 55% 58% 61% 61%
Somewhat involved 53% 47% 35% 49% 40% 38% 47% 40% 38% 37% 35% 34%
Not very involved 7% 5% 8% 5% 6% 9% 4% 9% 7% 4% 3% 4%
Not at all involved <1% 2% 3% 1% 1% 1% 1% <1% 0% 2% <1% 1%
N 593 593 592 535 529 533 614 615 614 722 717 721
F1e Clerical support staff
Very involved 30% 31% 33% 33% 39% 33% 43% 35% 44% 41% 42% 42%
Somewhat involved 51% 52% 42% 52% 43% 44% 41% 47% 39% 43% 46% 44%
Not very involved 15% 14% 19% 13% 17% 21% 12% 18% 11% 13% 11% 11%
Not at all involved 3% 3% 5% 2% 2% 2% 3% 1% 5% 3% 1% 3%
N 592 594 591 534 530 532 613 616 614 721 716 721
F2 System-level leadership

(e.g., chief executive officer
or chief medical officer)

Very involved 46% 39% 40% 37% 40% 41% 71% 62% 70% 52% 49% 47%
Somewhat involved 22% 32% 29% 25% 23% 19% 14% 23% 16% 22% 23% 23%
Not very involved 10% 11% 11% 7% 7% 10% 5% 4% 3% 5% 5% 7%
Not at all involved 4% <1% 3% 5% 1% 3% 1% <1% 1% 1% 2% 2%
Practice site is 17% 18% 16% 27% 28% 27% 10% 11% 10% 20% 22% 20%
independent and not part
of a system
N 593 592 593 532 528 534 614 610 616 724 719 722
F5a Meeting care delivery

requirements
Not at all burdensome 4% 5% 6% 3% 6% 6% 5% 7% 10% 5% 6% 9%
Not very burdensome 31% 24% 24% 31% 31% 32% 24% 29% 37% 27% 31% 31%
Somewhat burdensome 45% 60% 57% 47% 45% 50% 49% 48% 35% 56% 51% 52%
Very burdensome 18% 10% 13% 17% 16% 11% 21% 15% 17% 11% 11% 6%
Don’t know 2% 1% 1% 1% 2% 1% 1% 1% 1% 2% 1% 2%
N 592 592 591 533 533 534 616 614 616 723 724 721
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Table 3.B.7b (continued)

Track 1 - SSP Track 1 — Not SSP Track 2 - SSP Track 2 — Not SSP
PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question?® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)
F5b Completing care delivery
reporting requirements
Not at all burdensome 2% 3% 4% 2% 4% 6% 5% 6% 4% 5% 4% 6%
Not very burdensome 20% 28% 23% 19% 23% 28% 22% 26% 26% 19% 28% 29%
Somewhat burdensome 48% 46% 47% 52% 52% 47% 43% 48% 44% 53% 52% 45%
Very burdensome 28% 22% 26% 26% 19% 16% 28% 18% 25% 22% 14% 16%
Don’t know 2% 1% <1% 1% 2% 2% 2% 1% 1% 2% 2% 4%
N 592 593 592 534 532 534 616 616 614 723 724 721
F5¢c Completing financial
reporting requirements
Not at all burdensome 2% 2% 2% 1% 3% 3% 2% 2% 4% 2% 3% 3%
Not very burdensome 14% 13% 13% 12% 20% 17% 14% 12% 16% 12% 18% 19%
Somewhat burdensome 20% 36% 32% 30% 34% 47% 25% 30% 31% 32% 34% 36%
Very burdensome 48% 41% 47% 48% 35% 26% 53% 53% 45% 43% 36% 31%
Don’t know 16% 8% 6% 9% 9% 7% 7% 4% 4% 1% 9% 10%
N 591 593 592 532 532 534 615 616 613 723 723 721
F5d Meeting health IT
requirements
Not at all burdensome 7% 11% 12% 8% 13% 18% 7% 11% 19% 8% 14% 16%
Not very burdensome 29% 36% 28% 35% 36% 37% 25% 35% 38% 30% 34% 34%
Somewhat burdensome 34% 38% 49% 28% 30% 29% 38% 37% 32% 32% 31% 27%
Very burdensome 18% 9% 8% 21% 12% 10% 24% 13% 9% 20% 12% 13%
Don’t know 13% 7% 3% 9% 9% 5% 7% 3% 3% 11% 9% 10%

N 592 593 592 533 531 534 616 616 616 721 723 721

CPC+ and coronavirus pandemic

F7 Practice was better
positioned to meet patients’
care needs during the
coronavirus pandemic
because of practice’s
participation in CPC+

Strongly agree n.a. n.a. 8% n.a. n.a. 6% n.a. n.a. 17% n.a. n.a. 23%
Agree n.a. n.a. 28% n.a. n.a. 31% n.a. n.a. 28% n.a. n.a. 29%
Neither agree nor n.a. n.a. 53% n.a. n.a. 48% n.a. n.a. 50% n.a. n.a. 38%
disagree

Disagree n.a. n.a. 7% n.a. n.a. 11% n.a. n.a. 3% n.a. n.a. 7%
Strongly disagree n.a. n.a. 4% n.a. n.a. 5% n.a. n.a. 3% n.a. n.a. 3%
N n.a. n.a. 593 n.a. n.a. 534 n.a. n.a. 616 n.a. n.a. 721
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Table 3.B.7b (continued)

Track 1 — SSP Track 1 — Not SSP Track 2 — SSP Track 2 — Not SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)

Sustainability of CPC+

Among practices still participating in CPC+, how much of the practice’s current process the practice is likely to maintain after CPC+ ends...

F8a ...Risk stratify patients
Most or all of the process n.a. n.a. 63% n.a. n.a. 59% n.a. n.a. 71% n.a. n.a. 68%
A lot of the process n.a. n.a. 17% n.a. n.a. 19% n.a. n.a. 18% n.a. n.a. 15%
Some of the process n.a. n.a. 15% n.a. n.a. 15% n.a. n.a. 10% n.a. n.a. 11%
None of the process n.a. n.a. 2% n.a. n.a. 3% n.a. n.a. <1% n.a. n.a. 2%
Not currently doing this n.a. n.a. 0% n.a. n.a. <1% n.a. n.a. 0% n.a. n.a. <1%
process at all
Don’t know n.a. n.a. 2% n.a. n.a. 3% n.a. n.a. 1% n.a. n.a. 3%
N n.a. n.a. 579 n.a. n.a. 522 n.a. n.a. 614 n.a. n.a. 713
F8b ..Provide short-term

(“episodic”) care
management for patients
who had a recent hospital
admission or ED visit

Most or all of the process n.a. n.a. 70% n.a. n.a. 69% n.a. n.a. 74% n.a. n.a. 73%
A lot of the process n.a. n.a. 22% n.a. n.a. 23% n.a. n.a. 20% n.a. n.a. 17%
Some of the process n.a. n.a. 6% n.a. n.a. 7% n.a. n.a. 4% n.a. n.a. 5%
None of the process n.a. n.a. 0% n.a. n.a. 0% n.a. n.a. 0% n.a. n.a. 1%
Not currently doing this n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. <1%
process at all

Don’t know n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 2% n.a. n.a. 4%
N n.a. n.a. 579 n.a. n.a. 523 n.a. n.a. 615 n.a. n.a. 713

F8c ..Work with a care manager

to provide proactive, long-
term, relationship-based
(“longitudinal”) care

management

Most or all of the process n.a. n.a. 67% n.a. n.a. 63% n.a. n.a. 68% n.a. n.a. 63%
A lot of the process n.a. n.a. 15% n.a. n.a. 24% n.a. n.a. 17% n.a. n.a. 23%
Some of the process n.a. n.a. 15% n.a. n.a. 9% n.a. n.a. 10% n.a. n.a. 9%
None of the process n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. <1%
Not currently doing this n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. 1%
process at all

Don’t know n.a. n.a. 2% n.a. n.a. 2% n.a. n.a. 4% n.a. n.a. 4%
N n.a. n.a. 584 n.a. n.a. 529 n.a. n.a. 614 n.a. n.a. 716
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Table 3.B.7b (continued)

Track 1 — SSP Track 1 — Not SSP Track 2 — SSP Track 2 — Not SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)

F8d ...Use care plans for high-
risk patients that reflect
patient preferences, goals,

and wishes

Most or all of the process n.a. n.a. 54% n.a. n.a. 49% n.a. n.a. 72% n.a. n.a. 54%
A lot of the process n.a. n.a. 22% n.a. n.a. 24% n.a. n.a. 15% n.a. n.a. 22%
Some of the process n.a. n.a. 20% n.a. n.a. 20% n.a. n.a. 12% n.a. n.a. 18%
None of the process n.a. n.a. 2% n.a. n.a. 4% n.a. n.a. 1% n.a. n.a. 2%
Not currently doing this n.a. n.a. 1% n.a. n.a. 2% n.a. n.a. <1% n.a. n.a. <1%
process at all

Don’t know n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. 4%
N n.a. n.a. 584 n.a. n.a. 529 n.a. n.a. 616 n.a. n.a. 718

F8e ..Provide on-site behavioral

health care that is
integrated into primary care

services

Most or all of the process n.a. n.a. 43% n.a. n.a. 34% n.a. n.a. 63% n.a. n.a. 48%
A lot of the process n.a. n.a. 19% n.a. n.a. 17% n.a. n.a. 12% n.a. n.a. 13%
Some of the process n.a. n.a. 17% n.a. n.a. 20% n.a. n.a. 11% n.a. n.a. 21%
None of the process n.a. n.a. 5% n.a. n.a. 5% n.a. n.a. 1% n.a. n.a. 3%
Not currently doing this n.a. n.a. 12% n.a. n.a. 13% n.a. n.a. 4% n.a. n.a. 9%
process at all

Don’t know n.a. n.a. 5% n.a. n.a. 11% n.a. n.a. 9% n.a. n.a. 7%
N n.a. n.a. 584 n.a. n.a. 528 n.a. n.a. 616 n.a. n.a. 717

F8f ..Assess patients’ health-

related social service needs
and refer them to
community resources

Most or all of the process n.a. n.a. 49% n.a. n.a. 52% n.a. n.a. 66% n.a. n.a. 63%
A lot of the process n.a. n.a. 24% n.a. n.a. 25% n.a. n.a. 18% n.a. n.a. 22%
Some of the process n.a. n.a. 20% n.a. n.a. 19% n.a. n.a. 15% n.a. n.a. 11%
None of the process n.a. n.a. 2% n.a. n.a. 2% n.a. n.a. <1% n.a. n.a. 1%
Not currently doing this n.a. n.a. 3% n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. 1%
process at all

Don’t know n.a. n.a. 2% n.a. n.a. 2% n.a. n.a. 1% n.a. n.a. 3%
N n.a. n.a. 581 n.a. n.a. 529 n.a. n.a. 615 n.a. n.a. 716
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Table 3.B.7b (continued)

Track 1 - SSP Track 1 — Not SSP Track 2 - SSP Track 2 — Not SSP
PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question?® (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020) (2018) (2019) (2020)
F8g ...Coordinate care with
specialists

Most or all of the process n.a. n.a. 63% n.a. n.a. 66% n.a. n.a. 75% n.a. n.a. 71%

A lot of the process n.a. n.a. 22% n.a. n.a. 24% n.a. n.a. 18% n.a. n.a. 18%

Some of the process n.a. n.a. 13% n.a. n.a. 9% n.a. n.a. 6% n.a. n.a. 7%

None of the process n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. <1% n.a. n.a. <1%

Not currently doing this n.a. n.a. <1% n.a. n.a. 0% n.a. n.a. 0% n.a. n.a. 0%

process at all

Don’t know n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 0% n.a. n.a. 3%

N n.a. n.a. 584 n.a. n.a. 529 n.a. n.a. 615 n.a. n.a. 716
F8h ..Use formal written

agreements with specialists
to set expectations about
roles and information

sharing

Most or all of the process n.a. n.a. 35% n.a. n.a. 26% n.a. n.a. 42% n.a. n.a. 38%
A lot of the process n.a. n.a. 16% n.a. n.a. 23% n.a. n.a. 18% n.a. n.a. 23%
Some of the process n.a. n.a. 31% n.a. n.a. 28% n.a. n.a. 23% n.a. n.a. 17%
None of the process n.a. n.a. 8% n.a. n.a. 13% n.a. n.a. 6% n.a. n.a. 11%
Not currently doing this n.a. n.a. 5% n.a. n.a. 4% n.a. n.a. 3% n.a. n.a. 3%
process at all

Don’t know n.a. n.a. 4% n.a. n.a. 6% n.a. n.a. 8% n.a. n.a. 8%
N n.a. n.a. 582 n.a. n.a. 528 n.a. n.a. 616 n.a. n.a. 717

F8i ..Ensure a range of options

for how and when patients
can access primary care
from practice (for example,
phone visits or extended
office hours)

Most or all of the process n.a. n.a. 1% n.a. n.a. 73% n.a. n.a. 76% n.a. n.a. 76%
A lot of the process n.a. n.a. 20% n.a. n.a. 20% n.a. n.a. 13% n.a. n.a. 18%
Some of the process n.a. n.a. 7% n.a. n.a. 6% n.a. n.a. 10% n.a. n.a. 4%
None of the process n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. <1%
Not currently doing this n.a. n.a. <1% n.a. n.a. 0% n.a. n.a. <1% n.a. n.a. 0%
process at all

Don’t know n.a. n.a. <1% n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. 2%
N n.a. n.a. 584 n.a. n.a. 528 n.a. n.a. 615 n.a. n.a. 716
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Table 3.B.7b (continued)

Track 1 — SSP Track 1 — Not SSP Track 2 — SSP Track 2 — Not SSP

PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4 PY 2 PY 3 PY 4
Question® (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)  (2018)  (2019)  (2020)

F8j ...Track and use quality
measures and other data to
guide practice

improvements

Most or all of the process n.a. n.a. 72% n.a. n.a. 70% n.a. n.a. 82% n.a. n.a. 73%
A lot of the process n.a. n.a. 20% n.a. n.a. 20% n.a. n.a. 12% n.a. n.a. 19%
Some of the process n.a. n.a. 7% n.a. n.a. 8% n.a. n.a. 5% n.a. n.a. 6%
None of the process n.a. n.a. 1% n.a. n.a. <1% n.a. n.a. 0% n.a. n.a. <1%
Not currently doing this n.a. n.a. <1% n.a. n.a. 0% n.a. n.a. 0% n.a. n.a. <1%
process at all

Don’t know n.a. n.a. 1% n.a. n.a. 2% n.a. n.a. 1% n.a. n.a. 2%
N n.a. n.a. 583 n.a. n.a. 528 n.a. n.a. 614 n.a. n.a. 717

F8k ..Use Patient and Family

Advisory Councils (PFACs)
to better understand what
matters most to patients
and to guide improvements

at practice

Most or all of the process n.a. n.a. 29% n.a. n.a. 28% n.a. n.a. 33% n.a. n.a. 28%
A lot of the process n.a. n.a. 21% n.a. n.a. 21% n.a. n.a. 26% n.a. n.a. 27%
Some of the process n.a. n.a. 33% n.a. n.a. 26% n.a. n.a. 24% n.a. n.a. 28%
None of the process n.a. n.a. 13% n.a. n.a. 14% n.a. n.a. 8% n.a. n.a. 11%
Not currently doing this n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 1% n.a. n.a. 1%
process at all

Don’t know n.a. n.a. 4% n.a. n.a. 9% n.a. n.a. 7% n.a. n.a. 5%
N n.a. n.a. 584 n.a. n.a. 529 n.a. n.a. 614 n.a. n.a. 717

Source:  CPC+ Practice Survey administered to the 2017 Starter CPC+ practices June through September 2018 (PY 2), July through November 2019 (PY 3), and September
through December 2020 (PY 4). There are differences between the surveys by PY that could change how practices respond to questions; these differences are indicated
with footnotes.

Notes: The data presented in this table represent responses from the practices that began CPC+ in 2017 (2017 Starters) and had completed all four waves of surveys, regardless
of whether they were still participating in CPC+ at the time of their response.

@ Survey questions in this table were not asked in the PY 1 survey. The question numbering is based on the PY 4 survey.

n.a. = not applicable because the survey question was not asked in that wave or to the specified group of practices, or there were no eligible practices to receive the question; PY =
Program Year; SSP = Medicare Shared Savings Program (reflects 2020 [PY 4] participation, or, for practices that withdrew from CPC+, their participation at the time of withdrawal).
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Table 3.B.8. Differences in the wording of questions and response categories between survey waves (differences in red text)

PY 4

question
number

PY 1 question stem and
response categories

This question is about all
practitioners at this practice
site, regardless of specialty.
How many total practitioners
work full-time (35 hours or
more per week) and part time
(fewer than 35 hours per
week) at this practice site?

Please include all
practitioners who work at this
practice site, regardless of
who employs them. Please
enter “0” if there are no such
practitioners at this practice
site.

Response categories:
Total Practitioners

a. Physician (MD or DO), not
including psychiatrist

b. Physician resident or
fellow (trainee)

c. Nurse practitioner (NP)

Physician assistant (PA)

e. Clinical Nurse Specialist
(CNS)

o

PY 2 question stem and response
categories, if changed

This question is about all practitioners at
this practice site, regardless of specialty
[CPC+ PRACTICES ONLY: or whether
they are involved in CPC+]. How many
total practitioners work full-time (35 hours
or more per week) and part time (fewer
than 35 hours per week) at this practice
site?

Please include all practitioners who work at
this practice site, regardless of who
employs them. Please enter “0” if there are
no such practitioners at this practice site.

Response categories:
Total Practitioners

a. Physician (MD or DO), not including
psychiatrist

Physician resident or fellow (trainee)
Nurse practitioner (NP)

Physician assistant (PA)

Clinical nurse specialist (CNS)

Poo o

PY 2 changes

Question stem and
response categories

PY 3 question stem and response categories, if
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Table 3.B.8 (continued)

PY 4

question PY 1 question stem and
number response categories

Not asked.

PY 2 question stem and response
categories, if changed

The Performance-Based Incentive
Payment (PBIP) is paid by CMS
prospectively at the beginning of each
program year. After each program year
ends, CMS retrospectively reconciles the
amount of PBIP that a practice earned
based on how well the practice performed
on patient experience of care measures,
clinical quality measures, and utilization
measures that drive total cost of care.

Thinking about this practice’s experience
with the PBIP payments from Medicare
FFS, please indicate how much you agree
or disagree with the following statements.

a. Our practice understands how
Medicare FFS calculates the proportion
of the Performance-Based Incentive
Payment (PBIP) my practice will retain
and the proportion CMS will recoup

b. Our practice feels that Medicare FFS’s
methodology is fair in how it determines
the proportion of the Performance-
Based Incentive Payment (PBIP) my
practice will retain and the proportion
CMS will recoup

PY 3 question stem and response categories, if
changed

The Performance-Based Incentive Payment (PBIP) is
paid by CMS prospectively at the beginning of each
program year. After each program year ends, CMS
retrospectively reconciles the amount of PBIP that a
practice earned based on how well the practice
performed on patient experience of care measures,
clinical quality measures, and utilization measures
that drive total cost of care.

Thinking about this practice’s experience with the
PBIP payments and recoupments from Medicare
FFS, please indicate how much you agree or disagree
with the following statements.

a. Our practice understands how Medicare FFS
calculates the proportion of the Performance-
Based Incentive Payment (PBIP) my practice
retains and the proportion CMS recoups

b. Our practice feels that Medicare FFS’s
methodology is fair in how it determines the
proportion of the Performance-Based Incentive
Payment (PBIP) my practice retains and the
proportion CMS recoups

PY 4 question stem and
response categories, if
PY 3 changes changed PY 4 changes

Question stem
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Table 3.B.8 (continued)

PY 4 PY 4 question stem and

question PY 1 question stem and PY 2 question stem and response PY 3 question stem and response categories, if response categories, if
number response categories categories, if changed PY 2 changes changed PY 3 changes changed PY 4 changes

Not asked. The Comprehensive Primary Care The Comprehensive Primary [ Question stem

Payment (CPCP) is a lump sum quarterly
payment paid to Track 2 practices based
on their historical FFS payment amounts
for evaluation and management (E&M)
services. Track 2 practices’ FFS payments
for these services are reduced to account
for the CPCP.

Thinking about this practice’s experience
with the 2017 CPCP payments from
Medicare FFS for CPC+, please indicate
how much you agree or disagree with the
following statements.

a. Our practice understands how
Medicare FFS calculated its
Comprehensive Primary Care
Payments (CPCPs)

b. Our practice feels that Medicare FFS’
methodology is fair in how it calculates
Comprehensive Primary Care
Payments (CPCPs)

Care Payment (CPCP) is a
lump sum quarterly payment
paid to Track 2 practices
based on their historical FFS
payment amounts for
evaluation and management
(E&M) services. Track 2
practices’ FFS payments for
these services are reduced to
account for the CPCP.

Thinking about this practice’s
experience with the 2017
CPCP payments from
Medicare FFS for CPC+,
please indicate how much you
agree or disagree with the
following statements.

a. Our practice understands
how Medicare FFS
calculates its
Comprehensive Primary
Care Payments (CPCPs)

b. Our practice feels that
Medicare FFS’
methodology is fair in how
it calculates
Comprehensive Primary
Care Payments (CPCPs)
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Table 3.B.8 (continued)

PY 4

question PY 1 question stem and
number response categories

Not asked.

PY 2 question stem and response
categories, if changed

CPC+ payer partners are payers other than
Medicare FFS that participate in CPC+.
The next set of questions is about CPC+
payments from CPC+ payer partners.
These payers include private health
insurers, Medicare Advantage, Medicaid
FFS, and Medicaid Managed Care.

Does this practice contract with CPC+
payer partners for CPC+?

Yes
No

PY 2 changes

PY 3 question stem and response categories, if

PY 3 changes

PY 4 question stem and
response categories, if
changed

The next set of questions is
about CPC+ payments from
non-CMS payers. We define
these as CPC+ payers other
than CMS/Medicare FFS.
These payers may contract
in CPC+ for your
commercially insured,
Medicare Advantage,
Medicaid FFS, or Medicaid
Managed Care patients.

Below is a list of the non-
CMS CPC+ payers in your
region. Which of these does
your practice contract with,
even if you don’t receive a
separate CPC+ payment
from them?

[List of payers in practice
region.]

PY 4 changes

Question stem
and response
categories

D5 Not asked.

Overall, considering the amount of work
required by CPC+, how adequate or
inadequate are the CPC+ payments across
the CPC+ payer partners you work with on
CPC+?

CPC+ payments from these payers could
include care management fees; full or
partial capitated, global, or bundled
payments; or payments that reward cost or
quality performance.

New

None

[These payers/This payer]
may provide payments
unique to CPC+ or payments
made under their patient-
centered medical home
(PCMH) or value-based
programs for your CPC+
patients.

CPC+ payments from [these
payerslthis payer] can
include care management
fees; full or partial capitated,
global, or bundled
payments; or payments that
reward cost or quality
performance.

Overall, considering the
amount of work required by
CPC+, how adequate or
inadequate are the CPC+
payments [across these
payers, including the payers
that /from this payer, even if
they] do not provide a
separate CPC+ payment

Question stem
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Table 3.B.8 (continued)

PY 4 PY 4 question stem and

question PY 1 question stem and PY 2 question stem and response PY 3 question stem and response categories, if response categories, if
number response categories categories, if changed PY 2 changes changed PY 3 changes changed PY 4 changes

Not asked. Thinking across all of the CPC+ payer Thinking of these payers Question stem

partners you work with on CPC+, please that have provided your
indicate how much you agree or disagree practice with their CPC+
with the following statements about this performance payment
practice’s experience with CPC+ payments methodology, please indicate
from these CPC+ payer partners. how much you agree or

disagree with the following

a. Our practice understands which statements about this

payments we receive from CPC+ payer

practice’s experience with
partners for CPC+ CPC+ payments for

b. Our practice understands how CPC+ performance from these
payer partners calculated their CPC+ payers: [payers marked in
payments D10]

c. Our practice feels that the CPC+ payer a. Our practice has detailed
partners’ methodology to calculate information from these
CPC+ payments is fair payers on how they

calculate the CPC+
payments for
performance

b. Our practice understands
how these payers
calculate the CPC+
payments for
performance

c. Our practice feels that
these payers’
methodologies are fair in
how they determine
CPC+ payments for
performance
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Table 3.B.8 (continued)

PY 4
question
number

PY 1 question stem and
response categories

Not asked.

PY 2 question stem and response
categories, if changed

The CPC+ National Learning Community
and Regional Learning Network offer
assistance to practices in a variety of ways.
For each of the following types of
assistance that this practice site may have
received in the past six months, please
rate how useful this assistance has been to
this practice site in improving primary care.

a. Webinars (for example, Action Groups
or Practices in Action meetings)

b. Health IT Affinity Groups (groups

enabling CPC+ practices to network

with their health IT vendors or other

practices that use the same health IT)

In-person learning sessions

d. In-person coaching at this practice site
to improve practice processes and
workflows

e. One-on-one telephone/virtual coaching
with this practice site to improve
practice processes and workflows

f.  CPC+ Connect (the online information

resource and collaboration website for

CPC+)

CPC+ Implementation Guides

CPC+ Practice Spotlights (articles

highlighting the work of individual

CPC+ practices)

i. CPC+ Support (CPC+ help desk
managed by Telligen)

24

@

PY 2 changes

PY 3 question stem and response categories, if
changed

The CPC+ National Learning Community and
Regional Learning Network offer assistance to
practices in a variety of ways. For each of the
following types of assistance that this practice site
may have received in the past six months, please rate
how useful this assistance has been to this practice
site in improving primary care.

a. Webinars (for example, Action Groups, Practices
in Action meetings, or national webinars)

b. Health IT Affinity Groups (groups enabling CPC+
practices to network with their health IT vendors or
other practices that use the same health IT)

c. In-person learning sessions

In-person coaching at this practice site

e. One-on-one telephone/virtual coaching with this
practice site to improve practice processes and
workflows

f.  CPC+ Connect (the online information resource
and collaboration website for CPC+)

g. CPC+ Implementation Guides

h. CPC+ Practice Spotlights (articles highlighting the
work of individual CPC+ practices)

i. CPC+ Support (CPC+ help desk managed by
Telligen)

o

j- Regional Implementation Networking Groups

(also called RINGs; attended by care managers
and practice managers)

PY 3 changes

Question stem

PY 4 question stem and

response categories, if
changed

The CPC+ National
Learning Community and
Regional Learning Network
offer assistance to practices
in a variety of ways. For
each of the following types
of assistance that this
practice site may have
received in the past six
months, please rate how
useful this assistance has
been to this practice site in
improving primary care.

a. National webinars

b. One-on-one
telephonelvirtual
coaching with this
practice site to improve
practice processes and
workflows

c. CPC+ Connect (the
online information
resource and
collaboration website for
CPC+)

d. CPC+ Implementation
Guides

e. CPC+ Support (CPC+
help desk managed by
Telligen)

f. Group coaching
(coaching with a small
number of practices,
directed by a practice
facilitator)

PY 4 changes

Question stem

F1

Thinking of the different types
of staff at this practice site,
how involved is each staff
type in implementing CPC+?

a. Clinical leadership

b. Physicians

c. Clinical support staff

d. Administrative support
staff

Thinking of the different types of staff at Question stem
this practice site, how involved is each type

of staff in implementing CPC+?

a. Medical director or clinician lead at
this practice site

b. Physicians

c. Nurse practitioners (NPs), clinical
nurse specialists (CNSs), or
physician assistants (PAs)

d. Clinical support staff

e. Clerical support staff

None

None
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Table 3.B.8 (continued)

PY 4

question
number

PY 1 question stem and
response categories

During the 2016 calendar
year, did any portion of this
practice site’s revenue come
from the following sources?

a. Fee-for-service
payments (payments for
specific services billed
to insurers)

b. Care management fees
(per-patient per-month
payments to support care
management for patients)

c. Capitation (per-patient
per-month payment for
specific patients, intended
to cover costs of all
services provided
regardless of amount or
type). Do not include the
care management fees
described in b above

d. Episode-based payments
(a fixed payment for all
services needed for a
patient with a particular
condition, such as a hip
fracture)

(continued below)

PY 2 question stem and response
categories, if changed

During the 2017 calendar year, what
percentage of this practice site’s

revenue came from fee-for-service (FFS)

payments? Please include FFS
payments from all insurers.

Your best estimate is fine.
[Open percentage]
During the 2017 calendar year, did any

portion of this practice site’s revenue come

from the following sources?

a. Care management fees (prospective
payments to support care
management for patients, paid in
addition to usual payments for
services)

b. Capitation (per-patient per-month

payment for specific patients, intended

to cover costs of some or all services

provided, regardless of amount or type,
in lieu of fee-for-service payments).

Do not include the care management
fees described in item a. above. [T2
CPC+ PRACTICES ONLY: Please

include the CPC+ Comprehensive

Primary Care Payment (CPCP) here.]

c. Episode-based payments (a fixed
payment for all services needed for a

patient with a particular condition, such

as an upper respiratory infection or
urinary tract infection)

d. Shared savings, in which costs of

PY 2 changes

Question stem and
response categories

PY 3 question stem and response categories, if
changed

During the 2018 calendar year, what percentage of
this practice site’s revenue came from fee-for-service
(FFS) payments? Please include FFS payments from
allinsurers. Your best estimate is fine.

During the 2018 calendar year, did any portion of this
practice site’s revenue come from the following
sources?

a. Care management fees (prospective payments to
support care management for patients, paid in
addition to usual payments for services)

b. Capitation (per-patient per-month payment for
specific patients, intended to cover costs of some
or all services provided, regardless of amount or
type, in lieu of fee-for-service payments). Do not
include the care management fees described in
item a. above. [TRACK 2 CPC+ PRACTICES, OR
FORMERLY TRACK 2 TWD PRACTICES, THAT
JOINED CPC+ IN 2017 ONLY: Please include the
CPC+ Comprehensive Primary Care Payment
(CPCP) here.]

c. Episode-based payments (a fixed payment for all
services needed for a patient with a particular
condition, such as an upper respiratory infection or
urinary tract infection)

d. Shared savings, in which costs of care are
compared to an expenditure target or to costs for
another group of practices and a proportion of any
savings are shared with practices.

(continued below)

PY 3 changes

Question stem

PY 4 question stem and
response categories, if
changed

During the 2019 calendar
year, what percentage of
this practice site’s revenue
came from fee-for-service
(FFS) payments? Please
include FFS payments from
allinsurers. Your best
estimate is fine.

PY 4 changes

Question stem

care are compared to an expenditure
target or to costs for another group
of practices and a proportion of any

savings are shared with practices.
(continued below)
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Table 3.B.8 (continued)

PY 4 PY 4 question stem and

question
number

PY 1 question stem and
response categories

PY 2 question stem and response
categories, if changed

PY 3 question stem and response categories, if
changed

response categories, if

PY 2 changes PY 3 changes changed PY 4 changes

completing this survey?

1. Practice manager

2. Lead physician

3. Other physicians

4. Nurse practitioner (NP),
Clinical Nurse Specialist
(CNS), or physician assistant
(PA)

5. Care manager/coordinator
6. Staff from our larger health
care system or medical group
7. Quality improvement staff
8. Nursing staff

9. Medical assistant staff

10. Administrative support
staff (e.g., billing staff, front
desk staff)

11. Patients

99. Other (specify)

input to complete this survey?

1. Practice or office manager (e.g.,
Clinic manager, office coordinator,
office supervisor)

2. Lead physician

3. Other physicians

4. Nurse practitioner (NP), clinical nurse
specialist (CNS), or physician assistant
(PA)

5. Care manager/coordinator

6. Nursing staff, including nurse
manager or supervisor

7. Medical assistant staff

8. Quality improvement staff

9. Administrative support staff (e.g.,
billing or finance staff, front desk staff)
10. Nonphysician owner of practice

11. Leadership or staff from our larger
health care system or medical group
(e.g., CEO, CMO)

12. Data analytics staff (e.g., EMR
analyst, health IT team)

13. CPC+ lead

14, Patients

99. Other (specify)

response categories

G1 e. Financial rewards or . Financial rewards or bonuses from Question stemand  |e. Financial rewards or bonuses from insurers for Question stem (see above) Question stem
(continued) bonuses from insurers for insurers for improving quality of care, | response categories improving quality of care, patient experience,
improving quality of care, patient experience, and/or controlling and/or controlling costs, not including shared
patient experience, and/or costs, not including shared savings. [T savings. [NON-SSP (FOR 2018) CPC+
controlling costs NON-SSP CPC+ PRACTICES ONLY: PRACTICES THAT JOINED CPC+ IN 2017
Please include the CPC+ ONLY: Please include CMS’s CPC+
f doézgig;y ments (please Performance-Based Incentive Performance-Based Incentive Payment (PBIP)
Payment (PBIP) here.] here. / NON-SSP (FOR 2018) TWD PRACTICES
. THAT JOINED CPC+ IN 2017 ONLY: Please
Yes. No. Don't know f. Other payments (please describe) include CMS’s CPC+ Performance-Based
Y ; Incentive Payment (PBIP) unless your practice
Yes, No, Don'tknow stopped participating in CPC+ during the 2018
calendar year.]
G4 Who provided input in Who filled out this survey or provided |Question stem and None None

2 Red, bolded text indicates differences.
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[INSTRUCTIONS FOR TREATMENT PRACTICES]

The 2020 Comprehensive Primary Care Plus (CPC+) Practice Survey is a critical component of the
independent study sponsored by the Centers for Medicare & Medicaid Services (CMS), and its
completion is a condition of your participation in CPC+. This survey is being conducted by Mathematica,
an independent research company hired by CMS to conduct the study of CPC+.

The practice manager (or the person most knowledgeable about the practice) should complete the
survey. We strongly encourage you to get input from others in your practice; for example, you may
ask others to review answers to questions and discuss the survey at a practice meeting. The survey will
be most helpful to you—and most accurate—if it represents a consensus view of your practice site’s
clinical and support staff, arriving at the best answers after discussion.

Please complete all questions in the survey to the best of your knowledge and that of others in the
practice from whom you seek input.

e For practices that have more than one physical location/practice site that participates in CPC+,
we will contact each site to complete the survey.

¢ If this practice has multiple locations/practice sites, please respond only about the site identified
at the top of the screen and be as accurate as possible.

We encourage your candid responses and remind you that there is no “passing grade” for this
survey. This survey was developed to understand how practices provide patient care. While this survey
covers some of the general topics that you've reported on to CMS in the CPC+ Practice Portal, this
survey asks about more nuanced aspects of these topics.

Your responses to this survey will never be tied to your name or your practice in any report to
CMS, other payers, or the public. Your responses will only be reported to CMS in aggregate (with all
CPC+ practices combined). Your responses will not have any consequences for payment or for your
participation in CPC+. We are genuinely interested in your observations of how your practice operates
today.

For the purposes of providing learning support, both nationally and in your region, your practice’s name
and answers will be shared with the CPC+ learning team who will not share this information with
CMS or other payers. This information will also be shared with independent researchers to study the
effects of CPC+.

Questions? Contact Mathematica by email at CPCPlusPracticeSurvey@mathematica-mpr.com or by
telephone (toll-free) at 1-844-684-9433.
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[INSTRUCTIONS FOR TREATMENT WITHDRAWN PRACTICES]

The 2020 Comprehensive Primary Care Plus (CPC+) Practice Survey is an important part of the study of
the CPC+ initiative, sponsored by the Centers for Medicare & Medicaid Services (CMS), which seeks to
improve the quality of primary care (https://innovation.cms.gov/initiatives/comprehensive-primary-care-
plus). This survey is being conducted by Mathematica, an independent research company hired by CMS
to conduct the study of CPC+.

Even though your practice is no longer participating in CPC+, we must collect information from practices
that are participating in CPC+ and practices that are not to study the impact of how CPC+ is changing
how primary care practices deliver care. We are asking you to complete the survey to help us understand
how primary care practices deliver care. It is vital to the study that we understand the range of current
approaches to the delivery of primary care and organizational characteristics across primary care
practices.

You will receive $200 for completing this survey.

The practice manager (or the person most knowledgeable about the practice) should complete the
survey. We strongly encourage you to get input from others in your practice; for example, you may
ask others to review answers to questions and discuss the survey at a practice meeting. The survey will
be most accurate if it represents a consensus view of your practice site’s clinical and support staff,
arriving at the best answers after discussion.

Please complete all questions in the survey to the best of your knowledge and that of others in the
practice from whom you seek input. If this practice has multiple locations/practice sites, please respond
only about the site identified at the top of the screen and be as accurate as possible.

We encourage your candid responses and remind you that there is no “passing grade” for this
survey. This survey was developed to understand how practices provide patient care.

Your responses to this survey will never be tied to your name or your practice in any report to
CMS, other payers, or the public. Your responses will only be reported to CMS in aggregate (with all
practices combined). Your responses will not have any consequences for Medicare payments. We are
genuinely interested in your observations of how your practice operates today.

If you have difficulty or questions when completing this survey, please contact Mathematica by email at
CPCPlusPracticeSurvey@mathematica-mpr.com or by telephone (toll-free) at 1-844-684-9433.
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IMPORTANT

If this practice has multiple physical locations/practice sites, please respond only about the site
identified at the top of the screen, and be as accurate as possible.

The survey has been optimized to run on a desktop computer, and is best viewed in the latest
versions of Chrome, Safari, Firefox, or Internet Explorer (IE 11 or Edge).

INSTRUCTIONS TO COMPLETE THE SURVEY

To preview the survey: Click Here.

Answer all questions to the best of your ability.

If you answer “Other” for a question, please specify by typing what you mean in the “Specify” box.
Click on “Back” at the bottom of the screen to go back to a previous question.

Use the “Save and Next” button to proceed to the next question. Your answers are saved each time
you click the “Save and Next” button.

You do not have to complete the survey all at once. Be sure to click the “Save and Next” button to
save your answers before exiting the survey. You will resume at the next unanswered question
when you return to the survey.

After about 20 minutes of idle time, the survey may time out, but your answers will be saved. If that
happens, you will be redirected to the login page prior to resuming the survey where you left off.

If you have any questions while taking the survey, please click on “FAQ” at the bottom of the
screen at any time. If the FAQ document does not answer your question, you may email the CPC+
Practice Survey Help Desk by clicking on “Contact us” at the bottom of the screen.

Once you have completed the survey, you will have the opportunity to review and/or print your
answers before submitting the survey.

Instructions to submit the survey when you have finished answering all the questions and reviewing
your responses are listed after the survey review screen.
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A. INFORMATION ABOUT THIS PRACTICE SITE

These questions focus on background information about this practice site.
PRACTITIONERS AT THIS PRACTICE SITE

A1. This question is about all practitioners at this practice site, regardless of specialty [CPC+
PRACTICES ONLY: or whether they are involved in CPC+]. How many total practitioners work full-
time (35 hours or more per week) and part-time (fewer than 35 hours per week) at this practice site?

Please include all practitioners who work at this practice site, regardless of who employs them.
Please enter “0” if there are no such practitioners at this practice site.

NUMBER NUMBER
FULL-TIME AT PART-TIME AT
Total Practitioners PRACTICE SITE | PRACTICE SITE

a. Physician (MD or DO), not including psychiatrist

b. Physician resident or fellow (trainee)

c. Nurse practitioner (NP)

d. Physician assistant (PA)

e. Clinical nurse specialist (CNS)
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A2. This question focuses on the primary care practitioners at this practice site. A primary care
practitioner is defined as a physician (MD or DO), nurse practitioner (NP), physician assistant (PA), or
clinical nurse specialist (CNS) who has a primary specialty designation of family medicine, internal
medicine, or geriatric medicine, and who practices under their own National Provider ID (NPI).

How many primary care practitioners work full-time (35 hours or more per week) and part-time (fewer
than 35 hours per week) at this practice site?

Please include all primary care practitioners who work at this practice site, regardless of who
employs them. Please enter “0” if there are no such primary care practitioners at this practice site.

NUMBER PART-
NUMBER FULL-TIME TIME AT
Primary Care Practitioners with Own NPI AT PRACTICE SITE PRACTICE SITE

a. Physician (MD or DO)

b. Physician resident or fellow (trainee)

c. Nurse practitioner (NP)

d. Physician assistant (PA)

e. Clinical nurse specialist (CNS)
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PRACTICE STAFF

A3. Does this practice site have individuals working full-time or part-time in any of the following job
roles? Please include all staff who work at this practice site, regardless of who employs them.

MARK ONE RESPONSE PER ROW

YES NO
a. Clinical psychologist, psychiatrist, or clinical social worker (behavioral
health specialists) = ot
b. Quality improvement (Ql) specialist 10O od
c. Health educator, dietitian, or nutritionist 10 o O
d. Clinical pharmacist or doctor of pharmacy 10 o O
PRACTICE ORGANIZATION
A4. Is your practice part of a larger health care system that includes a hospital?
1 O Yes
o O No
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B. CARE MANAGEMENT

B1.

B1c.

This question is about care managers/care coordinators who work as part of a practice’s care team,
regardless of who employs them or where they are located.

A care manager/care coordinator works with high-risk patients between and during visits to provide
ongoing support and education on chronic care management, and coordinates care from other
providers. A care team consists of staff who regularly work together to provide patient care.

How many full-time and part-time care manager(s) and/or care coordinator(s) work as part of a care
team at this practice site to address the needs of its patients? Please include all staff who work at
this practice site, regardless of who employs them. Please enter “0” if no care managers or care
coordinators work as part of a care team at this practice site.

NUMBER OF STAFF

a. Full-time care managers and care coordinators [

b. Part-time care managers and care coordinators |||

[IF B1a+B1b = 0 OR M; no care managers work as part of a care team at this practice site, or
respondent left B1 blank]

What is the main reason your practice does not have a care manager or care coordinator working
as part of a care team at this practice site?

[ONLY DISPLAY OPTION 2 AND FILL IN OPTION 3 IF A4 = 1; practice is part of a larger health care
system]
MARK ONE ONLY

1O Amount of CPC+ care management fees is not enough to support hiring care
managers

[2 Our health care system does not provide us with care manager time]

Our practice [or health care system] does not think we need a care manager

Inadequate supply of qualified care managers available to hire

Insufficient space at our practice to accommodate a care manager

Other (Specify)

IS
O o o0oaood
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B2. [IF B1a>0 OR B1b>0; has care managers/care coordinators]

What is the clinical background of the care managers or care coordinators at this practice site?
MARK ALL THAT APPLY

1

2

O

o oo oo

Registered nurse (RN)

Licensed practical nurse (LPN) or licensed vocational nurse (LVN)
Medical assistant (MA)

Social worker

Other clinical background

No clinical background

B2a. [IF B1a>0 OR B1b>0; has care managers/care coordinators]

Do any care managers and/or care coordinators at this practice site have behavioral health training
(such as screening for and monitoring of mental health conditions, and providing education and
self-management support)?

1

0

O Yes
O No
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B3.

[if B1a>0; has at least one F/T care manager]

[Fill if B1a>1 (more than one F/T care manager)] This question is about one of the full-time care
managers/care coordinators for this practice site. In order to randomly select which care
manager/care coordinator to answer this question for, please select the one whose first name
comes first alphabetically.]

How many patients from this practice site are currently under longitudinal care management for
chronic conditions with [this/the] full-time care manager/care coordinator?

Do not include patients who are receiving only episodic care management (for example, follow-up
after hospital or ED visits).

Your best estimate is fine.

Number of patients currently under longitudinal care management with full-time care manager/care
coordinator: |__|__|__|

Comprehensive Primary Care Plus Practice Survey 168 Mathematica® Inc.




B4.

BS.

[If B1a=0 or blank AND B1b>0; has only P/T care managers]

[Fill if B1b>1 (more than one P/T care manager)] The next two questions are about one of the part-
time care managers/care coordinators for this practice site. In order to randomly select which care
manager/care coordinator to answer these questions for, please select the one whose first name
comes first alphabetically.

How many patients from this practice site are currently under longitudinal care management for
chronic conditions with [this/the] part-time care manager/care coordinator?

Do not include patients who are receiving only episodic care management (for example, follow-up
after hospital or ED visits).

Your best estimate is fine.

Number of patients currently under longitudinal care management with part-time care manager/care
coordinator: |__

[If B1a=0 or blank AND B1b>0; has only P/T care managers]

About how many hours does [this/the] part-time care manager/care coordinator work on
longitudinal care management for this practice in an average week?

Your best estimate is fine.

Number of hours part-time care manager/care coordinator works on longitudinal care managementin a
week: |__|__ ||
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B6.

[B6: only if (B1a+B1b > 0) OR if Number of care managers in W3 > 0 (i.e., practice reported in wave 3
or wave 4 survey that they had at least one care manager)]

Please indicate if any of the following are challenges that your practice faces in providing

longitudinal care management for chronic conditions.

Risk stratification methods used to identify patients for
longitudinal care management are sometimes inaccurate or do
not allow adjustment based on clinical judgment

Processes used to assign patients to a care manager are
inadequate

Insufficient care manager staff time to provide longitudinal care
management for chronic conditions

Insufficient community-based resources to meet patient needs

Care management staff lack sufficient skills

Logistical obstacles to reaching patients (such as incorrect
patient contact information, hard to reach)

Lack of patient interest in interacting with a care manager

Insufficient patient adherence to care manager’s
recommendations

Insufficient practitioner buy-in of benefit of longitudinal care
management services to patients

Insufficient organizational buy-in of benefit of longitudinal care
management services to patients

Lack of or ineffective health IT functionality (HIT) to support
longitudinal care management

Other (Specify)

IS THIS A CHALLENGE TO PROVIDING LONGITUDINAL
CARE MANAGEMENT?

NO, YES, YES,
NOT A MINOR MAJOR

CHALLENGE CHALLENGE CHALLENGE
o O 1 O 2 O
o O 1 O 2 O
o + O 2 O
o O 1 O 2 O
o + O 2 O
o 1 O 2O
o + O 2 O
o 1 O 2O
o O 1 O 2 O
o d + O 2 O
o + O 2 O
o O 1 O 2 O
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B7.

[ONLY IF (B1a+B1b > 0) AND IF B6¢c =1 OR 2 (INSUFFICIENT CARE MANAGER TIME TO PROVIDE
LONGITUDINAL CARE MANAGEMENT IS A MINOR OR MAJOR CHALLENGE)]

What is the main reason your practice does not have sufficient care manager staff time for
longitudinal care management?

MARK ONE ONLY

[ONLY DISPLAY OPTION 2 IF A4 = 1; practice is part of a larger health care system]

1O

[ O

Amount of CPC+ care management fees is not enough to support hiring more care
managers

Our health care system does not provide us with as much care manager time as our
patient population needs]

Care manager staff time is focused on episodic care management (for example, follow-
up after hospital or ED visits)

Inadequate supply of qualified care managers available to hire
Other (Specify)

Comprehensive Primary Care Plus Practice Survey 171 Mathematica® Inc.




C. PRACTICE SITE REVENUES

C1. During the 2019 calendar year, what percentage of this practice site’s revenue came from fee-for-
service (FFS) payments? Please include FFS payments from all insurers.

Your best estimate is fine.

Percentage of 2019 practice revenue from fee-for-service |__|_ |_ |%
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D. CPC+ PAYMENTS

The following sections are about your practice’s experience with CPC+. The questions in this
section are about this practice site’s CPC+ payments from CMS/Medicare FFS and non-CMS
payers. Please note that we will NOT share practice-identifiable responses to this section (or any

of your other responses to this survey) with CMS or non-CMS pavyers.

[CPC+ TWD PRACTICES THAT HAVE WITHDRAWN WITHIN ONE YEAR OR LESS: We are aware
that this practice site is no longer participating in CPC+. Please answer the questions in this

section to the best of your ability based on this practice site’s experience when it was
participating in CPC+.]

CMS/MEDICARE FFS — CPC+ PAYMENTS

D1. [IF TRACK 1 AND PARTICIPATED IN AN SSP IN 2018 AND 2019 AND 2020 (ALL THREE YEARS):
This question]/[ALL OTHERS: The first set of questions] is about CPC+ payments from Medicare
fee-for-service (FFS).

Overall, considering the amount of work required by CPC+, how adequate or inadequate are the
CPC+ payments from Medicare FFS?

1 O
2

O
3 O
O

More than adequate
Adequate
Less than adequate

Don’t know — not familiar with CPC+ payments from Medicare FFS or costs of doing
CPC+ work
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D2. [IF DID NOT PARTICIPATE IN AN SSP IN AT LEAST ONE OF THE YEARS BETWEEN 2018 - 2020]:
The Performance-Based Incentive Payment (PBIP) is paid by CMS prospectively at the beginning of
each program year. After each program year ends, CMS retrospectively reconciles the amount of
PBIP that a practice earned based on how well the practice performed on patient experience of care
measures, clinical quality measures, and utilization measures that drive total cost of care.

Thinking about this practice’s experience with the PBIP payments and recoupments from Medicare
FFS, please indicate how much you agree or disagree with the following statements.
MARK ONE RESPONSE PER ROW
STRONGLY STRONGLY DONT
DISAGREE DISAGREE AGREE AGREE KNOW
a. Our practice understands
how Medicare FFS
calculates the proportion of
the Performance-Based | 2 O 3 O 4 O
Incentive Payment (PBIP)
my practice retains and the
proportion CMS recoups
b. Our practice feels that
Medicare FFS’s
methodology is fair in how it
determines the proportion of
the Performance-Based 1o 2 [ s O + O ¢ O
Incentive Payment (PBIP)
my practice retains and the
proportion CMS recoups
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D3. [IF TRACK 2]: The Comprehensive Primary Care Payment (CPCP) is a lump sum quarterly payment
paid to Track 2 practices based on their historical FFS payment amounts for evaluation and
management (E&M) services. Track 2 practices’ FFS payments for these services are reduced to
account for the CPCP.

Thinking about this practice’s experience with the CPCP payments from Medicare FFS for CPC+,
please indicate how much you agree or disagree with the following statements.
MARK ONE RESPONSE PER ROW
STRONGLY STRONGLY DON'T
DISAGREE DISAGREE AGREE AGREE KNOW
a.  Our practice understands how Medicare
FFS calculates its Comprehensive Primary 1 O > O | 4 O
Care Payments (CPCPs)
b.  Our practice feels that Medicare FFS’
methodology is fair in how it calculates
Comprehensive Primary Care Payments = 20 sl 40 a
(CPCPs)
Comprehensive Primary Care Plus Practice Survey 175 Mathematica® Inc.




NON-CMS CPC+ PAYERS - CPC+ PAYMENTS

D4. The next set of questions is about CPC+ payments from non-CMS payers. We define these as CPC+
payers other than CMS/Medicare FFS. These payers may contract in CPC+ for your commercially
insured, Medicare Advantage, Medicaid FFS, or Medicaid Managed Care patients.

Below is a list of the non-CMS CPC+ payers in your region. Which of these does your practice
contract with, even if you don’t receive a separate CPC+ payment from them?

MARK ALL THAT APPLY

O [Payer1]

O Payer2]

O [Payer...]

O None of these — GO TO SECTION E
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DS5.

The next questions are about CPC+ payments from these payers you indicated your practice
contracts with: [bulleted list of payers marked in D4]

These payers may provide payments unique to CPC+ or payments made under their patient-
centered medical home (PCMH) or value-based programs for your CPC+ patients.

CPC+ payments from these payers can include care management fees; full or partial capitated,
global, or bundled payments; or payments that reward cost or quality performance.

Overall, considering the amount of work required by CPC+, how adequate or inadequate are the
CPC+ payments across these payers, including the payers that do not provide a separate CPC+
payment?

1O
2

O
3 O
O

More than adequate
Adequate
Less than adequate

Don’t know — not familiar with CPC+ payments from payers or costs of doing CPC+
work
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NON-CMS CPC+ PAYERS - CPC+ CAPITATED PAYMENTS

D6. [IF PRACTICE CONTRACTS WITH A PAYER THAT OFFERS CAPITATED PAYMENTS]

This is the payer from your region that provides capitated (per-member per-month (PMPM))
payments in lieu of some or all fee-for-service payments: [payer marked in D4 that offers capitated

payments].

During the 2019 calendar year, did your practice receive capitated payments from this payer for
your CPC+ patients?

Do not include care management fees or performance-based incentive payments (PBIPs) as these
are not replacements for fee-for-service payments.

1 O Yes
\f 2 O No —> GO TO QUESTION D8

D7. [IF D6 = 1; practice received capitated payments]

Please indicate how much you agree or disagree with the following statements about your
practice’s experience with capitated payments from [payer marked in D4 that offers capitated

payments].
MARK ONE RESPONSE PER ROW
STRONGLY STRONGLY
DISAGREE DISAGREE AGREE AGREE DON'T KNOW
a. Our practice has detailed
information from this payer on how
they calculate the capitated 1 O 20 st 4 U o
payments
b.  Our practice understands how this
payer calculates the capitated 1 O > O 30O + 0O
payments
c. Our practice feels that this payer’'s
methodology is fair in how they 10O 2O 3 O 4O o O
determine the capitated payments
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NON-CMS CPC+ PAYERS - PAYMENTS FOR PERFORMANCE FOR COMMERCIALLY
INSURED PATIENTS

DS8. Which of these payers does your practice contract with for your commercially insured patients,
even if you don’t receive a separate CPC+ payment from them?

MARK ALL THAT APPLY

O [Payers marked in D4]

O [...]

O None of these — GO TO SECTION E

D9. Payments for performance may refer to payments tied to improving patient experience, quality of
care, and/or controlling costs. Payers might refer to these payments as ‘performance bonuses,’
‘merit based incentive payments,’ or ‘shared savings.’

Which of these payers offered CPC+ payments for performance in 2019?
MARK ALL THAT APPLY
O [Payers marked in D8]
Ol...]
O None of these —>GO TO SECTION E

D10. Which of these payers have provided your practice with the methodology they use to calculate
CPC+ payments for performance?

MARK ALL THAT APPLY

O [Payers marked in D9]

O [...]

O None of these =GO TO SECTION E
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D11.

[IF AT LEAST ONE PAYER SELECTED IN D10; practice reports they have the methodology to
calculate the CPC+ payments for performance from at least one payer that they contract with for
their commercially insured patients]

Thinking of these payers that have provided your practice with their CPC+ performance payment
methodology, please indicate how much you agree or disagree with the following statements about
your practice’s experience with CPC+ payments for performance from these payers:

[payers marked in D10]

MARK ONE RESPONSE PER ROW

STRONGLY STRONGLY
DISAGREE DISAGREE AGREE AGREE DON'T KNOW

Our practice has detailed
information from these
payers on how they 10 2 O s O 40O « O
calculate the CPC+
payments for performance

Our practice understands
how these payers calculate
the CPC+ payments for
performance

Our practice feels that these
payers’ methodologies are
fair in how they determine 1 O 2 O 30 + O ¢ O
the CPC+ payments for
performance
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E. LEARNING ACTIVITIES AND ASSISTANCE IN CPC+

These questions are about the learning activities and assistance that the CPC+ National Learning
Community and Regional Learning Network provided to this practice site as part of CPC+. Please
note, we will NOT share practice-identifiable responses to these questions with the National

Learning Community or Regional Learning Network.

[CPC+ TWD PRACTICES - THAT HAVE WITHDRAWN WITHIN ONE YEAR OR LESS: We are aware
that this practice site is no longer participating in CPC+. Please answer the questions in this

section to the best of your ability based on this practice site’s experience when it was
participating in CPC+.]

E1. Overall, how would you rate the quality of all services from [NAMES OF REGIONAL LEARNING
NETWORK ORGANIZATIONS] in meeting this practice site’s CPC+-related needs and helping
improve primary care?

MARK ONE ONLY

1

2

3

|

(|
(|
(|
(|

Excellent
Very good
Good

Fair

Poor
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E2.

The CPC+ National Learning Community and Regional Learning Network offer assistance to
practices in a variety of ways. For each of the following types of assistance that this practice site
may have received in the past six months, please rate how useful this assistance has been to this

practice site in improving primary care.

MARK ONE RESPONSE PER ROW

NEVER
RECEIVED
NOT AT ALL NOT VERY SOMEWHAT VERY OR
USEFUL USEFUL USEFUL USEFUL ATTENDED
a. National webinars 1 O > O 3 O + O s O
b. One-on-one telephone/virtual
coaching with this practice site to
improve practice processes and an 2 U s [ « U s [
workflows
c. CPC+ Connect (the online information
resource and collaboration website for 1 O > [ 3 O 4 O 5 (O
CPCH+)
d. CPC+ Implementation Guides + O > O s O + 0O s O
e. CPC+ Support (CPC+ help desk
managed by Telligen) 1 O 2 U s o U s [
f.  Group coaching (coaching with a small
number of practices, directed by a + O > O s O + 0O s O
practice facilitator)
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E3.

[IF HAD CPC+ PAYER PARTNERS]: In addition to the support from the CPC+ National Learning
Community and Regional Learning Network, CPC+ payer partners may provide their own support
and assistance. For each of the following types of assistance that this practice site may have
received from CPC+ payer partners in the past six months, please rate how useful this assistance
has been to this practice site in improving primary care.

CPC+ payer partners are payers other than Medicare FFS that participate in CPC+.

MARK ONE RESPONSE PER ROW

NEVER
NOT AT ALL NOT VERY SOMEWHAT VERY RECEIVED OR
USEFUL USEFUL USEFUL USEFUL ATTENDED

a. On-site care manager provided by

the payer 1 O 2 [ 3 4« O 5 [
b. Telephone-based care manager

provided by the payer 1 2 U S U s U
c. Explanation of payers’ CPC+

payment methodologies s 2 U s 0 « U s U
d. Training on how to access data

feedback provided by the payer 1O 2 U 3 U a U s U
e. Training on how to use data

feedback provided by the payer 1 O 2 [ s 0 a U s [
f.  Coaching on how to improve

practice processes and workflows U 2 U S 4 U s [
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F. PRACTICE SITE INVOLVEMENT AND PERCEPTIONS OF CPC+

[CPC+ TWD PRACTICES - THAT HAVE WITHDRAWN WITHIN ONE YEAR OR LESS: We are aware
that this practice site is no longer participating in CPC+. Please answer the questions in this

section to the best of your ability based on this practice site’s experience when it was
participating in CPC+.]

F1.

F2.

Thinking of the different types of staff at this practice site, how involved is each type of staff in

implementing CPC+?

a. Medical director or clinician lead at this

practice site

b. Physicians

c. Nurse practitioners (NPs), clinical

nurse specialists (CNSs), or physician
assistants (PAs)

d. Clinical support staff

e. Clerical support staff

MARK ONE RESPONSE PER ROW

VERY SOMEWHAT NOT VERY NOT AT ALL
INVOLVED INVOLVED INVOLVED INVOLVED
1 O 2 [ 3 4« O
1+ d 2 [ 3 +
1+ Od 2 [ 3 +
1 d 2 [ 3 [ 4«
1+ Od 2 [ 3 +

Thinking about this practice organization, how involved are system-level leadership (e.g., chief
executive officer (CEO) or chief medical officer (CMO)) in implementing CPC+?

o [ Practice site is independent and not part of a system

1 Very involved

2 Somewhat involved

Not very involved

O oOoo o

Not at all involved
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F3. In answering this question, please consider the:

Improvements made to the practice site’s care delivery,

CPC+ participation requirements (including care delivery, health IT, and reporting
requirements), and

CPC+ supports (payments, learning activities, data feedback, and health IT vendor
support).

Given this practice’s overall experience participating in CPC+, how likely is it that this practice
would participate in CPC+ if this practice could do it all over again?

MARK ONE ONLY

1

2

3

4

O

|
d
O

Very likely
Somewhat likely
Not very likely
Not at all likely

F4. How much has participation in CPC+ improved the quality of care that this practice currently
provides to its patients?

MARK ONE ONLY

1

2

3

|

O
|
O

A lot
Somewhat
Not very much
Not at all
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F5. How burdensome are the following requirements in CPC+?
MARK ONE RESPONSE PER ROW
NOT AT ALL NOT VERY SOMEWHAT VERY DONT
BURDENSOME | BURDENSOME | BURDENSOME | BURDENSOME KNOW
a. Meeting care delivery
requirements (s 2 s [ + 0O a O
b. Completing care delivery
reporting requirements s 2 [ g o U o L
c. Completing financial reporting
requirements 10 20 s O + 0O a0
d. Meeting health IT requirements 10 2 3 4 0 « O
F6. How useful are the following supports provided by CPC+ in improving primary care? Please
consider supports from all payers participating in CPC+.
MARK ONE RESPONSE PER ROW
NOT AT ALL NOT VERY SOMEWHAT VERY
USEFUL USEFUL USEFUL USEFUL DON'T KNOW
a. Financial support o O 10 2 O 3 O a O
b. Learning support 0O 10 20 3O a O
c. Data feedback o O 10 2 O 3 O da O
d. Health IT vendor support o O 10 20 3 0O ¢« O
CPC+ AND CORONAVIRUS PANDEMIC
F7. Please indicate how much you agree or disagree with the following statement.

Your practice was better positioned to meet patients’ care needs during the coronavirus pandemic
because of your participation in CPC+.

1 O

2

(|
(|
(|
(|

Strongly disagree
Disagree

Neither agree nor disagree
Agree

Strongly agree
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F7a.

[If F7 =4 or 5 (“Agree” or “Strongly agree”)] Please describe how participation in CPC+ better
positioned your practice to meet patients’ care needs during the coronavirus pandemic.
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[Only for treatment practices]

YOUR PRACTICE’S PLANS AFTER CPC+ ENDS

F8. For each of the following care delivery processes, how much of your practice’s current process are
you likely to maintain after CPC+ ends?
For processes that your practice is not currently doing at all, please select the response option in
the first column.
AFTER CPC+ ENDS, YOUR PRACTICE IS LIKELY TO MAINTAIN...
NOT
CURRENTLY
DOING THIS NONE OF SOME OF ALOT OF MOST OR ALL
PROCESS AT THE THE THE OF THE
ALL PROCESS PROCESS PROCESS PROCESS DON'T KNOW
a. Risk stratify patients o O 1 O 2 0 3 0 40O ¢ O
b. Provide short-term
(“episodic”) care
management for patients od 1 O 20 s 4+ 0 ¢« O
who had a recent hospital
admission or ED visit
c. Work with a care manager
to provide proactive, long-
term, relationship-based o O 1 O 2 O 30 4O o O
(“longitudinal”) care
management
d. Use care plans for your
high-risk patients that
reflect patient preferences,
goals, and wishes o O 1 O > O s O 4 0O s O
Care plans support care
management and differ
from after-visit summaries
e. Provide on-site behavioral
health care that is
integrated into your o 1 O 20 st 4 o U
primary care services
Assess patients’ health-
related social service
needs and refer them to o 1O 20 3O + 0 o U
community resources
g. Coordinate care with
specialists o 1 O 20 s 40 o [
h. Use formal written
agreements with
specialists to set o 1 O 20 30 4+ 0O a O
expectations about roles
and information sharing
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AFTER CPC+ ENDS, YOUR PRACTICE IS LIKELY TO MAINTAIN...

NOT

CURRENTLY

DOING THIS NONE OF SOME OF ALOT OF MOST OR ALL

PROCESS AT THE THE THE OF THE

ALL PROCESS PROCESS PROCESS PROCESS DON'T KNOW

Ensure a range of options
for how and when patients
can access primary care
from this practice (for o 1 O 20 st 4 o U
example, phone visits or
extended office hours)
Track and use quality
measures and other data
to guide practice o [ 1 O 2 L s O 4+ U o U
improvements
Use Patient and Family
Advisory Councils (PFAC)
to better understand what
matters most to patients o O 1 O >0 | + O d @
and to guide
improvements at your
practice
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G. PRACTICE SITE CONTACT INFORMATION AND SURVEY COMPLETION

G1.

G2.

G3.

Please provide the following information for this practice site.

Practice Site Name:

Physical Street Address:

City: State: Zip Code:

Practice Site Telephone Number:

Mailing Address:

City: State: Zip Code:

Please provide the name, title, email, and phone number of the person who completed this survey
so we know who to contact if we have any questions.

Name:

Title:

Email:

Telephone Number:

[Only for treatment withdrawn practices] Please confirm the name and address of the person who
should receive the check for completing the survey. You may enter your practice name in the
“Name of Check Recipient” field if you prefer that the check be made out to your practice. If you are
unable to accept payment, please mark the box that says, “Do not send payment” and leave the
remaining fields blank.

O Do not send payment

Name of Check Recipient:

Address:

City: State: Zip Code:
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G4. Who filled out this survey or provided input to complete this survey?
MARK ALL THAT APPLY

1 O Practice or office manager (e.g., clinic manager, office coordinator, office supervisor)

2 O Lead physician
3 O Other physicians
4+ O Nurse practitioner (NP), clinical nurse specialist (CNS), or physician assistant (PA)
s O Care manager or coordinator
s O Nursing staff, including nurse manager or supervisor
7 O Medical assistant staff
s O Quality improvement staff (e.g., quality manager or coach, population health staff)
o O Administrative support staff (e.g., billing or finance staff, front desk staff)
10 O Non-physician owner of practice
11 O Leadership or staff from our larger health care system or medical group (e.g., CEO,
CMO)
12 O Data analytics staff (e.g., EMR analyst, health IT team)
13 O CPC+ lead
1# O Patients
99 O Other (specify)
G5. Please add any comments about this survey here. If you have feedback about a specific survey

question, please include the question number in your comment.

Thank you for completing the survey!
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APPENDIX 3.C. PAYMENT POLICY CHANGES MADE BY PAYERS

MATHEMATICA® INC.

3.C. Payment policy changes made by payers in response to the
COVID-19 pandemic that affected primary care practices

3.C.1. Medicare FFS changes

In response to the coronavirus disease 2019 (COVID-19) pandemic, the U.S. Department of
Health and Human Services (HHS) made several key policy changes for Medicare fee-for-
service (FFS) coverage and payment (Appendix Table 3.C.1) that affected primary care
practices. While most of these changes applied to all Medicare providers, not just CPC+
practices, their financial impact on CPC+ practices was substantial. The HHS coverage waivers
described below are expected to remain in place at least through 2021.

Table 3.C.1. Medicare FFS payment policy changes in response to the pandemic

Telehealth
coverage Before the pandemic During the pandemic
Location Restricted to rural beneficiaries and Restriction lifted.
telehealth visits originating from a Telehealth covered for beneficiaries living
health care setting, such as a clinic or anywhere, and for services originating from any
doctor’s office. geographic location, including their homes.
Types of Only physicians and certain other Restrictions lifted.
providers practitioners (for example, physician Any health provider, in any setting, can be
eligible for assistants). reimbursed for telehealth.
payment Providers in certain settings (for
example, FQHCs) were ineligible.
Technology Two-way audio/video communication. Any type of interactive audio-video system,
required Smartphone or audio-only telephones including smartphones, permitted.
not permitted. A limited number of telehealth services can be
provided via audio-only telephone or smartphones
without video.
Payment For the limited set of services approved For the expanded services approved for telehealth,
rates for telehealth coverage, Medicare FFS Medicare FFS payment rate remains on par with

payment rate was on par with office
visits.

office visits.

Other key
payment
policies

Before the pandemic

During the pandemic

Patient cost
sharing

When receiving services from
participating providers,? beneficiaries
with Part B coverage were subject to
a deductible and 20 percent
coinsurance for Medicare-covered
services. Supplemental insurance® may
have covered some or all of these cost-
sharing requirements.

Standard cost sharing (deductible and 20
percent coinsurance) still applies, with these
exceptions:

COVID-19 treatment: for monoclonal antibody
treatment specifically, zero cost sharing applies.
Telehealth: Providers granted flexibility by HHS to
reduce or waive cost sharing during the pandemic.

192



APPENDIX 3.C. PAYMENT POLICY CHANGES MADE BY PAYERS MATHEMATICA® INC.

Table 3.C.1 (continued)

Other key

payment
policies Before the pandemic During the pandemic

Temporary Not applicable. CPC+ practices could request 2020 Q3 non-claims-
financial based payments (care management fees,
supports Comprehensive Primary Care Payments) to be
provided to paid in advance.

practices For CPC+ and non-CPC+ practices:

The CARES Act Provider Relief Fund provided
grants and other financial assistance, which
providers could use to compensate for revenues lost
due to the pandemic.

The Payroll Protection Program provided loans that
could be forgiven to employers with 500 or fewer
employees to maintain staffing and salary levels.
CMS provided accelerated and advanced payments
to Medicare Part A and Part B suppliers.

Source: Koma W., J. Cubanski, T. Neuman. “Medicare and Telehealth: Coverage and Use During the COVID-19
Pandemic and Options for the Future.” Kaiser Family Foundation. May 19, 2021.
https://www.kff.org/coronavirus-covid-19/issue-brief/fags-on-medicare-coverage-and-costs-related-to-covid-
19-testing-and-treatment/.

@ Medicare participating providers, who account for nearly all services billed under Medicare Part B, are providers that

“accept assignment” (meaning that they accept Medicare’s approved amount for health care services as full payment,

and agree not to balance-bill patients). Beneficiaries receiving services from other providers (nonparticipating

providers or opt-out providers) may pay higher out-of-pocket costs.

b More than 80 percent of Medicare FFS beneficiaries have supplemental coverage (such as Medigap, retiree health

benefits, or Medicaid) that covers some or all of their cost-sharing requirements.

FFS = fee-for-service; FQHC = Federally Qualified Health Center.

3.C.2. CPC+ payer partners’ payment changes

The PY (Program Year) 4 CPC+ Payer Survey asked CPC+ payer partners how they modified
their payment approaches in response to the COVID-19 pandemic, including patient cost-sharing
policies, telehealth reimbursement, and temporary financial support to practices: '’

A. Patient cost-sharing policies

Most of the 48 payer partners that responded to survey questions about COVID-19 required no
patient cost sharing during the pandemic for either COVID-19 treatment or primary care
telehealth services.

e Cost sharing for COVID-19 treatment: 44 of 48 payer partners (92 percent) required no cost
sharing for primary care COVID-19 treatment. Among these 44 payers:

— 12 payers already required no cost sharing for primary care services prior to the
pandemic; these payers did not need to implement any cost-sharing waivers specifically
for COVID-19 treatment. This approach was far more common in the Medicaid managed
care and Medicaid FFS lines of business (LOBs) than in other LOBs.

17 We note data patterns by lines of business (LOBs) only when these differ from overall patterns for all payer
partners.
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32 payers waived all cost sharing related to COVID-19 treatment. This was the
predominant approach among commercial payers.

Cost sharing for primary care telehealth services: 40 of 48 payer partners (83 percent)
required no cost sharing for primary care telehealth services. Among these 40 payers:

13 payers already required no cost sharing for primary care telehealth prior to the
pandemic. Again, this approach was far more common in the Medicaid managed care and
Medicaid FFS LOBs than in other LOBs.

27 payers waived all cost sharing for primary care telehealth. Among commercial payers,
this was the most common approach.

Reimbursement for telehealth services

Many payer partners increased coverage of and reimbursement for telehealth services to

help patients access care remotely and practices maintain their revenues.

Types of visits covered: During the pandemic, all 48 CPC+ payer partners (100 percent)
responding to the COVID-19 survey questions reimbursed for primary care telehealth visits
conducted by physicians and non-physician staff (defined as nurse practitioners, physician
assistants, or others). In addition, 46 of these 48 payer partners (96 percent) reimbursed for
behavioral health telehealth visits conducted by primary care staff during the pandemic.

Half of the 48 payer partners expanded telehealth coverage for at least one type of
telehealth visit (for example, physician, non-physician, or behavioral health visit) in
response to the pandemic. The remaining half of payer partners already covered primary
care telehealth visits prior to the pandemic, and continued to do so.

Types of telehealth technologies covered: All 48 payers (100 percent) reimbursed for
telehealth using HIPAA-compliant technology during the pandemic.

Prior to the pandemic, 44 payers (92 percent) already were reimbursing for HIPAA-
compliant technology, so reimbursing for these visits represented a change only for 4
payers (8 percent).

However, the federal waiver that allowed non-HIPA A-compliant technology to be used
for telehealth during the pandemic led to widespread reimbursement changes: 45 payers
(94 percent) started reimbursing for non-HIPAA-compliant video technology—such as
FaceTime or Zoom—and 39 payers (81 percent) started reimbursing for telehealth
conducted by telephone.

Reimbursement rates for telehealth: During the pandemic, 39 of 48 payers (81 percent)
reimbursed all primary care telehealth visits at rates on par with in-person, office-based
visits. Among these 39 payers:

19 payers increased their reimbursement rates compared to their pre-pandemic rates; the
remaining 20 payers already reimbursed for primary care telehealth on par with office-
based visits prior to the pandemic. Commercial payers were more likely to have increased

194



APPENDIX 3.C. PAYMENT POLICY CHANGES MADE BY PAYERS MATHEMATICA® INC.

telehealth reimbursement rates in response to the pandemic, while Medicaid payers
tended to offer parity prior to the pandemic.

C. Temporary financial supports

Thirty-nine of the 48 payers surveyed (78 percent) offered temporary financial supports or
interim payment programs as a way to ease practices’ cash flow and financial pressure, during a
period when FFS volume suddenly and dramatically declined. Among these 39 payers:

e 28 payers provided accelerated payments to primary care practices—for example, offering
care management fees or capitation payments ahead of schedule. This approach mirrored
CMS’s advanced 2020 Q3 payments for care management fees and Comprehensive Primary
Care Payments, and was the most common temporary support provided to practices in 2020.

e Payers also offered other temporary financial supports to primary care practices, including:
easing requirements for earning performance-based payments (12 payers) and postponing
recoupment of funds owed by practices or providers (11 payers).

As the pandemic evolves, payers continue to adjust their payment policies—for example,
discontinuing some temporary financial supports while making some telehealth coverage
expansions permanent. Policymakers also are mandating payment policy changes. Among the
notable policy changes to date, 10 states have added a requirement for reimbursement parity
between telemedicine and in-person visits (Volk et al. 2021). In the PY 5 Payer Survey and payer
interviews, we will continue to track changes made by CPC+ payer partners, which we will
summarize in the fifth annual report.
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3.D. Challenges regions experienced aggregating data in PY 4

We asked data aggregating organizations (referred to as data aggregators) in CPC+ regions with
active data aggregation efforts about challenges aggregating data and strategies to overcome
these.

e In PY 4, data aggregators in most regions continued to cite lags in claims data and
concerns about sharing cost data as key challenges in developing aggregated feedback.
Data aggregators in these regions also expressed these challenges in previous program years.
Lags in claims data availability—due to the time between service delivery, claims
submission and processing, and calculation of claims-based measures—have continued to
limit the actionability of aggregated claims data feedback. As reported in previous program
years, lags are exacerbated by aggregation, which requires aligning multiple payers’ data
submissions. In PY 4, data aggregators in three regions sought to supplement claims data
with more timely data, such as admissions, discharge, and transfer (ADT) notifications or
richer data sources such as health data feeds from Health Information Exchanges to improve
actionability of data in tools. Payer partners also remain concerned about submitting their
cost data and antitrust liability issues because cost data could give insight into payers’
contracting arrangements and negotiations with providers. A data aggregator in one region
cited concerns from payer partners about sharing cost information as the key reason the
region was unable to aggregate claims data in PY 4.

e Data aggregators in three regions also reported a couple of new challenges in producing
aggregated data feedback in PY 4. First, data aggregators in two regions described the
difficulty of aggregating data across payer partners that use different data file formats.
Additionally, some payer partners have developed their own enterprise-specific reports that
are not aligned with data aggregators’ requirements and require additional coordination
efforts. Second, data aggregators in three regions described difficulties creating practice-level
reports when payer partners’ claims data are missing information on the facility or location of
where practitioners delivered care. To help the data aggregators in these regions, CMS
provided them with a list of practitioners affiliated with each CPC+ practice in the region.
Data aggregators reported that having these practitioner lists has made constructing practice-
level reports easier.
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3.E. Data aggregators’ perspectives on practices’ use of aggregated
data feedback

Data aggregators in most regions reported that smaller practices faced greater challenges
using aggregated data feedback tools. During our interviews with data aggregators in CPC+
regions, data aggregators in four regions reported the difficulty smaller practices, in particular,
faced in utilizing aggregated data feedback tools due in part to limited resources and fewer staff
to dedicate to using tools. As a data aggregator in one region noted, the aggregated feedback tool
was a “very heavy lift,” particularly for smaller practices and individual practices where “there
was...no real resource at the provider level to take full advantage of the data feedback tool”
given the extensive functionality and large volume of information in the tool.

To improve practices’ engagement with aggregated data feedback tools, regions have
tailored data feedback supports to meet the needs of individual practices. One region
developed and sent practices a static report, summarizing performance on four measures, after
the data aggregator realized that some practices were not fully engaging with the dynamic tool
because they did not have the time or did not know how to use the tool. The static report
included only four measures and did not have drill-down capabilities but provided a starting
point for these practices to learn how to interpret data feedback. Other regions have helped
practices to identify ways to use data feedback to improve the delivery of preventive services or
to close gaps in care. For example, one region worked with a practice to improve the rate of
breast cancer screening among its Medicaid patients after identifying a quality gap from
aggregated claims data.
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3.F. Changes to CMS’s overall CPC+ learning strategy from PY 1 to

PY 4

CMS adapted learning goals and strategies over time. In PYs 1 and 2, CMS provided similar
content across all regions and learning contractors monitored practice performance on process
measures. In PY 3, there was a significant change in strategy toward greater flexibility in
adapting the learning supports in each region and helping practices improve outcome measures.
In PY 4, CMS continued this shifted focus and contractors began adapting the learning supports
to reach more practices through durable products. In PY 4, learning contractors also began to
provide CPC+ practices with information about ways to sustain CPC+ learning supports.

Program Years
G ) )

Regional
adaptation

Focus of
practice
performance

Peer learning

Durable
products

Sustainability

Learning supports covered
similar content across all
regions

Practice facilitators had
more flexibility to adapt
learning supportsto the
needs of practicesin their
regions

CMS continued to provide
flexibility in adapting the
learning supports

Learning contractors
monitored practice
performance using process
measures that reflected
whether practices met
model requirements

Learning supports focused
on helping practices
improve outcome measures
through innovative care
transformation activities

Learning supports
continued to focus on
improving outcome
measures. As a result of the
COVID-19 pandemic, CMS
decided to focus quality
improvement efforts on the
CMS 155and 122eCQMs
(diabetes blood sugar level
and high blood pressure
control).

Learning supports
highlighted the expertise of
practices through peer
learning

Learning contractors
continued to prioritize and
facilitate peerlearning

CMS increasedthe level of
resources going towards
durable productsthat reach
many practices at once

Learning contractors began
discussing how practices
can sustainthe changes
they have made after CPC+
ends
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APPENDIX 3.G. PRACTICE AND PRACTICE FACILITATOR EXPERIENCES MATHEMATICA® INC.

3.G. Practice and practice facilitator experiences with learning
supports

Deep-dive practices and practice facilitators reported that they found learning supports valuable
resources for providing information, facilitating peer learning, and providing highly personalized
support.

e As in previous years, practices and their practice facilitators said durable products such
as the Implementation Guide and CPC+ Connect were helpful resources that provided
comprehensive information they can refer to frequently. Among the 34 deep-dive
practices that were asked which learning supports were most helpful, a couple said they
found the Implementation Guide especially useful during the beginning of the COVID-19
pandemic, when most other learning supports were paused.

e Many deep-dive practices and learning contractors valued Regional Implementation
Networking Groups (RINGs) and regional learning sessions for their focus on peer
learning and knowledge sharing. Five of the 14 learning contractors interviewed described
how RINGs enhance peer learning in different ways, depending on the type of RING. For
example, practice facilitators reported that attendees of peer-based RINGs get to know each
other over a long period of time, which results in a supportive environment with more open
sharing among practices. Practice facilitators also reported that cross-regional RINGs are
particularly helpful for regions with fewer CPC+ practices because practices can hear from
new and diverse practices. A few practices described how the immersive and in-person
format of regional learning sessions improved their experience by eliminating distractions,
which leads to better networking and learning.

e Practice coaching provided opportunities for both peer learning and personalized
support, which many deep-dive practices and several practice facilitators valued.
Practices appreciated that, during practice coaching sessions, practice facilitators coordinated
peer learning by connecting similar practices to each other, conducting coaching sessions in
small groups, and disseminating insights and ideas from other practices. But they also valued
how practice facilitators gave them highly individualized, one-on-one support where they
needed it, such as helping them understand data feedback reports, educating their providers
on quality measures, or answering their questions and concerns about model requirements.
Deep-dive practices said that, compared with other learning supports, practice facilitators
were most likely to give them direct, tailored, thorough, and quick responses. Several
practice facilitators also found that the relationships they developed through coaching
enabled them to tailor other learning supports to the needs of their regions, such as RINGs
and learning sessions.

Although practice facilitators and practices gave positive feedback about CPC+ Connect and
practice coaching overall, they described a few challenges with these supports.

e Practices find CPC+ Connect helpful, but also encounter technical challenges that limit
its utility. Half of the eight practice facilitators interviewed reported that practices less often
use CPC+ Connect to engage in conversations and share information with other practices;
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APPENDIX 3.G. PRACTICE AND PRACTICE FACILITATOR EXPERIENCES MATHEMATICA® INC.

they noted that practices have different reasons for not posting information, including
preferring to read posts rather than post themselves, or finding it easier to directly
communicate with their practice facilitator rather than post on CPC+ Connect. Several deep-
dive practices echoed these challenges.

e A few deep-dive practices did not find value in practice coaching. These practices said they
found it difficult to communicate with their practice facilitators, because the practice
facilitators were new and/or kept changing, or because the practice facilitator did not provide
tailored, thorough, or quick responses.
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APPENDIX 3.H. PRACTICE CHARACTERISTICS ASSOCIATED WITH USEFULNESS PERCEPTIONS MATHEMATICA® INC.

3.H. Practice characteristics associated with their perceptions of

usefulness of vendor support and burden of meeting health IT
requirements

Practices’ perceptions of the usefulness of health IT vendor support and the burden of meeting
health IT requirements varied by practice and vendor characteristics:

Single or multiple vendors. Practices partnering with multiple EHR vendors were more
likely than those with a single vendor (65 versus 43 percent of practices) to report that
requirements were somewhat or very burdensome. This may reflect that practices seek out
additional vendors due to perceived shortcomings in their main vendor’s product, or it may
reflect the added burden of navigating multiple vendor partnerships. Practices’ likelihood of
reporting that support was very or somewhat useful did not vary according to the number of
vendor partners.

Practice size. Small practices were 11 percentage points more likely than large practices to
perceive that health IT vendor support was somewhat or very useful and also 11 percentage
points more likely to perceive that meeting requirements was somewhat or very burdensome.

Track. Practices in both tracks had similar perceptions of the usefulness of vendor support,
despite Track 2 practices having a more formal relationship with their vendors. Although
Track 2 practices must meet more advanced health IT functionalities than Track 1 practices,
they were less likely than Track 1 practices to report that doing so was burdensome (43
versus 51 percent).

Region. The percentage of practices that indicated meeting health IT requirements was
burdensome ranged from 36 percent of practices in New York to 71 percent in Oklahoma,
and the percentage indicating that support was somewhat or very useful varied from 37
percent of practices in Montana to 90 percent in Kansas City.

Vendor. Ratings of usefulness and burden varied widely by which major commercial vendor
practices partnered with (50 to 82 percent, and 32 to 75 percent, respectively). Myriad factors
influence practices’ choice of vendor partners, including their size, affiliation with other
organizations (such as health systems and independent practice associations), and budget.

Practices’ perceptions of usefulness and burden did not vary meaningfully by other practice
characteristics (system affiliation, participation in the Medicare Shared Savings Program, prior
history with primary care transformation, or urbanicity), or by whether the practice had changed
vendors between PY 3 and PY 4.
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4.A. Care Delivery Requirement Data That CPC+ Practices Reported to
CMS in 2020: CPC+ Practices That Started in 2017
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APPENDIX 4.A. CARE DELIVERY REQUIREMENT DATA MATHEMATICA® INC.

This Appendix contains detailed information on practices’ approaches to delivering care, based
on Mathematica’s analysis of the CPC+ Practice Portal data for practices that began CPC+ in
2017. CMS requires active CPC+ practices to submit responses online twice a year about care
delivery requirements and related practice activities, using the CPC+ Practice Portal.'® These
data are used to track practices’ progress on the CPC+ care delivery functions and may be used
to judge compliance and to inform learning activities. Practices self-report the data to CMS.

Table 4.A.0 lists the number of practices active in CPC+ in each program year through the end of
2020, the fourth program year. Practices are listed overall and by track and Medicare Shared
Savings Program (SSP) status. In this Appendix, we present CPC+ Practice Portal data from
Quarter 4 of 2020 for practices that started CPC+ in 2017 and were still active as of December
30, 2020; the data reflect the experiences of practices at the end of Program Year (PY) 4.

Table 4.A.0. Participation in CPC+ for 2017 Starters, by track and SSP status

Overall Total Non-SSP Total Non-SSP
Baseline (January 1, 2017) 2,905 1,385 738 647 1,520 616 904
End of Program Year 1

(December 31, 2017) 2,786 1,310 689 621 1,476 587 889
End of Program Year 2
(December 31, 2018) 2,716 1,271 724 547 1,445 622 823
End of Program Year 3
(December 31, 2019) 2,675 1,229 660 569 1,446 651 795
End of Program Year 4 2,599 1185 606 579 1414 657 57

(December 31, 2020)

Source: Mathematica’s analysis of 2017 CPC+ practice tracking data provided by CMS.
Note: Participation status in an SSP reflects status at the beginning of the year.
SSP = Medicare Shared Savings Program.

Although CPC+ requirements are based on track and starting year, every practice must answer
the same CPC+ Practice Portal questions. However, some questions include skip patterns.
Therefore, it is important to note denominators when interpreting the percentage of practices
with a particular response.

We generally present the wording and organization of the questions and responses exactly as
they appear in the CPC+ Practice Portal, recognizing that these factors could influence
interpretation and practices’ responses. To facilitate comparisons to the Care Delivery Reporting
Guide, we have numbered our Appendix tables to correspond with survey question numbers in
the guide. (We do not include a table for every question.) Acronyms CMS used in the question
stem or response options are defined in the acronyms list. Questions for which Mathematica did
additional data manipulation (for example, combining items, applying thresholds, or conducting

'8 In 2017 and 2018, practices reported CPC+ Practice Portal data to CMS quarterly. In 2019, CMS changed these
reporting requirements to twice a year, for Quarters 2 and 4. To reduce the reporting burden on practices, CMS also
added the option for practices to indicate whether categories of care delivery had changed since the previous quarter
and carried over the previous quarter’s answers if practices selected “no.”
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other data-cleaning steps) are indicated in the Notes section. Percentages may not sum to totals
due to rounding.

Data for PYs 1, 2, and 3 for practices that started CPC+ in 2017 are available in the Appendices
for the first, second, and third annual CPC+ reports and are not repeated here. Comparisons over
time should be made with caution, for two reasons. First, the wording and response options for
many CPC+ Practice Portal questions changed over time. Second, the sample changed over time.
In this year’s Appendix, we report responses to CPC+ Practice Portal questions based on the
2,594 CPC+ practices that submitted CPC+ Practice Portal data at the end of PY 4 (out of the
2,599 CPC+ practices active at the end of PY 4). In the Appendix to the previous report (Orzol et
al. 2021), we reported responses to CPC+ Practice Portal questions based on the 2,674 practices
that submitted data at the end of PY 3 (out of the 2,675 practices that were active at the end of
PY 3.)
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Table 4.A.1.1. Access and continuity: Empanelment, Program Year 4, 2017 Starters

Track 1 Track 2
Overall Total SSP Non-SSP Total SSP Non-SSP
What is your active patient lookback period?
Less than one year 1% 2% 2% 2% 1% <1% 1%
1-2 years 79% 83% 82% 84% 76% 72% 80%
More than two years 19% 15% 17% 14% 22% 27% 19%
N 2,594 1,182 603 579 1,412 656 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
SSP = Medicare Shared Savings Program.
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Table 4.A.1.2. Access and continuity: 24/7 access, Program Year 4, 2017 Starters

Track 1 Track 2
Overall Total SSP Non-SSP SSP Non-SSP
Does a clinician or care team member from your practice site usually provide 24/7 coverage?
No, we do not provide 24/7 coverage <1% 0% 0% 0% <1% <1% <1%
Yes 81% 80% 76% 83% 82% 81% 82%
No, we have a centralized call-center for our health 16% 17% 20% 14% 15% 17% 14%

system (after-hours coverage for all practices in
the system)

No, we have a formal coverage arrangement with 3% 4% 4% 3% 3% 2% 4%
another practice/organization

N 2,594 1,182 603 579 1,412 656 756
No <1% <1% <1% <1% <1% 0% <1%
Yes 100% 100% 100% 100% 100% 100% 100%
N 2,592 1,182 603 579 1,410 655 755

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
EHR = electronic health record; SSP = Medicare Shared Savings Program.
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Table 4.A.1.3. Access and continuity: Continuity of care, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP
Do you track continuity of care (in terms of how often patients see the practitioner or care team to which they are empaneled) for your patients?
No <1% 1% 1% 1% <1% <1% <1%
Yes 99% 99% 99% 99% 99% 99% 99%
N 2,594 1,182 603 579 1,412 656 756
What system(s) do you primarily use to track continuity of care? (Select all that apply)
EHR 92% 93% 94% 91% 91% 94% 89%
Electronic practice management systems (e.g., 28% 27% 25% 29% 28% 25% 31%
appointment scheduling system)
Other 10% 9% 7% 10% 12% 9% 14%
N 2,571 1,169 596 573 1,402 651 751

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
EHR = electronic health record; SSP = Medicare Shared Savings Program.
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Table 4.A.1.4.a. Access and continuity: Enhanced access and communication, Program Year 4, 2017 Starters

Track 1

Overall Total SSP Non-SSP Non-SSP
When patients need it, my practice is able to provide same or next-day appointments
Never 0% 0% 0% 0% 0% 0% 0%
Rarely <1% <1% 0% <1% <1% 0% <1%
Sometimes 1% 1% <1% 2% 1% <1% 2%
Often 19% 19% 21% 17% 20% 19% 20%
Always 79% 79% 78% 80% 79% 81% 77%
N 2,594 1,182 603 579 1,412 656 756
When patients need it, my practice is able to provide office visits on the weekend, evening, or early morning
Never 7% 8% 6% 11% 5% 4% 7%
Rarely 4% 5% 4% 5% 4% 4% 4%
Sometimes 12% 13% 11% 15% 11% 9% 12%
Often 25% 25% 26% 24% 25% 26% 23%
Always 52% 49% 53% 45% 55% 57% 54%
N 2,594 1,182 603 579 1,412 656 756
When patients need it, my practice is able to provide email or portal advice on clinical issues
Never 2% 4% 4% 4% <1% 2% <1%
Rarely 2% 3% 2% 3% 1% 1% 1%
Sometimes 6% 8% 7% 9% 5% 5% 4%
Often 13% 12% 12% 12% 15% 14% 16%
Always 76% 73% 75% 72% 79% 79% 78%
N 2,594 1,182 603 579 1,412 656 756

In the last two quarters, in which ways have you used the flexibility of CPC+ payments to deliver care in ways that you could not under FFS? (Select

all that apply)

None 6% 13% 12% 14% <1% 0% <1%
Visits to hospitals, nursing facilities, or other 32% 28% 28% 28% 35% 33% 37%
locations by any staff as part of care management

and coordination

Visits in the home by designated staff for care 33% 23% 24% 22% 41% 46% 36%
management activities, home assessments,

education, or self-management support
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Table 4.A.1.4.a (continued)

Overall Non-SSP Total Non-SSP
Practice group visits for purposes of disease 26% 20% 19% 20% 31% 27% 35%
management, self-management and other support
Video-based conferencing for primary care visits 60% 49% 53% 45% 69% 67% 71%
(i.e., telehealth or telemedicine)
Practitioner visit over an electronic exchange (i.e., 74% 60% 60% 59% 85% 87% 84%
phone or, e-visit, portal, e-mail)
Either video-based conferencing or practitioner 79%
visit over an electronic exchange
Patient outreach by community health worker, 64% 56% 57% 55% 70% 76% 65%
health coach, and/or caregiver support staff
Other 21% 18% 16% 20% 24% 20% 27%
N 2,594 1,182 603 579 1,412 656 756

How are you delivering the following care- Visits to hospitals, nursing facilities, or other locations by any staff as part of care management and

coordination

Potentially available to all patients 70% 1% 68% 74% 70% 70% 70%
Targeting high risk patients only 30% 29% 32% 26% 30% 30% 30%
N 829 334 170 164 495 217 278

How are you delivering the following care - Visits in the home by designated staff for care management activities, home assessments, education, or
self-management support

Potentially available to all patients 37% 40% 35% 46% 35% 31% 40%
Targeting high risk patients only 63% 60% 65% 54% 65% 69% 60%
N 853 277 147 130 576 303 273
How are you delivering the following care - Practice group visits for purposes of disease management, self-management and other support
Potentially available to all patients 68% 61% 54% 68% 72% 63% 78%
Targeting high risk patients only 32% 39% 46% 32% 28% 37% 22%
N 669 231 114 117 438 177 261
How are you delivering the following care - Video-based conferencing for primary care visits (i.e., telehealth or telemedicine)

Potentially available to all patients 97% 97% 98% 95% 98% 96% 99%
Targeting high risk patients only 3% 3% 2% 5% 2% 4% 1%
N 1,549 577 319 258 972 439 533
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Table 4.A.1.4.a (continued)

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP
How are you delivering the following care - Practitioner visit over an electronic exchange (i.e., phone or, e-visit, portal, e-mail)
Potentially available to all patients 97% 95% 96% 94% 97% 99% 96%
Targeting high risk patients only 3% 5% 4% 6% 3% 1% 4%
N 1,913 706 363 343 1,207 572 635
How are you delivering the following care - Patient outreach by community health worker, health coach, and/or caregiver support staff
Potentially available to all patients 60% 58% 63% 53% 62% 65% 58%
Targeting high risk patients only 40% 42% 37% 47% 38% 35% 42%
N 1,650 659 342 317 991 498 493

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
FFS = fee-for-service; SSP = Medicare Shared Savings Program.
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Table 4.A.1.4.b. Access and continuity: Enhanced access and communication, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

On a scale of one to five (1 = not considered; 3 = fully considered; 5 = fully implemented), rate the extent you have implemented this tactic to support
care that is unconstrained by FFS billing: Adjusted care team schedules, workload and workflow to accommodate care that is unconstrained by fee-
for-service

1 — Not considered 5% 9% 6% 12% 2% 2% 2%
2 4% 3% 3% 3% 5% 4% 6%
3 — Fully considered 27% 25% 28% 23% 27% 24% 30%
4 16% 16% 15% 16% 16% 13% 18%
5 — Fully implemented 49% 47% 48% 46% 50% 56% 44%
N 2,437 1,028 528 500 1,409 656 753

On a scale of one to five (1 = not considered; 3 = fully considered; 5 = fully implemented), rate the extent you have implemented this tactic to support
care that is unconstrained by FFS billing: Determined new documentation approach that is necessary and sufficient for clinical care.

1 — Not considered 14% 14% 13% 15% 13% 5% 20%
2 6% 5% 6% 4% 6% 4% 7%
3 — Fully considered 27% 23% 21% 26% 29% 40% 20%
4 14% 15% 16% 15% 13% 10% 15%
5 — Fully implemented 40% 42% 43% 40% 39% 40% 37%
N

On a scale of one to five (1 = not considered; 3 = fully considered; 5 = fully implemented), rate the extent you have implemented this tactic to support

care that is unconstrained by FFS billing: Adjusted compensation formulas for your providers and/or care teams to recognize either the time spent
on activities that don’t generate RVUs or to recognize activities that result in an improvement in patient outcomes from these activities.

1 — Not considered

2 9% 9% 9% 9% 9% 13% 7%
3 — Fully considered 25% 28% 29% 27% 23% 24% 21%
4 14% 10% 9% 12% 17% 17% 18%
5 — Fully implemented 29% 26% 31% 21% 32% 32% 31%

N 2,437 1,028 528 500 1,409 656 753
On a scale of one to five (1 = not considered; 3 = fully considered; 5 = fully implemented), rate the extent you have implemented this tactic to support

care that is unconstrained by FFS billing: Identified a set of metrics to assess and understand the impact.

1 — Not considered 10% 13% 13% 14% 8% 2% 13%
2 10% 9% 9% 9% 11% 10% 12%
3 — Fully considered 28% 29% 27% 33% 27% 29% 25%
4 15% 16% 17% 15% 15% 18% 12%
5 — Fully implemented 36% 32% 34% 29% 40% 41% 38%
N 2,437 1,028 528 500 1,409 656 753

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
FFS = fee-for-service; RVU = Relative Value Unit; SSP = Medicare Shared Savings Program.
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Table 4.A.2.1. Targeted care management: Risk stratification, Program Year 4, 2017 Starters

Overall Total Non-SSP Total Non-SSP
Do you risk stratify your empaneled patients?
No <1% <1% <1% <1% <1% 0% <1%
Yes 100% 99% 100% 99% 100% 100% 100%
N 2,594 1,182 603 579 1,412 656 756
What factors are included in your data-driven algorithm for risk stratifying your patients? (Select all that apply.)
We do not use a data-driven algorithm as part of <1% 1% <1% 2% <1% <1% <1%
our risk stratification
Claims variables 38% 32% 41% 23% 42% 54% 31%
Clinical variables from the EHR 91% 91% 95% 86% 92% 93% 91%
Computed risk scores (e.g., CMS-HCC scores or 54% 52% 52% 53% 55% 54% 56%
risk scores from other payers)
Other 18% 15% 10% 20% 20% 21% 19%
N 2,587 1,176 601 575 1,411 656 755

What factors do you consider when using care team/clinical intuition to stratify your patients? Do not include factors included in your data-driven

algorithm. (Select all that apply.)

We do not use the care team's perception as part <1% 1% <1% 2% <1% 0% 1%
of our risk stratification

Social needs 94% 93% 98% 88% 95% 99% 92%
Behavioral health needs 91% 92% 93% 91% 90% 88% 93%
Clinical factors 96% 95% 97% 94% 96% 97% 95%
Other 9% 8% 11% 5% 10% 12% 8%
N 2,587 1,176 601 575 1,411 656 755
What prompts reassessment of a patient's risk-stratification assignment?

We do not reassess the risk stratification of our <1% <1% <1% <1% 0% 0% 0%
patients

Only as needed, or we do not have a protocol in 6% 5% 3% 7% 6% 6% 6%
place

Pre-specified clinical events (e.g., new diagnosis, 25% 30% 27% 33% 21% 19% 23%
hospitalization)

Automatically updated when new information is in 34% 30% 36% 24% 37% 47% 29%

the health IT or EHR platform
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Table 4.A.2.1 (continued)

Track 1 Track 2

Overall Total Non-SSP Total Non-SSP
Schedule-driven protocol 24% 25% 22% 27% 23% 21% 24%
Other 11% 10% 11% 9% 12% 6% 18%
N 2,587 1,176 601 575 1,411 656 755
What prompts reassessment of a patient's risk-stratification assignment? - Schedule-driven protocol
Each patient visit 31% 36% 21% 49% 27% 23% 30%
Multiple times a year 30% 29% 36% 23% 32% 27% 35%
Annually 29% 31% 37% 25% 28% 23% 32%
Other 9% 4% 6% 3% 13% 26% 3%
N 614 291 135 156 323 141 182
Is risk stratification integrated within your EHR or health IT system?
No 4% 6% 4% 8% 2% 2% 2%
Yes 96% 94% 96% 92% 98% 98% 98%
N 2,587 1,176 601 575 1,411 656 755

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
EHR = electronic health record; HCC = Hierarchical Condition Category; SSP = Medicare Shared Savings Program.
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Table 4.A.2.2.a. Targeted care management: ldentifying patients for care management, Program Year 4, 2017 Starters
Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

Indicate how you identify patients for episodic care management. This refers to short-term care management for patients who are not already in
longitudinal care management. (Select all that apply.)

We do not identify patients for episodic care <1% 0% 0% 0% <1% <1% 0%
management

Practitioner or care team referral 87% 83% 86% 81% 90% 92% 87%
Hospital admission or discharge 99% 98% 98% 98% 99% 98% 100%
ED visit 96% 96% 98% 93% 96% 97% 94%
Skilled Nursing Facility (SNF) admission or 70% 69% 76% 61% 71% 78% 65%
discharge

New health condition (e.g., cancer) 79% 79% 80% 78% 79% 78% 80%
New clinical instability in a chronic condition, 74% 73% 73% 72% 75% 75% 75%
including change in medications

Life event (e.g., death of spouse, financial loss) 58% 56% 58% 54% 60% 59% 62%
Initiation or stabilization on a high-risk medication 50% 50% 55% 45% 50% 52% 49%
(e.g., anticoagulants)

Other 10% 10% 12% 8% 11% 12% 10%
N 2,593 1,181 603 578 1,412 656 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
ED = emergency department; SNF = Skilled Nursing Facility; SSP = Medicare Shared Savings Program.
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Table 4.A.2.2.b. Targeted care management: Identifying patients for care management, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP SSP Non-SSP
Tier 1 (Highest risk)
Median percentage of empaneled patients in 2.69 3.08 3.61 2.38 2.43 2.94 1.955
risk tier
Median percentage of patients in risk tier receiving 30.84 29.55 25.45 34.48 31.25 30.84 31.90
longitudinal care management
N 2,504 1,125 574 551 1,379 631 748
Median percentage of empaneled patients in 10.03 11.01 11.73 9.52 9.47 10.16 8.99
risk tier
Median percentage of patients in risk tier receiving 9.42 9.37 8.52 9.84 9.57 9.54 9.59
longitudinal care management
N 2,555 1,174 600 574 1,381 655 726
Median percentage of empaneled patients in 44.33 44.33 49.53 36.69 44.32 49.88 40.41
risk tier
Median percentage of patients in risk tier receiving 1.55 1.19 0.94 1.84 1.87 2.33 1.52
longitudinal care management
N 25 1,170 599 571 1,360 623 737
Median percentage of empaneled patients in 58.73 57.80 52.86 62.25 59.66 52.92 64.20
risk tier
Median percentage of patients in risk tier receiving 0.46 0.34 0.19 0.59 0.55 0.63 0.46
longitudinal care management
N 1,470 653 297 356 817 377 440

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
Note: We combine all tiers below the three highest risk tiers and recalculate the percentage of empaneled patients and the percentage of patients receiving

longitudinal care management for this group
SSP = Medicare Shared Savings Program.
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Table 4.A.2.3. Targeted care management: Care management staffing and activities, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

What type of clinician and staff at your practice is/are primarily responsible for the following care management and coordination activity - Assessing
and reassessing patient risk status

None 0% 0% 0% 0% 0% 0% 0%
Practitioner (i.e., MD, DO, NP, PA) 61% 56% 54% 57% 64% 65% 64%
Care manager/clinical staff (e.g., RN, LPN, social 29% 36% 40% 31% 24% 27% 22%
worker)

Other clinical staff (e.g., MA/ICMA, CNA) 3% 4% <1% 6% 3% 3% 3%
Non-clinical staff (e.g., admin, front desk) <1% <1% <1% 1% <1% <1% <1%
Other 6% 4% 4% 4% 9% 6% 11%
N 2,593 1,181 603 578 1,412 656 756

What type of clinician and staff at your practice is/are primarily responsible for the following care management and coordination activity? -

Monitoring and management of care transitions (hospital, ED discharges)

None 0% 0% 0% 0% 0% 0% 0%
Practitioner (i.e., MD, DO, NP, PA) 12% 12% 11% 12% 13% 13% 13%
Care manager/clinical staff (e.g., RN, LPN, social 69% 68% 70% 65% 69% 73% 66%
worker)

Other clinical staff (e.g., MA/ICMA, CNA) 13% 14% 11% 17% 11% 12% 1%
Non-clinical staff (e.g., admin, front desk) 1% 2% 2% 2% 1% 0% 2%
Other 5% 5% 5% 4% 5% 3% 7%
N 2,593 1,181 603 578 1,412 656 756

What type of clinician and staff at your practice is/are primarily responsible for the following care management and coordination activity? -

Medication reconciliation during transitions of care (hospital, ED discharges)

None <1% <1% <1% 0% <1% <1% 0%
Practitioner (i.e., MD, DO, NP, PA) 33% 39% 42% 35% 29% 28% 30%
Care manager/clinical staff (e.g., RN, LPN, social 48% 44% 43% 44% 52% 55% 50%
worker)

Other clinical staff (e.g., MA/CMA, CNA) 11% 13% 10% 17% 9% 7% 11%
Non-clinical staff (e.g., admin, front desk) <1% 0% 0% 0% <1% 0% <1%
Other 7% 4% 5% 4% 10% 11% 9%
N 2,593 1,181 603 578 1,412 656 756
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Table 4.A.2.3 (continued)

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

What type of clinician and staff at your practice is/are primarily responsible for the following care management and coordination activity? -
Developing and monitoring care plans

None <1% 1% <1% 1% <1% <1% <1%
Practitioner (i.e., MD, DO, NP, PA) 31% 33% 37% 29% 29% 29% 29%
Care manager/clinical staff (e.g., RN, LPN, social 65% 62% 59% 64% 67% 67% 67%
worker)

Other clinical staff (e.g., MA/ICMA, CNA) 1% 1% <1% 2% 1% <1% 1%
Non-clinical staff (e.g., admin, front desk) <1% <1% 0% <1% <1% <1% 0%
Other 3% 3% 2% 3% 3% 3% 3%
N 2,593 1,181 603 578 1,412 656 756

What type of clinician and staff at your practice is/are primarily responsible for the following care management and coordination activity? -

Providing condition-specific patient education and self-management support

None <1% <1% 0% <1% <1% 0% <1%
Practitioner (i.e., MD, DO, NP, PA) 27% 30% 26% 33% 25% 25% 25%
Care manager/clinical staff (e.g., RN, LPN, social 59% 58% 67% 50% 60% 60% 60%
worker)

Other clinical staff (e.g., MA/CMA, CNA) 6% 7% 4% 11% 5% 6% 5%
Non-clinical staff (e.g., admin, front desk) <1% <1% 0% <1% 0% 0% 0%
Other 7% 4% 3% 6% 9% 9% 10%
N 2,593 1,181 603 578 1,412 656 756

What type of clinician and staff at your practice is/are primarily responsible for the following care management and coordination activity? -

Coordinating and communicating with specialty care

None <1% <1% <1% <1% <1% <1% <1%
Practitioner (i.e., MD, DO, NP, PA) 30% 35% 33% 37% 26% 28% 25%
Care manager/clinical staff (e.g., RN, LPN, social 22% 21% 26% 16% 22% 29% 17%
worker)

Other clinical staff (e.g., MA/CMA, CNA) 26% 26% 24% 28% 26% 25% 27%
Non-clinical staff (e.g., admin, front desk) 11% 12% 10% 13% 10% 5% 14%
Other 11% 6% 7% 5% 15% 13% 17%
N 2,593 1,181 603 578 1,412 656 756
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Table 4.A.2.3 (continued)

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

What type of clinician and staff at your practice is/are primarily responsible for the following care management and coordination activity? -
Navigating patients to community and social services

None <1% <1% 0% <1% 0% 0% 0%
Practitioner (i.e., MD, DO, NP, PA) 5% 5% 5% 5% 6% 7% 4%
Care manager/clinical staff (e.g., RN, LPN, social 70% 69% 73% 66% 70% 68% 72%
worker)

Other clinical staff (e.g., MA/CMA, CNA) 11% 14% 10% 17% 9% 7% 11%
Non-clinical staff (e.g., admin, front desk) 4% 6% 7% 5% 3% 5% 2%
Other 9% 6% 4% 7% 12% 13% 11%
N 2,593 1,181 603 578 1,412 656 756
None <1% 1% 2% <1% <1% <1% 0%
Some 24% 27% 22% 32% 22% 14% 29%
Most 34% 36% 32% 40% 33% 35% 30%
All 41% 36% 45% 28% 45% 50% 41%
N 2,593 1,181 603 578 1,412 656 756
No <1% <1% <1% 1% <1% <1% <1%
Yes, care plans are integrated with the EHR or 94% 91% 95% 87% 96% 96% 97%
other health IT

Yes, care plans are documented and stored, but 5% 8% 4% 12% 3% 4% 3%
are not integrated with the EHR or other health IT

N 2,576 1,165 592 573 1,411 655 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.

ED = emergency department; EHR = electronic health record; SSP = Medicare Shared Savings Program.; MD = Medical Doctor; DO = Doctor of Osteopathy, NP =
Nurse Practitioner; PA = Physician’s Assistant; RN = Registered Nurse; LPN = Licensed Practical Nurse; MA/CMA = Medical Assistant / Certified Medical
Assistant; CNA = Certified Nursing Assistant.
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Table 4.A.3.1. Comprehensiveness and coordination: Coordinated referral managements, Program Year 4, 2017 Starters
Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

Over the past two quarters, we have ensured coordinated referral management with the following high-frequency referral and/or high-cost specialty
care: (select all that apply.)

We do not ensure coordinated referral <1% <1% <1% 1% <1% <1% <1%
management with high-frequency referral and/or
high-cost specialty care.

Cardiology 72% 69% 68% 70% 75% 78% 72%
Endocrinology 45% 42% 44% 40% 48% 60% 37%
Gastroenterology 57% 53% 53% 53% 60% 67% 54%
Obstetrics/gynecology 42% 38% 37% 38% 45% 47% 44%
Oncology/hematology 37% 37% 40% 34% 37% 45% 31%
Ophthalmology 44% 43% 42% 45% 45% 45% 44%
Orthopedic surgery 45% 43% 42% 44% 46% 50% 43%
Surgery 41% 39% 44% 35% 43% 52% 36%
Other 60% 58% 54% 63% 61% 57% 65%
N 2,593 1,181 603 578 1,412 656 756

Collaborative agreement 75% 74% 77% 70% 77% 73% 80%
E-consult arrangement 20% 18% 21% 16% 20% 28% 14%
Other 16% 19% 15% 24% 13% 10% 16%
N 1,867 811 408 403 1,056 511 545

Collaborative agreement 69% 65% 64% 66% 72% 7% 64%
E-consult arrangement 26% 27% 28% 26% 25% 23% 29%
Other 21% 22% 22% 23% 20% 17% 24%
N 1,172 497 265 232 675 392 283
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Table 4.A.3.1 (continued)

Overall Total Non-SSP Total Non-SSP

Tool(s) used to ensure coordinated referral management with Gastroenterology

Collaborative agreement 68% 66% 66% 66% 69% 71% 68%
E-consult arrangement 21% 18% 18% 17% 23% 26% 19%
Other 23% 26% 25% 28% 21% 12% 31%
N 1,480 629 322 307 851 440 411
Collaborative agreement 64% 66% 64% 68% 63% 59% 66%
E-consult arrangement 24% 23% 27% 20% 24% 26% 22%
Other 20% 22% 19% 25% 19% 18% 20%
N 1,083 443 225 218 640 306 334
Collaborative agreement 64% 59% 65% 53% 68% 70% 64%
E-consult arrangement 24% 22% 23% 21% 25% 19% 32%
Other 22% 29% 23% 36% 17% 13% 22%
N 966 439 244 195 527 293 234
Collaborative agreement 73% 74% 82% 67% 72% 76% 68%
E-consult arrangement 16% 15% 16% 14% 17% 15% 19%
Other 21% 19% 12% 26% 22% 17% 27%
N 1,142 513 255 258 629 297 332
Collaborative agreement 67% 63% 66% 61% 70% 71% 69%
E-consult arrangement 22% 19% 18% 21% 24% 23% 24%
Other 23% 31% 29% 33% 18% 11% 24%
N 1,158 504 252 252 654 329 325
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Table 4.A.3.1 (continued)

Track 1 Track 2

Overall Total Non-SSP Total Non-SSP
Tool(s) used to ensure coordinated referral management with Surgery
Collaborative agreement 60% 60% 62% 57% 60% 63% 57%
E-consult arrangement 24% 25% 26% 24% 24% 18% 31%
Other 27% 29% 24% 35% 26% 24% 28%
N 1,076 466 263 203 610 338 272
Tool(s) used to ensure coordinated referral management with Other, please specify
Collaborative agreement 87% 83% 81% 85% 90% 90% 89%
E-consult arrangement 12% 11% 9% 13% 13% 20% 9%
Other 17% 21% 28% 15% 14% 11% 16%
N 1,555 687 323 364 868 377 491

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
SSP = Medicare Shared Savings Program.
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Table 4.A.3.3. Comprehensiveness and coordination: Comprehensive medication management, Program Year 4, 2017
Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP
Which of the following steps has your practice achieved to implement CMM? (Select all that apply.)
We have not taken any of these steps yet 15% 32% 33% 31% <1% <1% <1%
Established a plan for identifying patients with 70% 51% 55% 47% 85% 88% 83%
CMM needs
Identified or hired personnel for CMM 62% 41% 44% 39% 80% 81% 79%
Trained staff as necessary 68% 46% 44% 49% 86% 90% 82%
Developed workflows and processes 70% 46% 44% 47% 91% 93% 88%
Used measures to monitor and refine CMM 36% 21% 21% 21% 49% 52% 46%
N 2,593 1,181 603 578 1,412 656 756
0 15% 32% 33% 31% <1% <1% <1%
1 11% 15% 13% 17% 8% 3% 12%
2 10% 12% 14% 11% 8% 10% 6%
3 10% 12% 9% 15% 9% 10% 8%
4 24% 15% 16% 13% 31% 29% 33%
5 30% 14% 15% 13% 43% 47% 39%
N 2,593 1,181 603 578 1,412 656 756
None 3% 7% 9% 5% <1% <1% 1%
Some 63% 55% 53% 57% 68% 72% 64%
Most 28% 29% 29% 28% 27% 23% 31%
All 6% 9% 8% 10% 4% 5% 3%
N 2,203 804 403 401 1,399 650 749
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Table 4.A.3.3 (continued)

Track 1 Track 2

Overall Total Non-SSP Total Non-SSP

How does your practice deliver CMM?

Coordination with an external pharmacist, program, 25% 20% 24%, 15% 28% 26% 31%
or service NOT located at our practice

Coordination with a pharmacist, program, or 37% 28% 25% 30% 43% 42% 43%
service located at our practice

Primary care practitioners from our practice 38% 53% 51% 54% 29% 32% 26%
primarily deliver comprehensive medication

management

N 2,203 804 403 401 1,399 650 749

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
CMM = comprehensive medication management; SSP = Medicare Shared Savings Program.
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Table 4.A.3.4. Comprehensiveness and coordination: Behavioral health integration, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

What is your practice's strategy for addressing behavioral health needs? If you have or planned to integrate one or two of the behavioral health
models listed below, please select the option(s) that apply.

We are not integrating behavioral health needs at 1% 2% 3% 2% <1% <1% <1%
our practice

BHI with Care Management for Mental lliness only 36% 47% 45% 49% 26% 25% 27%
BHI with Primary Care Behaviorist model only 57% 46% 48% 44% 67% 68% 66%
BHI with CMMI and PCB Hybrid 5% 5% 4% 5% 6% 6% 6%
N 2,593 1,181 603 578 1,412 656 756

Which of the following steps has your practice achieved to integrate behavioral health? (Select all that apply)

BHI with Care Management for Mental lliness

We have not taken any of these steps yet <1% <1% 0% <1% <1% 0% <1%
Established a plan for identifying patients with 89% 88% 91% 85% 91% 91% 90%
behavioral health needs

Identified and/or hired personnel 71% 70% 70% 70% 72% 67% 76%
Trained staff as necessary 84% 84% 83% 84% 85% 89% 82%
Developed workflows and processes 87% 86% 88% 84% 90% 92% 88%
Used measures to monitor and refine care 39% 37% 41% 33% 41% 52% 33%
management for patients with mental health

disorders

N 1,069 613 297 316 456 205 251

Which of the following steps has your practice achieved to integrate behavioral health? (Select all that apply.)

BHI with the Primary Care Behaviorist Model

We have not taken any of these steps yet <1% <1% <1% <1% <1% <1% <1%
Establ'lshed a plan for identifying patients with 94% 93% 95% 90% 95% 93% 97%
behavioral health needs

Identified and/or hired personnel 86% 76% 80% 72% 91% 90% 93%
Trained staff as necessary 84% 82% 85% 78% 86% 92% 81%
Developed workflows and processes 90% 88% 89% 87% 91% 87% 94%
g:ﬁi&?ﬁﬁ%? monitor and refine Primary Care 53% 44% 49% 39% 58% 60% 56%
N 1,627 596 313 283 1,031 486 545
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Table 4.A.3.4 (continued)

Track 1 Track 2

Overall Total SSP Non-SSP Total Non-SSP

How many of the above steps has your practice achieved to integrate behavioral health?

BHI with Care Management for Mental lliness

0 <1% <1% 0% <1% <1% 0% <1%
1 7% 9% 10% 9% 4% 1% 7%
2 7% 8% 6% 9% 7% 7% 7%
3 21% 17% 14% 20% 25% 30% 20%
4 37% 41% 39% 42% 31% 22% 39%
5 28% 25% 30% 20% 32% 39% 27%
N 1,069 613 297 316 456 205 251

How many of the above steps has your practice achieved to integrate behavioral health?

BHI with the Primary Care Behaviorist Model

0 <1% <1% <1% <1% <1% <1% <1%
1 5% 8% 6% 10% 3% 4% 2%
2 6% 8% 6% 1% 4% 3% 5%
3 13% 12% 10% 14% 13% 1% 15%
4 30% 36% 36% 35% 26% 27% 25%
5 47% 36% 41% 31% 53% 54% 52%
N 1,627 596 313 283 1,031 486 545

In the last two quarters, of your patients with identified behavioral health needs, estimate how many received behavioral health care management at

your practice.

None 1% 2% 2% 1% 1% <1% 2%
Some 74% 75% 72% 78% 73% 68% 77%
Most 23% 21% 24% 18% 25% 31% 20%
All 2% 2% 2% 2% <1% 0% 2%
N 1,069 613 297 316 456 205 251
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Table 4.A.3.4 (continued)

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

In the last two quarters, of your patients with identified behavioral health needs, estimate how many were seen by a primary care behaviorist at your
practice.

None 7% 9% 11% 7% 5% 7% 3%
Some 61% 59% 51% 67% 62% 56% 68%
Most 30% 29% 35% 23% 31% 36% 26%
All 2% 3% 3% 3% 2% 1% 3%
N 1,627 596 313 283 1,031 486 545
What mental health conditions are you targeting with your behavioral health strategy? (Select all that apply.)

We do not target specific mental health conditions 4% 6% 8% 5% 2% 1% 2%
Anxiety disorders 82% 79% 76% 81% 85% 87% 83%
Alzheimer's disease and related dementias 29% 28% 26% 29% 31% 39% 24%
Depressive disorders 89% 87% 88% 86% 92% 94% 90%
Chronic pain 40% 36% 30% 42% 44% 52% 37%
Co-existing mental health and physical chronic 62% 56% 58% 54% 66% 69% 64%
conditions

High-risk behaviors (e.g., tobacco use, obesity, 59% 60% 62% 57% 59% 66% 53%
medication adherence)

Insomnia 34% 29% 27% 31% 39% 53% 27%
Substance use disorders (Select all that apply) 47% 37% 33% 41% 55% 66% 45%
Other 11% 12% 13% 11% 9% 8% 1%
Opioid 89% 87% 88% 86% 90% 90% 91%
Alcohol 92% 91% 88% 93% 93% 90% 97%
Tobacco 83% 85% 87% 84% 82% 86% 76%
Other 2% 3% 3% 2% 2% 2% 3%
N 2,556 1,152 584 568 1,404 653 751

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
BHI = behavioral health integration; SSP = Medicare Shared Savings Program.
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Table 4.A.3.5. Comprehensiveness and coordination: Linkages with social services, Program Year 4, 2017 Starters

Overall Total Non-SSP Total Non-SSP
Do you routinely screen your patients for health-related social needs?
We do not screen patients for health-related social 4% 9% 9% 9% 0% 0% 0%
needs
We screen a targeted subpopulation of patients for 50% 47% 40% 54% 52% 52% 53%
health-related social needs
We universally screen all patients for health-related 46% 44% 51% 37% 48% 48% 47%
social needs
N 2,593 1,181 603 578 1,412 656 756
What type of screening tool(s) do you use or adopt to capture health-related social needs in your patient population? (Select all that apply.)
We do not use any screening tools 1% 3% 3% 2% <1% 0% <1%
Standardized screening tool (e.g., screening tools 43% 37% 40% 35% 47% 47% 48%

published by HealthLeads, IOM/NAM, Accountable
Health Communities [AHC])

Tool developed by practice or system 58% 58% 59% 56% 59% 73% 46%
Other 15% 18% 19% 17% 13% 6% 20%
N 2,487 1,075 550 525 1,412 656 756
No 12% 16% 13% 18% 9% 7% 10%
Yes 88% 84% 87% 82% 91% 93% 90%
N 2,455 1,045 532 513 1,410 656 754

What high priority health-related social needs has your practice identified in your patient population that you have connected to community

resources for?

We have not identified any high priority health- 5% 11% 11% 12% <1% <1% <1%
related social needs to address in our patient

population

Food insecurity 79% 71% 71% 72% 86% 91% 82%
Housing instability 64% 57% 51% 64% 69% 73% 66%
Utility needs 59% 55% 55% 55% 63% 66% 61%
Financial resource strain 65% 57% 61% 53% 71% 78% 65%
Transportation 84% 79% 76% 81% 89% 88% 90%
Employment 31% 30% 32% 28% 32% 35% 29%
Social isolation 55% 49% 53% 46% 59% 65% 53%
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Table 4.A.3.5 (continued)

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP
Safety 69% 60% 57% 64% 7% 76% 78%
Other 15% 12% 12% 1% 17% 16% 18%
N 2,593 1,181 603 578 1,412 656 756
Do you have an established, ongoing relationship with social resources to address this need? - Food insecurity
Yes 91% 87% 90% 83% 93% 97% 90%
No 9% 13% 10% 17% 7% 3% 10%
N 2,053 841 427 414 1,212 595 617
Do you have an established, ongoing relationship with social resources to address this need? - Housing instability
Yes 87% 82% 89% 76% 90% 91% 90%
No 13% 18% 11% 24% 10% 9% 10%
N 1,659 679 310 369 980 480 500
Do you have an established, ongoing relationship with social resources to address this need? - Utility needs
Yes 88% 85% 86% 85% 90% 93% 87%
No 12% 15% 14% 15% 10% 7% 13%
N 1,539 645 329 316 894 436 458
Do you have an established, ongoing relationship with social resources to address this need? - Financial resource strain
Yes 85% 80% 80% 80% 88% 91% 84%
No 15% 20% 20% 20% 12% 9% 16%
N 1,675 673 365 308 1,002 514 488
Do you have an established, ongoing relationship with social resources to address this need? - Transportation
Yes 90% 85% 87% 83% 93% 96% 91%
No 10% 15% 13% 17% 7% 4% 9%
N 2,182 929 458 471 1,253 576 677
Do you have an established, ongoing relationship with social resources to address this need? - Employment
Yes 84% 78% 88% 65% 89% 90% 88%
No 16% 22% 12% 35% 11% 10% 12%
N 802 356 194 162 446 228 218
Do you have an established, ongoing relationship with social resources to address this need? - Social isolation
Yes 86% 86% 89% 82% 87% 90% 84%
No 14% 14% 11% 18% 13% 10% 16%
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Table 4.A.3.5 (continued)

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP
N 1,414 584 318 266 830 427 403
Do you have an established, ongoing relationship with social resources to address this need? - Safety
Yes 91% 88% 92% 85% 93% 96% 90%
No 9% 12% 8% 15% 7% 4% 10%
N 1,799 714 343 371 1,085 496 589
Do you have an established, ongoing relationship with social resources to address this need? - Other, please specify
Yes 87% 73% 66% 80% 95% 98% 92%
No 13% 27% 34% 20% 5% 2% 8%
N 381 139 73 66 242 104 138
Do you have an inventory of social service resources integrated with your EHR or health IT system?
No, we do not maintain an inventory of social 2% 3% 1% 5% <1% <1% <1%
services resources
No, we have an inventory of social service 64% 71% 71% 70% 59% 59% 59%

resources, but it is not integrated with our EHR or
health IT system

Yes, we have an inventory integrated with our EHR 34% 26% 28% 25% 41% 41% 40%
or health IT system
N 2,593 1,181 603 578 1,412 656 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.

AHC = Accountable Health Community; EHR = electronic health record; IOM/NAM = Institute of Medicine/National Academy of Medicine; SSP = Medicare Shared
Savings Program.
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Table 4.A.3.6. Comprehensiveness and coordination: Comprehensiveness, Program Year 4, 2017 Starters
Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

As part of your practice's work to increase comprehensiveness, what is/are the complex need(s) your practice is developing capabilities to address?
(Select all that apply.)

We are not developing capabilities to increase 3% 7% 6% 7% <1% <1% <1%
comprehensiveness

End-of-life or palliative care 65% 58% 64% 51% 72% 83% 62%
Chronic pain 40% 43% 43% 44% 37% 42% 33%
Substance use disorders 36% 37% 35% 39% 36% 42% 30%
Co-existing chronic conditions 64% 63% 62% 65% 64% 72% 56%
High acuity chronic conditions, please specify 48% 43% 50% 37% 51% 48% 54%
Alzheimer's disease and related dementias 29% 26% 27% 26% 32% 34% 30%
Frailty 22% 23% 22% 24% 21% 25% 18%
Other 17% 19% 23% 14% 15% 15% 16%
N 2,593 1,181 603 578 1,412 656 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
SSP = Medicare Shared Savings Program.
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Table 4.A.4.1. Patient and caregiver engagement: Engaging patients and caregivers in your practice, Program Year 4,
2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP SSP
Tell us how frequently your practice engages patients and caregivers in care and improvement activities
Never <1% <1% 0% <1% <1% <1% <1%
Rarely 3% 3% 2% 4% 2% 1% 4%
Sometimes 45% 44% 43% 45% 47% 47% 46%
Often 39% 42% 42% 42% 37% 39% 36%
Always 12% 11% 13% 8% 14% 12% 15%
N 2,593 1,181 603 578 1,412 656 756
Which of the following steps has your practice achieved to implement and integrate the PFAC? (Select all that apply.)
We have not taken any of these steps 1% 2% 1% 3% <1% <1% <1%
Identified staff participants 97% 95% 97% 94% 98% 98% 97%
Recruited patient participants 97% 95% 97% 93% 98% 98% 97%
Defined mission and vision of PFAC 94% 92% 95% 90% 95% 95% 95%
Determined structure of the PFAC (e.g., number of 95% 93% 94% 91% 97% 98% 96%

patients or family advisors, frequency of meetings,
term lengths, and other meeting logistics)

Incorporated PFAC recommendations into practice 90% 85% 86% 85% 94% 95% 94%
Communicated PFAC recommendations to 86% 81% 83% 79% 91% 90% 91%
patients and staff

Developed a sustainability plan for the PFAC 67% 66% 67% 64% 69% 69% 69%
N 2,593 1,181 603 578 1,412 656 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
PFAC = Patient and Family Advisory Council; SSP = Medicare Shared Savings Program.
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Table 4.A.4.2. Patient and caregiver engagement: Advance care planning, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP
Which of the following steps has your practice achieved to implement ACP? (Select all that apply.)
We have not taken any of these steps yet 5% 11% 6% 16% <1% <1% 0%
Established a plan for identifying patients with ACP 82% 73% 78% 69% 90% 88% 92%
needs
Identified personnel for ACP 78% 65% 70% 59% 88% 89% 87%
Trained staff as necessary 7% 67% 75% 58% 86% 83% 88%
Developed workflows and processes 73% 62% 69% 53% 83% 84% 82%
N 2,593 1,181 603 578 1,412 656 756
0 5% 11% 6% 16% <1% <1% 0%
1 10% 16% 15% 17% 5% 4% 6%
2 12% 14% 12% 16% 1% 13% 10%
3 15% 15% 16% 14% 14% 16% 12%
4 58% 44% 51% 37% 69% 67% 71%
N 2,593 1,181 603 578 1,412 656 756
We do not systematically identify patients for <1% 2% 2% 2% <1% <1% <1%
advance care planning
High-risk status (using the practice's two-step risk 48% 46% 48% 45% 50% 57% 43%
stratification methodology)
Patients with serious illness and/or based on age 71% 66% 68% 64% 75% 79% 72%

(e.g., cancer diagnosis, end-stage kidney disease,
heart failure, COPD)

Clinician or care team referral/identification 75% 76% 79% 73% 75% 79% 71%
Other 31% 30% 33% 28% 31% 27% 34%
N 2,462 1,054 569 485 1,408 652 756
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Table 4.A.4.2 (continued)

Track 1 Track 2

Overall Total SSP Non-SSP Total Non-SSP
What system(s) do you use to document and store ACP conversations and decisions? (Select all that apply.)
We do not document and store advance care <1% <1% <1% 0% <1% <1% <1%
planning conversations and decisions
EHR or other health IT 99% 99% 99% 99% 100% 100% 99%
A local or regional Health Information Exchange 3% 3% 2% 4% 3% 2% 4%
Patient portal/patient health record 16% 20% 16% 24% 13% 10% 16%
Other 2% 2% 2% 2% 2% 2% 2%
N 2,462 1,054 569 485 1,408 652 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
ACP = advance care planning; EHR = electronic health record; SSP = Medicare Shared Savings Program; COPD = Chronic Obstructive Pulmonary Disease.
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Table 4.A.5.1. Planned care and population health: Team-based care, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP
How often do care teams at your practice have structured huddles focused on patient care?
Never <1% <1% 1% 0% <1% 0% <1%
Only as needed or ad hoc 13% 19% 19% 19% 8% 5% 10%
At least daily 49% 45% 48% 42% 51% 46% 56%
At least weekly 29% 24% 19% 30% 33% 41% 26%
At least every 2 weeks 3% 3% 3% 3% 2% 2% 2%
At least monthly 7% 9% 10% 7% 5% 5% 5%
N 2,593 1,181 603 578 1,412 656 756
How often do care teams at your practice have scheduled care team meetings to discuss high-risk patients and planned care?
Never <1% 1% 1% <1% <1% <1% 0%
Only as needed or ad hoc 30% 36% 31% 41% 24% 16% 32%
At least daily 12% 14% 18% 10% 10% 12% 8%
At least weekly 31% 21% 18% 23% 39% 44% 35%
At least every 2 weeks 5% 4% 5% 4% 6% 4% 8%
At least monthly 22% 24% 27% 21% 21% 24% 18%
N 2,593 1,181 603 578 1,412 656 756

How often do care teams at your practice meet and review quality improvement data (e.g., data on quality, cost, utilization, and patient experience of

care)?

Never <1% 0% 0% 0% <1% <1% 0%
Only as needed or ad hoc 6% 9% 7% 11% 4% 2% 5%
At least weekly 15% 11% 6% 16% 18% 20% 17%
At least monthly 60% 58% 66% 49% 63% 64% 61%
At least quarterly 16% 18% 18% 19% 13% 13% 14%
At least annually 3% 4% 3% 5% 2% 1% 3%
N 2,593 1,181 603 578 1,412 656 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
SSP = Medicare Shared Savings Program.
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Table 4.A.5.2. Planned care and population health: Use of data to plan care, Program Year 4, 2017 Starters
Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

Tell us what types of data on quality, utilization, patient experience, and other measures your practice regularly uses to improve delivery of care and
achieve your CPC+ aims. (Select all that apply.)

We do not use data in quality improvement work at <1% <1% <1% <1% <1% 0% <1%
our practice

Electronic clinical quality measures (eCQMs) 98% 96% 95% 96% 99% 100% 99%
Claims data feedback from CMS (CPC+ data 87% 85% 85% 85% 89% 94% 85%
feedback tool)

Claims data feedback from other payers 79% 7% 81% 73% 81% 84% 78%
Multi-payer data from Health Information Exchange 37% 41% 42% 40% 33% 37% 30%

(HIE), all payer claims databases (APCD), or other
data aggregator

Patient Reported Outcome Measures (PROMS) 28% 30% 35% 25% 26% 32% 20%
Patient experience data (e.g., CAHPS or other 93% 91% 93% 89% 94% 93% 94%
surveys)

Performance-Based Incentive Report (PBIP) 63% 55% 35% 76% 69% 46% 90%
ACO/IPA/System analytics 54% 57% 82% 30% 52% 81% 27%
N 2,593 1,181 603 578 1,412 656 756

How helpful is this data in quality improvement work at your practice? (Rate from 1-5, with 5 being the most helpful and 1 being not helpful at all)

Electronic clinical quality measures (eCQMs)

1 — Not helpful at all 4% 2% 3% 1% 6% 9% 3%
2 3% 3% 4% 1% 2% 4% 1%
3 10% 10% 8% 13% 9% 1% 8%
4 26% 27% 28% 27% 25% 29% 22%
5 — Most helpful 57% 57% 57% 58% 57% 47% 66%
N 2,529 1,128 575 553 1,401 654 747

How helpful is this data in quality improvement work at your practice? (Rate from 1-5, with 5 being the most helpful and 1 being not helpful at all)

Claims data feedback from CMS (CPC+ data feedback tool)

1 — Not helpful at all 5% 6% 6% 5% 4% 4% 4%
2 19% 14% 12% 17% 23% 26% 21%
3 32% 33% 32% 34% 31% 26% 36%
4 27% 26% 23% 29% 28% 30% 26%
5 — Most helpful 17% 21% 27% 16% 14% 14% 14%
N 2,262 1,000 511 489 1,262 619 643
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Table 4.A.5.2 (continued)

Overall Total SSP Non-SSP Total SSP Non-SSP

How helpful is this data in quality improvement work at your practice? (Rate from 1-5, with 5 being the most helpful and 1 being not helpful at all) -
Claims data feedback from other payers

1 — Not helpful at all 4% 3% 2% 4% 4% 1% 6%
2 11% 9% 5% 14% 13% 7% 17%
3 32% 34% 35% 33% 31% 26% 35%
4 33% 31% 32% 29% 35% 44% 26%
5 — Most helpful 20% 23% 26% 21% 18% 21% 15%
N 2,053 910 487 423 1,143 554 589

How helpful is this data in quality improvement work at your practice? (Rate from 1-5, with 5 being the most helpful and 1 being not helpful at all)

Multi-payer data from Health Information Exchange (HIE)

1 — Not helpful at all 11% 13% 15% 10% 8% 6% 10%
2 10% 12% 14% 10% 7% 2% 12%
3 25% 26% 33% 19% 23% 24% 22%
4 25% 26% 19% 33% 24% 19% 30%
5 — Most helpful 30% 22% 17% 27% 38% 49% 26%

N 951 482 252 230 469 242 227
How helpful is this data in quality improvement work at your practice? (Rate from 1-5, with 5 being the most helpful and 1 being not helpful at all)

Patient Reported Outcome Measures (PROMS)

1 — Not helpful at all 5% 4% 3% 4% 7% 8% 4%
2 14% 9% 8% 10% 19% 27% 7%
3 30% 39% 41% 38% 20% 20% 20%
4 25% 22% 18% 27% 28% 13% 50%
5 — Most helpful 27% 27% 30% 22% 26% 32% 19%
N 722 358 212 146 364 212 152

How helpful is this data in quality improvement work at your practice? (Rate from 1-5, with 5 being the most helpful and 1 being not helpful at all)

Patient experience data (e.g., CAHPS or other surveys)

1 — Not helpful at all 2% 2% 2% 3% 1% <1% 2%
2 6% 4% 3% 6% 7% 4% 9%
3 24% 28% 29% 28% 21% 17% 25%
4 32% 31% 29% 34% 32% 31% 33%
5 — Most helpful 37% 34% 38% 30% 39% 47% 32%
N 2,403 1,076 560 516 1,327 613 714
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Table 4.A.5.2 (continued)

Overall Total SSP Non-SSP Total SSP Non-SSP

How helpful is this data in quality improvement work at your practice? (Rate from 1-5, with 5 being the most helpful and 1 being not helpful at all) -
Performance-Based Incentive Report (PBIP)

1 — Not helpful at all 10% 7% 14% 4% 13% 20% 10%
2 1% 9% 1% 8% 12% 6% 14%
3 32% 35% 19% 42% 30% 23% 33%
4 28% 29% 35% 27% 27% 39% 23%
5 — Most helpful 19% 20% 20% 19% 19% 12% 21%
N 1,632 651 212 439 981 301 680

How helpful is this data in quality improvement work at your practice? (Rate from 1-5, with 5 being the most helpful and 1 being not helpful at all)

ACO/IPA/System analytics

1 — Not helpful at all 7% 7% 6% 13% 7% 8% 3%
2 4% 4% 5% 3% 4% 2% 10%
3 21% 23% 24% 20% 19% 22% 1%
4 34% 33% 33% 32% 35% 41% 17%
5 — Most helpful 34% 32% 32% 31% 36% 26% 59%
N 1,410 670 494 176 740 533 207

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.

ACO = Accountable Care Organization; APCD = all-payer claims database; CAHPS = Consumer Assessment of Healthcare Providers and Systems; eCQM =
electronic Clinical Quality Measure; IPA = Independent Physician Association; PBIP = Performance-based Incentive Payment; PROM = Patient-Reported
Outcome Measure; SSP = Medicare Shared Savings Program.
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Table 4.A.5.3. Planned care and population health: Continuous quality improvement, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP

Identify the quality measures on which your practice focused its quality improvement efforts during the past two quarters. (Select all that apply.)

We have not focused quality improvement efforts 0% 0% 0% 0% 0% 0% 0%
on any of the quality measures below

Required eCQMs

Controlling High Blood Pressure 96% 95% 94% 95% 97% 98% 97%
Diabetes: Hemoglobin HbA1c Poor Control (> 9%) 99% 98% 99% 98% 99% 99% 99%
Other eCQMs

Diabetes: Eye Exam 73% 69% 74% 63% 76% 81% 71%
Diabetes: Medical Attention for Nephropathy 55% 54% 50% 57% 56% 56% 57%
Dementia: Cognitive Assessment 25% 25% 22% 29% 25% 20% 30%
Depression Utilization of the PHQ-9 Tool 56% 62% 61% 64% 51% 53% 50%
Preventive Care and Screening: Screening for 53% 54% 55% 53% 52% 52% 52%
Depression and Follow-Up Plan

Preventive Care and Screening: Tobacco Use 56% 57% 58% 55% 56% 64% 49%
Screening and Cessation Intervention

Initiation and Engagement of Alcohol and Other 12% 13% 9% 17% 10% 12% 9%
Drug Dependence Treatment

Falls: Screening for Future Falls Risk 59% 61% 66% 56% 58% 64% 53%
Breast Cancer Screening 81% 80% 86% 74% 82% 86% 79%
Cervical Cancer Screening 57% 55% 58% 52% 59% 66% 53%
Colorectal Cancer Screening 84% 83% 88% 77% 84% 90% 80%
Preventive Care and Screening: Influenza 60% 59% 60% 58% 61% 64% 58%
Immunization

Pneumococcal Vaccination Status for Older Adults 51% 51% 53% 49% 51% 54% 49%
Ischemic Vascular Disease (IVD): Use of Aspirin or 16% 18% 18% 17% 15% 15% 14%
Another Antiplatelet

Statin Therapy for the Prevention and Treatment of 40% 45% 50% 40% 35% 33% 37%
Cardiovascular Disease

Closing the Referral Loop: Receipt of Specialist 35% 38% 38% 37% 32% 31% 34%
Report

Use of High-Risk Medications in the Elderly 19% 21% 20% 22% 17% 14% 20%
Other 8% 9% 9% 8% 7% 11% 4%
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Table 4.A.5.3 (continued)

Overall Non-SSP Total Non-SSP

Utilization and cost

ED 92% 91% 90% 93% 92% 93% 91%
Inpatient 86% 86% 87% 86% 86% 89% 84%
Specialty care 23% 25% 33% 17% 21% 23% 20%
Imaging/labs 21% 22% 29% 15% 20% 20% 20%
Post-acute care 28% 25% 33% 17% 30% 35% 26%
Observation stays 17% 18% 19% 17% 16% 13% 18%
Other 9% 8% 8% 7% 11% 17% 5%
Patient experience (CAHPS domains)

Getting timely appointments, care, and information 82% 79% 82% 75% 85% 88% 84%
How well practitioners communicate with patients 58% 56% 61% 52% 60% 63% 58%
Overall practitioner ratings 60% 60% 63% 57% 60% 64% 57%
Attention to care from other practitioners 29% 28% 30% 25% 31% 28% 32%
Practitioners support patients in taking care of own 41% 39% 42% 37% 42% 41% 44%
health

Other 9% 8% 5% 10% 10% 10% 10%
N 2,593 1,181 603 578 1,412 656 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
CAHPS = Consumer Assessment of Healthcare Providers and Systems; eCQM = electronic Clinical Quality Measure; SSP = Medicare Shared Savings Program.
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Table 4.A.5.4. Planned care and population health: Culture of improvement at your practice, Program Year 4, 2017 Starters

Track 1 Track 2

Overall Total SSP Non-SSP Total SSP Non-SSP
Over the last two quarters, who in your practice primarily generated improvement ideas and opportunities?
Did not occur <1% <1% <1% <1% <1% <1% <1%
Clinical and administrative leadership 89% 87% 93% 81% 91% 90% 92%
Designated quality improvement team 60% 59% 67% 51% 61% 66% 57%
Care teams and clinical staff 76% 75% 76% 74% 78% 86% 70%
Non-clinical staff 47% 48% 51% 46% 46% 46% 45%
Patients/caregivers 44% 48% 47% 49% 42% 42% 41%
N 2,593 1,181 603 578 1,412 656 756
Over the last two quarters, who in your practice implemented improvement projects or tests of change?
Did not occur 1% 2% 3% 1% <1% <1% 1%
Clinical and administrative leadership 80% 78% 81% 75% 81% 75% 86%
Patients/caregivers 11% 10% 10% 10% 11% 7% 14%
Non-clinical staff 48% 47% 47% 46% 50% 57% 44%
Care teams and clinical staff 80% 77% 78% 77% 82% 85% 78%
Designated quality improvement team 58% 56% 63% 49% 59% 63% 56%
N 2,593 1,181 603 578 1,412 656 756
Over the last two quarters, who in your practice had access to practice-level results?
Did not occur <1% <1% <1% <1% <1% <1% <1%
Designated quality improvement team 67% 62% 68% 55% 72% 82% 62%
N 2,593 1,181 603 578 1,412 656 756
Over the last two quarters, who in your practice had access to practice-level results?
Clinical and administrative leadership 95% 93% 95% 96%
Care teams and clinical staff 87% 84% 85% 83% 90% 93% 87%
Non-clinical staff 59% 55% 59% 51% 62% 67% 58%
Patients/caregivers 16% 17% 14% 19% 15% 12% 17%
N 2,593 1,181 603 1,412
Over the last two quarters, who in your practice had access to results identified to the applicable practitioner or care team?
Did not occur 1% 2% 2% 1% 1% <1%
Non-clinical staff 45% 44% 47% 40% 47% 52% 41%
Care teams and clinical staff 80% 79% 80% 78% 81% 84% 79%
Designated quality improvement team 63% 57% 63% 51% 69% 79% 60%
Clinical and administrative leadership 94% 92% 95% 89% 95% 96% 94%
Patients/caregivers 7% 9% 8% 9% 5% 5% 6%
N 2,593 1,181 603 578 1,412 656 756

Source: Mathematica's analysis of 2020 (Quarter 4) care delivery reporting data submitted by practices to CMS via the CPC+ Practice Portal.
SSP = Medicare Shared Savings Program.
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4.B. Methods Used for the Deep-Dive Practice Study

In this Appendix, we describe changes to our data collection strategy and the number of practices
interviewed over the course of the deep-dive practice study. First, we summarize the approach
used in program years (PYs) 1 and 2. Then we detail the interview guide, sample of practices,
and analytic methods used in PY 4. As planned, we did not collect qualitative data for the deep-
dive practice study in PY 3. More details on the deep-dive data collection methods used in PYs 1
and 2 are in the appendices to the evaluation’s first and second annual reports (Anglin et al. 2019
and Ghosh et al. 2020).

In PYs 1, 2, and 4, the sample of CPC+ practices chosen for the evaluation’s deep-dive practice
study were similar to all of the CPC+ practices that started in 2017, in four key characteristics:
(1) CPC+ track, (2) participation in the Medicare Shared Savings (SSP) program, (3) ownership
status, and (4) size (the number of primary care practitioners at the practice site).

4.B.1. Overview of deep-dive data collection in PYs 1 and 2

In PY 1, we identified 81 practices that joined CPC+ in 2017 to participate in the evaluation’s
deep-dive practice study. To learn about practices’ experiences with CPC+ in PY 1, we
conducted deep-dive data collection by interviewing staff in person at the 81 practices in spring
2018. We used one interview guide that included 10 topic-focused modules: 1 for each of the
five CPC+ functions, 1 on payment, 1 on learning supports, 1 on health care systems’
perspectives on CPC+, and 1 each on the special topics of use of specialists and teamwork.
Because of the length of the overall interview guide and to ensure that we collected
comprehensive and in-depth data about practices’ experiences with multiple aspects of CPC+,
we administered 3 or 4 of the 10 modules to each deep-dive practice, enabling us to gather
detailed information for each module from about 30 diverse practices.

To learn about practices’ experiences with CPC+ in PY 2, we conducted deep-dive data
collection as telephone interviews with staff from 59 of the 81 practices interviewed in PY 1 in
spring 2019. We reduced the sample from 81 to 59 practices, because (1) in the analysis of the
PY 1 interviews, we reached saturation and identified key findings before analyzing the full
sample of 81 practices; (2) we wished to reduce data collection burden on practices when a
smaller sample was sufficient; and (3) we wished to reduce evaluation costs and maximize
efficiency. We used one interview guide that included eight topic-focused modules. The eight
modules included one for each of the five CPC+ functions, one on payment, one on learning
supports, and one on health care systems’ perspectives on CPC+. Instead of creating additional
special-topics modules, we added questions on two special topics to two of the eight modules.
The special topics included in the PY 2 interview guide were practices’ development and use of
care plans and practices’ experiences with continuous quality improvement. We administered
two or three of the eight modules to each deep-dive practice, enabling us to gather detailed
information for each module from about 22 diverse practices.
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4.B.2. Deep-dive data collection in PY 4

In PY 4, we made two key changes to the PY 2 deep-dive study data collection strategy: (1) we
used the complete interview guide with all practices (rather than assigning interview guide
modules to subsets of practices), and (2) we interviewed fewer practices (40 of the 59
interviewed in PY 2). Our analysis process remained largely the same as in PYs 1 and 2. In the
sections below, we describe the interview guide, sample reduction, and analysis processes used
in PY 4.

A. Interview guide for deep-dive telephone interviews

To learn about practices’ experiences with CPC+ in PY 4, we used one interview guide with all
practices (rather than assigning interview guide modules to subsets of practices as we had in PYs
1 and 2). We opted for this approach because (1) CMS reduced the number of care delivery
requirements from 21 to 13 between PY's 2 and 3, so we had fewer requirements to cover during
interviews, and (2) we wanted to ask all practices in-depth questions about the care delivery
requirements we had observed to be particularly challenging for practices to implement in prior
years.

The interview guide we used in spring 2021 to conduct telephone interviews with all deep-dive
practices covered the following topics: alternatives to traditional office visits, risk stratification,
longitudinal care management, episodic care management, coordination with specialty care,
behavioral health integration, comprehensive medication management, health-related social
needs, advance care planning, planned care and population health, the coronavirus disease 2019
pandemic, teamwork, CPC+ learning supports, and experiences with CPC+ overall.

B. Selection of deep-dive practices

In PY 4, we reduced the sample of deep-dive practices to 40 of the 59 interviewed in PY 2.
Based on our experiences in PYs 1 and 2, and because we planned to ask all practices all of the
questions in the interview guide, we expected to reach saturation of themes with 40 practices.

As in previous years, the 40 practices were chosen to be similar to all CPC+ practices in terms of
CPC+ track, SSP participation, ownership, and size (Table 4.B.1). The sample of 40 practices
came from 13 of the 14 regions that started CPC+ in 2017, and was proportional to the total
number of participating practices in each region, as follows:

e Three to six practices from each of the three regions with the largest number of participating
practices (Michigan, New Jersey, and Ohio & Northern Kentucky)

e Two to five practices from each of the eight medium-sized regions (Arkansas, Colorado,
Greater Kansas City, Greater Philadelphia, Hawaii, North Hudson-Capital, Oklahoma, and
Oregon)

e One to two practices from two of the regions with the smallest number of participating
practices (Montana and Rhode Island)
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We did not include practices from one of the regions with the smallest number of participating
practices (Tennessee), because only large (mostly system-owned) practices were participating in
CPC+ at the time of sample selection, and we prioritized recruitment of small independent
practices across regions to ensure our sample was balanced on these characteristics.

Five of the original 40 deep-dive practices declined to participate in interviews. We replaced
them with alternate practices with similar characteristics selected from the 59 practices in the
PY 2 sample.

Table 4.B.1. Characteristics of deep-dive practices and all CPC+ practices that started in
2017 and were interviewed about PY 4 experiences

Deep-dive practices All practices

Practice characteristic (N = 40) (N =2,599)
Track 1 45% 46%
Track 2 55% 54%
Participated in CPC Classic 10% 16%
SSP 40% 49%
System or group affiliation 7% 74%
Practice size (number of primary care practitioners)

Small (1-2) 20% 27%
Medium (3-5) 35% 39%
Large (6+) 40% 34%

Source: We measured the time-varying practice characteristics of practice size and SSP participation status at the
end of PY 3 to capture practices’ characteristics at the start of PY 4. We measured practice system or
group affiliation as reported in each practice’s CPC+ application before CPC+ began. We also measured
participation in CPC Classic before CPC+ began, because it cannot change during CPC+. The data are
derived from Mathematica’s analysis of (1) CMS’s CPC+ practice tracking data for number of primary care
practitioners (as of December 2019), SSP participation status (as of January 2020), and system or group
affiliation (as of November 2016), and (2) data from CMS on CPC Classic participation.

Notes: N =2,599 CPC+ practices (1,185 Track 1 practices and 1,414 Track 2 practices) that were participating at
the end of PY 4.

The percentages in this table for all CPC+ practices are largely similar to the percentages shown in Chapter
2. In Chapter 2, Figure 2.7, however, “system” includes only practices that are owned by a hospital or
health system, whereas for the deep-dive sample, “system or group” practices include those that are part of
any larger health care organization, including group practices.

PY = program year; SSP = Medicare Shared Savings program

C. Analysis of deep-dive interview data

We transcribed all interview recordings. A team of trained researchers used the interview
transcripts to code and analyze the interview data. To organize data for analysis, we used codes
aligned with the topics covered in the interview guide. We also used the Consolidated
Framework for Implementation Research to code factors that practices described as barriers or
facilitators to CPC+ implementation, such as a practice’s internal quality improvement resources
or the presence of other primary care initiatives (Damschroder et al. 2009). We used NVivo
software to code and organize the data for cross-practice analysis.
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4.C. Study of exemplar practices

This Appendix describes findings from a mixed-methods study with exemplar CPC+ practices.
We used Bayesian analyses to identify CPC+ practice sites with the highest probability of
achieving substantial reductions in the Medicare Acute Hospitalization Rate (AHR) between
2016 (the year preceding CPC+) and 2018 (the second year of CPC+). We then conducted
telephone interviews and within- and cross-case comparative analysis of 14 of these primary care
practice sites (hereafter referred to as “exemplars’). The Appendix is organized into introduction
(Section 1), methods (Section 2), results (Section 3), and discussion (Section 4). Section 5
provides additional, technical details on our approach for identifying exemplar practices.

4.C.1. Introduction

Substantial evidence demonstrates many acute hospitalizations in the United States could be
avoided by providing patients with timely access to high-quality primary care (Bindman et al.
1995; Starfield 1998; Rosano et al. 2013; Rich et al. 2021a; Brown et al. 2012; Wasson et al.
1984). Yet many primary care practices and primary care practitioners (PCPs) may not be able to
achieve this goal. Beset by increasing patient complexity and administrative burdens, PCPs also
face fee-for-service (FFS) payments insufficient to support their efforts to deliver high-quality
care that is accessible, continuous, coordinated, and comprehensive (Jstbye et al. 2005;
Berenson and Rich 2010; Starfield 1992; NAM 2021).

To help address such challenges, in January 2017, the Centers for Medicare & Medicaid Services
launched CPC+ (Peikes et al. 2019). More than 3,000 primary care practice sites participate in
CPC+. CPC+ gives sites financial resources and technical assistance and promotes regionally
based payment reform and primary care transformation to improve quality of care and achieve
better health outcomes at lower cost (Sessums et al. 2016; CMS 2021a).

Since hospital spending accounts for 41 percent of annual Medicare Part A and B costs, even a
modest reduction in the AHR could yield savings (MedPAC 2021). However, there is little
evidence identifying effective strategies for reducing avoidable hospitalizations across diverse
primary care practice settings and patient populations. Therefore, as part of the CPC+
independent evaluation, we sought to understand how practices that succeeded in reducing AHR
did so.

4.C.2. Methods

We used Bayesian analyses to identify the CPC+ practice sites—the single physical locations
where patients are served—with the highest probability of achieving substantial reductions in
Medicare AHR over time. We then conducted telephone interviews and within- and cross-case
comparative analysis of 14 of these primary care practice sites (hereafter referred to as
“exemplars”).

A. Exemplar identification

We defined the AHR as the number of hospitalizations at short-stay acute hospitals and critical
access hospitals per 1,000 Medicare beneficiaries per year. This AHR measure included
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emergency department (ED) visits and observation stays if they resulted in an inpatient
admission; we excluded hospitalizations for elective surgery and planned procedures. We used
Medicare claims and enrollment data and Bayesian modeling to estimate the probability that
each CPC+ practice site achieved a substantial reduction (at least 5 percent larger than the
average CPC+ practice site) in AHR, adjusted for a range of patient, practice, and market
characteristics. Using this methodology, we identified the 25 primary care practice sites, of the
2,888 that joined CPC+ in 2017, with the highest probability of achieving substantial reductions
in their AHR between 2016 (the year preceding CPC+) and 2018 (the second year of CPC+
participation). (See details in Section 4.C.5.)

B. Interviews with exemplars

We conducted an initial 60-minute interview with one or two practice and system leaders at each
exemplar. We used a grounded theory approach, asking the same open-ended questions in each
interview to identify the factors (care delivery activities, practice characteristics, and community
context) respondents perceived as influencing AHR reductions (Table 4.C.1) (Strauss and Corbin
190). We then conducted 60-minute follow-up interviews with two to eight staff individually at 9
of the 14 exemplars to gather detail. We customized these interviews based on findings from the
initial interview and the respondent’s role at the practice. Five exemplars declined to participate
in the follow-up interviews.

Health services researchers conducted all interviews for their assigned exemplars, each paired
with a physician with primary care research experience. We acquired verbal consent, and
recorded and transcribed the interviews.

Table 4.C.1. Key interview questions

Opening questions Probes for each factor identified

¢ In your opinion, what are the one or two things that pop into your mind as e When did you start doing or

the most important factors going on at, or outside, this practice that might experiencing it?
explain reductions in acute hospitalizations among your patients between o Has anything about it changed
2016 and 2018? since that time? If so, tell me

e Was there anything else significant that was new or different about how more.
this practice delivered care that might account for reductions in acute « How did the practice implement
hospitalizations among its patient population from 2016 to 2018? [this factor]?

e Was there anything else significant that was new or different about the
characteristics of this practice that might account for reductions in
acute hospitalizations among its patient population from 2016 to 20187

¢ Was there anything else significant that was new or different about the
community or region outside of this practice that might account for
reductions in acute hospitalizations among its patient population from
2016 to 20187

C. Qualitative analysis

Within- and cross-case analysis proceeded in stages (Yin 2009; Stake 1995). After completing
interviews, we drafted a case report for each exemplar based on interview notes. We then coded
interview transcripts using NVivo 12 (QSR International), using codes aligned with interview
questions and open coding to capture factors influencing AHR. We met weekly to resolve coding
discrepancies and revise codes. We used coded data to finalize case reports. We then scored the
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influence of factors present in each report from 0 (not contributing to AHR reduction) to 3
(major contributor to AHR reduction). Scoring took into consideration respondents’ perceptions,
when the factor was introduced or modified, and the proportion of patients that it potentially
influenced. We reviewed each case report and independently scored factors. We held a series of
meetings to finalize scores through consensus discussions (Belgrave and Smith 1995). We
entered scores and substantiating data into a matrix with exemplars as columns and factors as
TOWS.

We then used the matrix to detect similarities and differences across the cases, merge and
distinguish concepts, identify factors present for four or more cases, and generate findings
(Glaser and Strauss 1967). We met weekly to reach consensus on factors and referred back to
transcripts and coded data as needed. To check that variation in the number of interviews
conducted across exemplars did not bias results, we compared results from the 11 cases with
multiple interviews to the results from the 5 cases with a single interview. Factors present at the
5 practices were represented in the sample of 11, though fewer factors emerged overall for the
cases with less data.

After the analysis was complete, we conducted 3 virtual panels with 17 staff from 12 exemplars
to confirm that our findings aligned with their perceptions and to discuss implications.

The New England Institutional Review Board (IRB) granted the study an IRB exemption.

4.C.3. Results

From February to December 2020, we conducted telephone interviews with 14 of the 25 practice
sites; 11 sites declined to participate or did not respond to outreach. The coronavirus-19
pandemic likely contributed to our sample being smaller than planned; although recruitment was
paused during the initial surge in cases, once we resumed, many practices declined to participate.
Nonparticipating practice sites were more likely to serve fewer Medicare beneficiaries and have
less prior experience with medical home models than those that participated. We interviewed 64
respondents: 19 physicians, 14 practice administrators, 11 system-level leaders, 10 care
managers, and 10 other practice staff (e.g., nurses and physician assistants).

The 14 exemplars experienced a 6 percent average decrease in Medicare AHR between 2016 and
2018, in contrast to an average increase of 5 percent in non-exemplar CPC+ practices. Table
4.C.2 displays select characteristics for each participating exemplar. Consistent with purposively
selecting practices with the largest reductions in AHR, our sample differs from the full set of
CPC+ practices. We did not conduct tests of statistical significance comparing the exemplar and
full CPC+ samples, though some notable differences exist (Table 4.C.3). The 14 participating
exemplars were larger, employed more practitioners, and served more FFS beneficiaries than did
CPC+ practices overall and thus received larger CPC+ payments. All 14 exemplars had primary
care transformation experience. Exemplars also served patients with slightly higher medical
complexity. Exemplars were more likely to be located in rural areas and in the western United
States. Exemplars were in counties with more acute care hospital beds than CPC+ practices
overall.
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Table 4.C.2. Select characteristics of each exemplar at baseline, 2016

Probability of = Hospital/ Mean number Prior

Change in improvement system Size (# of of transformation County
Exemplar AHR ? in AHR owned PCPs) beneficiaries ° experience °© type

E1 -11% 99% Yes 3-5 798 Yes Urban KY
E2 -9% 99% Yes 6+ 2,674 Yes Urban MO
E3 -6% 91% Yes 6+ 2,991 Yes Urban CcO
E4 -6% 91% Yes 6+ 2,206 Yes Urban PA
E5 -5% 87% Yes 6+ 2,540 Yes Rural MT
E6 -6% 86% Yes 6+ 889 Yes Urban CcoO
E7 -6% 83% No 3-5 831 Yes Urban NJ
E8 -5% 83% No 3-5 1,028 Yes Suburban MI

E9 -5% 83% No 3-5 929 Yes Rural AR
E10 -5% 82% Yes 6+ 1,802 Yes Urban OR
E11 -5% 77% No 6+ 574 Yes Urban OH
E12 -4% 7% No 6+ 1,090 Yes Urban RI

E13 -4% 76% No 6+ 1,256 Yes Urban OH
E14 -4% 75% Yes 6+ 1,055 Yes Rural CcO

Sources: Mathematica’s analysis of data on the number, characteristics, and service use and spending of attributed Medicare
beneficiaries based on Medicare Enroliment Database and claims data. Mathematica’s analysis of data on practice size
and ownership from SK&A Office-based Provider Database data; data on the number of attributed Medicare beneficiaries
from Medicare Enroliment Database and claims data; data on participation in the Centers for Medicare & Medicaid
Services’ (CMS’s) Multi-payer Advanced Primary Care Practice (MAPCP) and Comprehensive Primary Care Classic
(CPC Classic); county data from the Area Resource File.

AHR = acute hospitalization rate; PCP = primary care practitioner.
@ Change in AHR is risk-adjusted and de-noised percentage changes from 2016 to 2018 (see details in Section 4.C.5.).
® Mean number of attributed Medicare fee-for-service beneficiaries in 2016.

¢ Prior transformation experience includes patient-centered medical home (PCMH) recognition, MAPCP, or CPC Classic. A practice
was considered to have PCMH recognition if 21 of its primary care practitioners had recognition at some point in 2014—2017 from
the Accreditation Association for Ambulatory Health Care (AAAHC), The Joint Commission (TJC), National Committee for Quality
Assurance (NCQA), or Utilization Review Accreditation Commission (URAC). We considered a practice to be an MAPCP participant
if it participated in any year from 2011 to 2014, as determined by a file from CMS. Participants include practices that stayed enrolled
in CPC Classic for at least the first five months.
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Table 4.C.3. Comparison of the exemplars to all CPC+ practices at baseline, 2016

All CPC+
practices Exemplars
(n =2,888) (n=14)

Characteristic value value

Practice site characteristics?
Practice size, %°

1-2 primary care practitioners 34 0
3-5 primary care practitioners 38 29
6 or more primary care practitioners 28 71
Number of attributed Medicare fee-for-service beneficiaries in 2018, 710 1,683
mean®
Prior primary care transformation experience (PCMH?¢ recognition, 61 100
MAPCP? or CPC Classic)®, %
Hospital/system owned (vs. independent), % 55 57

Enhanced CPC+ (Medicare and payer partner) payments per NPI in $42,964 ($41,043)  $47,559 ($43,865)
2018, median (SE

Beneficiary characteristics’

Age, %
<65 16 17
65-74 47 46
75-84 26 26
85+ 12 11
Female, % 59 58
HCC score, mean (SE)? 1.08 (0.17) 1.14 (0.08)
Dually eligible for Medicare and Medicaid, % 15 16

Original reason for Medicare enroliment, %

Age 78 76

Disability 22 23

End-stage renal disease 1 1
Race/ethnicity, %

Black 7 8

White 86 87

Hispanic 1 1

Not White, Black, or Hispanic 6 4
Market characteristics
Household income in county in which practice is located ($), median $54,208 ($15,054)  $53,164 ($16,222)

(SE)

Location, %
Rural 9 21
Suburban 15 7
Urban 76 71

Region, %
Northeast 29 21
Midwest 35 29
South 18 14
West 18 36

Number of acute care hospital beds per 1,000 population in the
county in which practice is located, %

1st quartile 26 21
2nd quartile 26 14
3rd quartile 26 50
4th quartile 22 14

Sources: Mathematica’s analysis of data on the number, characteristics, and service use and spending of attributed
Medicare beneficiaries based on Medicare Enrollment Database and claims data. Mathematica’s analysis
of data on practice size and ownership from SK&A Office-based Provider Database data; data on the
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Table 4.C.3 (continued)
number of attributed Medicare beneficiaries from Medicare Enroliment Database and claims data; data on
participation in MAPCP and CPC Classic; county data from the Area Resource File.

Note: Percentages do not always add to 100 because of rounding.

a Exemplars did not differ from the CPC+ practices overall in their Medicare Shared Savings Program status or track
for the CPC+ model.

b A change in acute hospitalization rate in smaller practices could be due to chance from small sample sizes, rather
than real change. Therefore, very small practices tended not to be identified as exemplars because the Bayesian
model could not achieve a high level of confidence of a real change based on a small number of attributed Medicare
FFS beneficiaries.

¢ A practice was considered to have PCMH recognition if 21 of its primary care practitioners had recognition at some
point in 2014-2017 from a state, the Accreditation Association for Ambulatory Health Care (AAAHC), The Joint
Commission (TJC), National Committee for Quality Assurance (NCQA), or Utilization Review Accreditation
Commission (URAC).

4 We considered a practice to be an MAPCP participant if it participated in any year from 2011 to 2014, as
determined by a file from CMS.

¢ Participants include practices that stayed enrolled in CPC Classic for at least the first 5 months.
f Characteristics apply to Medicare fee-for-service beneficiaries attributed to practices in 2016.
9 The Hierarchical Condition Category (HCC) score is based on beneficiaries’ diagnoses in 2015.

CPC = Comprehensive Primary Care; FFS = fee-for-service; HCC = Hierarchical Condition Category; MAPCP =
Multi-payer Advanced Primary Care Practice; NPI = National Provider Identifier; PCP = primary care practitioner;
PCMH = patient-centered medical home; SE = standard error.

A. Factors that exemplars perceived as reducing their AHR

Our analysis of factors revealed eight care delivery activities that respondents perceived as
reducing their AHR between 2016 and 2018. The activities align with three overarching
strategies: (1) improve access to primary care, (2) expand care management, and (3) increase
comprehensiveness of care. Respondents perceived each strategy to increase their practice’s
capacity to meet patients’ needs in a timely fashion, providing an alternative to ED or hospital
care. Each exemplar used a combination of activities within and across strategies and attributed
varying levels of influence to each activity on their AHR. Table 4.C.4 shows the prevalence of
activities within strategies across exemplars. We discuss findings for the three AHR reduction
strategies below.
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Table 4.C.4. Prevalence and perceived level of contribution of activities (within
strategies) to reduce acute hospitalizations within and across exemplars

Perceived levels of contribution, by exemplar (E)
Activities within

strategies E1 E2 E3 E4 E5 E6 E7 E8 E9 E10 E11 E12 E13 E14

Improve access to primary care

Same day visits

Direct access by
telephone

® 66

Urgent care sites
(system-run)

Expand care management

Follow-up after
hospitalization/
ED visits

Long-term care
management

Specialized programs

¢ O 6O GO
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¢ 60 OO
O O e OO
O s OMO® OO
O OO Oe
@ O oo OO
¢ 6 GO &0
O 66 O OG
OO0 e OO
¢ 6 60O O
OO0 Op@ O
ON ] RON*

O @ @

o
Y
=
(1]

Increase comprehensiveness of
Breadth of services at @

. ™
practice
Breadthanddepthof () P (W 4 W W O O @ O O @ O O

care provided by PCP

(o
&
(o
(o
&
(&
O
O
[
O
(o
O

Note: Level of contribution: O = 0, not identified by respondents as a significant factor for reducing their acute
hospitalization rate (AHR); N =1, perceived as a minor contributing factor to reduced AHR; d=2
perceived as a moderate contributing factor to reduced AHR; ®-=3 perceived as a major contributing
factor to reduced AHR.

E= Exemplar; ED = emergency department; PCP = primary care practitioner.

AHR reduction strategy 1: Improve access to primary care

Exemplars reported improving access to primary care in a variety of ways to increase the
likelihood of addressing patients’ concerns quickly. As one care manager said, “More frequent
and appropriate use of the acute [primary] care system prevents hospitalizations, and that’s what
we are doing with same-day availability. Get ‘em in and get them assessed before they seek ED
care or put off care that could result in an acute admission.”

Many exemplars said they increased the number of same-day visits, encouraging patients to see a
PCP for urgent needs or concerns (thereby avoiding ED visits). Exemplars that hired staff to
provide same-day visits (either nurse practitioners who explicitly focused on same-day visits or
PCPs who did not yet have full patient panels) were able to expand access to more patients than
exemplars that added same-day slots to existing practitioners’ schedules.

A few exemplars increased timely telephone access to the practice by providing high-risk
patients with the phone number of a care manager. They noted that by being familiar with the
patient, care managers could readily address patient needs or consult with the patient’s PCP.

252



APPENDIX 4.C. STUDY OF EXEMPLAR PRACTICES MATHEMATICA® INC.

Some health system-affiliated exemplars perceived their AHR improvements were achieved
through new system-owned urgent care centers providing patients an alternative to the ED when
PCPs were not readily available. They noted that these system-affiliated centers had access to
patients’ information and could contact PCPs to schedule primary care follow-up appointments
through shared health information technology, unlike independently operated urgent care centers.

Exemplars proactively promoted the use of primary care (through verbal and written
communication, posters, and portal messages) as an alternative to the ED for managing new or
worsening concerns.

AHR reduction strategy 2: Expand care management

Most exemplars credited the expansion of care management with helping to reduce AHR. By
identifying patients at high risk for ED or hospital use and addressing patient needs with focused
outreach to supplement traditional PCP visits, exemplars perceived they were able to avert
hospitalizations by intervening earlier in the course of illness.

Most exemplars followed up with patients within 48 hours of a hospital discharge to provide
information and linkages to primary care to prevent additional hospitalizations. Exemplars called
patients to check on their health; review medications; answer questions; provide disease-specific
education; connect them to needed supports (e.g., medical equipment, social services); and
schedule follow-up appointments with the PCP. Exemplars instituted or expanded these efforts
during the first two years of CPC+ by hiring or redeploying staff to this role. Many exemplars
extended these efforts to patients who visited the ED or experienced observation stays. Various
exemplars perceived that follow-up calls were most effective when made by care managers who
had specific skills (e.g., background in nursing or social work, ability to build rapport, empathy)
and who used purposeful processes (e.g., reviewing discharge reports to prepare for calls, asking
questions and following through to ensure patients’ needs were met)—in contrast to automated
calls or calls by less skilled staff focused on scheduling follow-up appointments. As a system
leader shared, follow-up calls were especially effective when care managers making the calls
were connected to a care team: “The care manager was vital, but she would not have been as
successful without the team that she fit into and benefited from. So it’s not just a person, it’s a
process and a program.” Receipt of complete and timely information from discharging facilities,
and, in a few cases, the discharging hospital scheduling the patients’ follow-up appointments
with their PCP, enabled exemplars’ work.

Many exemplars credited long-term care management as contributing to improvements in AHR.
Although strategies varied across exemplars, long-term care management consistently involved
continuous relationship-based support outside of PCP visits that was matched to patients’ needs,
conditions, and abilities. Exemplars added staff to provide these services to additional patients at
the practice site. They noted that care managers were most effective when they knew how to
prioritize patients, were skilled problem solvers, and could build trust with patients and PCPs. To
enroll the patients at highest risk of hospitalization, several exemplars used enhanced risk score
algorithms and/or developed capabilities to detect frequent users of the hospital and ED.

Several exemplars developed specialized care management programs at their primary care site,
targeting subgroups of patients based on condition prevalence in their population, as well as
available practice resources, and likely intervention effectiveness. For example, one exemplar
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monitored the frequency of albuterol refills among patients with chronic obstructive pulmonary
disease (COPD) as an early indicator of higher risk of COPD exacerbation. Another exemplar
developed an outpatient program to better manage care of people living with sickle cell disease,
which reduced admissions for complications of the disease.

AHR reduction strategy 3: Increase comprehensiveness of care

Many exemplars perceived that increasing the comprehensiveness of care helped reduce AHR by
better managing new conditions and preventing exacerbations of patients’ chronic conditions.

These exemplars expanded the breadth of services offered at the practice site to treat patients’
range of needs. Examples of new or enhanced services included behavioral health, social work,
and medication management. As one PCP described the influence of broadening the practice’s
capabilities on AHR: “It’s all together. It’s everybody, truly all-hands-on-deck wrapping
ourselves around; we all bring something to the table that’s different. It’s synergistic.”

Several exemplars described using team-based care to allow PCPs to spend more time with
challenging patients to better understand their needs and assess their health concerns, increasing
the breadth and depth of care provided. To accomplish this, one exemplar employed advanced
practice clinicians to manage patients with straightforward issues so physicians could reserve
time for those with more complex health conditions. Other exemplars shifted staff roles to help
PCPs be more comprehensive; for example, medical assistants took on advanced activities such
as reviewing medications, identifying gaps in care, and working as scribes. As one PCP said, “I
felt freed up to do things I really wanted to do, as a doctor, to actually talk to my patients and
have them take care of their health. Shifting the non-provider work to non-providers allowed us
extra time to do these provider things we really wanted to do.”

B. Facilitators of AHR reduction strategies

Our analysis also identified practice characteristics that facilitated exemplars’ ability to
implement the three AHR reduction strategies. Despite probing respondents about factors
external to the practice that might have helped them reduce AHR, none emerged as a finding in
the cross-case analysis. Table 4.C.5 describes four facilitators that were present across all or
most exemplars.
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Table 4.C.5. Facilitators of exemplars’ efforts to prevent acute hospitalizations

Facilitator

Experience and
investment in

How facilitator supported care

delivery activities within strategies

Provided practices necessary payment
structure, incentives, resources, and

lllustrative quote

“CPC+ was the first time we were responsible for
total cost of care... that we, as a practice, were

practice capabilities to track AHR. financially connected to the hospitalization rate. We
transformation Offered learning supports that helped weren’t measuring that at the practice level [before
practices use data and adopt new CPC+]. Once we had a financial connection and
workflows. mechanism to track that, we completely changed
our workflows.” -PCP
Use of data Enabled practices to monitor high-risk “All of a sudden, we were given lists that say,
from CPC+, patients, intervene early in their care, ‘These are your 10% of patients who are

other payers,
health systems,
and electronic
health record

and link to helpful resources
Improved PCPs’ ability to make point-of-
care decisions.

hospitalized the most or have the most ED follow
up, the most chronic disease.’ By identifying these
patients, we were able to link them to our new
ancillary services [within the primary care practice

enhancements site] and really tackle the reasons that they’re not
doing well.” -PCP
Implementing Allowed staff to work at the top of their “I think how cohesively the care team works

or enhancing
primary care
teams through
team-based
care models

license and cover for each other to
prevent gaps in care.

Strengthened patients’ trust in care team
members in addition to PCPs.

together makes a big impact. At many of our [non-
exemplar] sites, often the care team doesn’t make a
move without getting the provider’'s permission first.
The fact that they’ll just dive into what the patient
needs right then, and then loop in the provider later
is unique.”

—-PCP

Organizational
support for and
staff interest in
innovation

Gave staff permission to try new
approaches and take risks.

Helped staff implement and hone new
workflows and processes.

Fostered a focus on using data to
identify issues and implementing quality
improvement projects.

Enabled system-owned exemplars to
undertake investments that would be too
expensive to make on their own.

“We are very open [to our staff] identify[ing]
potential problems. Small acts of change, or small
plan-do-study cycle-type projects we do at an
ongoing, never-ending basis. [This practice has]
been very, very supportive of small tests of change
consistently, [whether that is] workflow changes [or]
IT changes. And because we’re making micro-
changes consistently, they tend to stick because
they’re not huge changes to the workflow re-
design.”

—Pharmacist

AHR = acute hospitalization rate; CPC+ = Comprehensive Primary Care Plus; IT = information technology; PCP =
primary care practitioner.

4.C.4. Discussion

Exemplars achieving a substantial two-year reduction in Medicare AHR described a variety of
activities they perceived as preventing unnecessary hospitalizations. The activities exemplars
perceived as most helpful align with three strategies: (1) promoting access to primary care,

(2) identifying patients at high risk for hospitalization and addressing their needs with enhanced
care management, and (3) expanding the breadth and depth of services offered at the primary
care practice site. These activities also align with three of the defining elements of advanced
primary care—accessibility, care coordination (including coordinating transitions of care and
managing chronic conditions), and comprehensiveness (Starfield 1998; NAM 2021; WHO
1978)—all previously shown to be associated with reduced hospitalizations (Bindman et al.
1995; Rich et al. 2021a; Steiner et al. 2003; Fay 2018; Hsu et al. 2017; Coleman et al. 2006;
O’Malley et al. 2019; O’Malley et al. 2021; Bazemore et al. 2015; Baker et al. 2018; Peikes et al.
2018a; Green at al. 2018; Yoon et al. 2013; Naylor et al. 2011).
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Although many exemplars perceived similar activities to reduce AHR, no two exemplars used
the same combination of activities. All exemplars leveraged available human and financial
resources, chose strategies based on local circumstances and priorities, and dedicated additional
staff resources to the selected activities. Exemplars used staff with relevant training and
commitment, supported staff with a robust care team, and used data to pinpoint the highest-value
activities (including patient subgroups). Our analysis also points to the importance of experience
in practice transformation and organizational support for innovation. CPC+ payments enabled
many of the exemplars’ efforts. Some of the activities undertaken by exemplars may not be
equally viable for smaller or less-resourced practices. Still, our findings may help practices
choose a starting point for reducing AHR that matches their patient population, practice
capabilities, and resources. Exemplars’ perceptions of activities most beneficial to AHR
reduction are especially relevant for practices participating in Primary Care First, which rewards
reduced hospital utilization while giving practices flexibility in the care delivery innovations
used to achieve this outcome (CMS 2021Db).

Our study has limitations. First, the generalizability of our findings is limited because they are
based on a small sample of predominantly larger practices. Second, the data might be subject to
recall bias because we asked respondents to consider activities that occurred between 2016 and
2018, two to four years before our interviews. Finally, the findings are based on respondents’
perceptions of activities that reduced AHR. The second phase of our research will test our
hypotheses about how exemplars reduced AHR with data collected from all CPC+ practices (via
practice and physician surveys, claims, and reports of care delivery activities).

Our findings suggest that AHR can be meaningfully reduced by strengthening the local primary
care infrastructure through practice-driven, targeted changes in access, care management, and
comprehensiveness of care. Other primary care practices taking on the challenging work of
reducing hospitalizations can learn from exemplar CPC+ practices and may consider similar
strategies, selecting activities that fit their context, personnel, patient population, and available
resources.
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4.C.5. Supplemental methods: A Bayesian multi-level regression analysis for
identifying exemplar practices

In this section, we provide the technical details of our Bayesian multilevel regression analysis for
identifying exemplar practices. In short, the analysis has two stages:

1. Estimating the adjusted acute hospitalization rate (AHR) for each practice for each year
(2015-2018).

2. Based on these adjusted AHR estimates, estimating the probability that each practice
experienced a true reduction in its adjusted AHR from 2016 to 2018 that is at least 5 percent
better than that of the average practice.

Our approach allows us to address several pitfalls of a more basic analysis that would simply
compare the raw AHR for each practice in 2016 versus 2018. We first describe these motivating
pitfalls in detail, and then describe the two stages of our approach.

A. Pitfalls of a basic analysis and solutions offered by our Bayesian multilevel
regression approach

1. Compositional changes in a practice’s patient mix can create the appearance of
improvement that does not reflect actual practice transformation

For example, if the mix of beneficiaries served by a particular practice is on average at lower
risk for acute hospitalizations (for example, a greater share of younger, healthier
beneficiaries) after the implementation of Comprehensive Primary Care Plus (CPC+) than
before, the practice would be more likely to experience a reduction in their raw AHR that
was not due to any changes implemented by the practice. Using our Bayesian regression
approach, we estimate a “risk-adjusted” AHR for each practice, defined as the expected AHR
for that practice were it to have an “average” patient mix. The approach also adjusts for the
effects of key practice-level covariates, such as Shared Savings Plan (SSP) status and the
number of primary care providers, so that the adjusted AHR can be compared across practice
types.!” We do not include interactions that allow the change in AHR over time to vary by
patient mix or practice characteristics because we do not want to remove these effects from
resulting practice-specific estimates of the improvement in adjusted AHR. In other words, we
regression-adjust the level rather than the change in AHR.

2. Acute hospitalization rates from individual years can be noisy

In order to stabilize the adjusted AHR estimates, we include four years of data in our
regression model, rather than only two. The four years of data include two years before
CPC+ (2015-2016) and two years during CPC+ (2017-2018). The model takes into account
the correlation in the AHRs for the same practice across the four years, providing more stable

19 While this approach adjusts for observable differences in new versus continuing patients, it cannot account for
any unobservable differences, such as new patients at the practice having lower rates of obesity than the practice’s
existing patients of the same age, or greater levels of physical activity.
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estimates of the adjusted AHR for any particular year. Despite the inclusion of four years of
data, exemplar identification focuses on changes in adjusted AHR from 2016 to 2018.

3. Random chance can create the semblance of improvement, especially in small practices

Random noise, although always present, has a greater effect on the AHR of smaller practices
than larger ones: a single hospitalization causes a larger change in the AHR for smaller
practices because the AHR is defined per 1,000 attributed beneficiaries. A procedure that
selects the practices with the largest improvements in performance based on the largest raw
change is more likely to identify smaller practices whose AHR values are more likely to be
extreme (for a more thorough discussion of this phenomenon, see Wainer 2007). Our
Bayesian estimator controls for this inherent variability by shrinking the estimates for all
practices towards the mean, with greater shrinkage for smaller practices. This helps to protect
against spurious spikes and dips in the adjusted AHR that are likely due to chance.

4. Focusing on a point estimate does not take into account the precision of the estimate

From our Bayesian model, we not only obtain a point estimate of the adjusted AHR for each
practice—we also obtain the entire probability distribution of these estimates. From this
distribution we calculate “exceedance probabilities,” which are the Bayesian posterior
probabilities that each practice achieves a reduction in its AHR that exceeds a policy-relevant
threshold (Shwartz et al. 2014). The exceedance probability takes into account both the value
and the precision of the estimate, and is consistent with the guidelines set forth by the
Committee of Presidents of Statistical Societies (Ash et al. 2012). Thus, instead of
identifying exemplars based on the largest expected relative reduction in acute
hospitalizations, we identify them based on the highest probability of a “substantial” relative
reduction in acute hospitalizations, which we define to be a reduction in the AHR that is at
least 5 percent more than the reduction of the average practice.

Stage 1: Estimating the adjusted AHR

In the first stage of the analysis, we estimate the adjusted AHR for each practice for each year.
This stage has two objectives: (1) risk adjustment to ensure that estimated improvements reflect
true practice transformation rather than compositional changes in a practice’s patient mix and
(2) reliability adjustment (or “borrowing strength’) to ensure that random chance doesn’t create
the semblance of improvement in small practices. Both of these goals are achieved by fitting a
Bayesian multilevel linear regression model.

Data and analytic sample

To identify the CPC+ practices with the largest decreases in Medicare AHR over time, we
construct a practice-level analytic file covering the period 2016 through 2018. We use data from
several sources: Medicare claims and enrollment data; practice-specific data from the Centers for
Medicare & Medicaid Services (CMS) and IQVIA (a commercial health care data vendor that
maintains and verifies lists of practitioners who work in practices throughout the country);
publicly available data (e.g., Area Resource File); CMS restricted-use data (e.g., Master Data
Management); and proprietary data (e.g., National Committee for Quality Assurance data).
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To construct the yearly AHR, as well as baseline beneficiary characteristics, we start with a
beneficiary-level file consisting of beneficiaries we assigned to CPC+ practices. We follow an
intent-to-treat (ITT) approach and include the same set of beneficiaries (and practices)
throughout the study, regardless of whether beneficiaries continue to visit the practices to which
they were first attributed and regardless of whether the practices drop out of CPC+. To construct
the beneficiary sample, we first conduct attribution for each quarter of the baseline and
intervention periods based on the visits they made to health care practitioners over a two-year
lookback period preceding the quarter. We next assign beneficiaries to CPC+ practices in two
periods: the baseline period before CPC+ began (2015 and 2016) and the intervention period
(2017 and 2018). Following the ITT approach, we assign beneficiaries to the first CPC+ practice
to which they were attributed in the period, even if they began seeing a different primary care
practice more frequently later in that period (as long as they satisfied the study’s eligibility
criteria). Further details on data sources and the construction of the analytic sample can be found
in Appendix 5 of the third annual report for the independent evaluation of Comprehensive
Primary Care Plus (Orzol et al. 2021) and in Singh et al. (2020).

We convert the yearly AHR and baseline beneficiary characteristics to practice-level measures
by taking weighted averages across the beneficiaries attributed to each practice, as detailed in the
next section.

Outcome and covariates

The primary outcome of interest is the AHR for practice j in year 7, denoted Y, and defined as

the number of acute hospitalizations per 1,000 beneficiary years. We calculate the AHR by
dividing the total number of hospitalizations for that practice by the total follow-up time of those
beneficiaries during the year, multiplied by 1,000:

(4.C.1) ¥, =1,000x Y ¥ /3w, ,

Here, Xﬁe"e is the number of acute hospitalizations for beneficiary 7 in practice j during year ¢,

and w,, is an enrollment weight equal to the proportion of the year that the beneficiary was

observed (w,;, = 0.5 indicates that the beneficiary was observed for 6 of the 12 months in that
year).

Covariates included in the model fall into two categories: (1) time-specific weighted averages of
baseline beneficiary-level characteristics (which account for the patient mix for each practice at
every time) (Table 4.C.6) and (2) baseline practice- and market-level characteristics (Table
4.C.7). The weighted averages of beneficiary characteristics are computed using the beneficiary-
specific enrollment weights (w;;, ) for each beneficiary at each time point. Note that in

calculating average beneficiary characteristics for a given practice in a given year, we only use
baseline values of covariates for beneficiaries attributed to the practice for that year (such as
average baseline hierarchical condition category, or HCC, of practice enrollees attributed to the
practice in 2018) to avoid changes in covariate values that are endogenous to CPC+. The
weighted averages (e.g., average baseline HCC score) vary with time to reflect compositional
changes in a practice’s beneficiary population.
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Table 4.C.6. Beneficiary characteristics included in risk adjustment at baseline, 2016

Beneficiary characteristics

Proportions of beneficiaries in age ranges under 65, 65-74, 75-84, and 85 and above

Proportion of male beneficiaries

Proportions of beneficiaries in race categories White, Black, and other/unknown

Proportions of beneficiaries with original reason for entitlement category age, disability, and end-stage renal disease
Proportion of dually eligible beneficiaries

Average HCC (normalized), as well as the proportion of beneficiaries whose HCC score is a new enrollee score,
based on general characteristics of the beneficiary rather than the beneficiary's claims history

Proportions of beneficiaries with each of 21 HCC combination flags:
Metastatic Cancer and Acute Leukemia

Diabetes with Chronic Complications

Malnutrition

Morbid Obesity

Other Significant Endocrine or Metabolic Disorders

Congestive Heart Failure

Specified Heart Arrhythmias

Atherosclerosis of the Extremities with Ulceration of Gangrene
Chronic Obstructive Pulmonary Disease

Traumatic Amputations and Complications

Major Organ Transplant or Replacement Status

Rheumatoid Arthritis/Disorders of Immunity

Severe Hematological Disorders/Coagulation Defects

Drug/Alcohol Psychosis or Dependence

Schizophrenia or Major Depressive, Bipolar, and Paranoid Disorders
Quadri/Para-plegia

Coma, Brain Compression/Anoxic Damage/Respirator Dependence/Tracheostomy Status
Ischemic Heart Disease, Acute Myocardial Infarction, Angina

Stroke (Cerebral Hemorrhage, Ischemic or Unspecified Stroke)
Vascular Disease, with or without complications

Pressure Ulcer of Skin

Proportion of beneficiaries with Alzheimer’s or dementia (based on CCW Alzheimer’s and dementia condition flag)

CCW = Chronic Conditions Warehouse; HCC = hierarchical condition category;
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Table 4.C.7. Practice and market characteristics included in risk adjustment at baseline,
2016

Practice and Market Characteristics

Indicator for participation in the Medicare Shared Savings Program (participating as of January 1, 2017)
Practice region (Northeast, Midwest, South, West)

Number of primary care practitioners category (1-2, 3-5, 6+)

Indicator for whether practice has nurse practitioners or physician’s assistants

Indicator for whether the practice is a multispecialty practice

Indicator for whether the practice is owned or managed by a health system or owned by a hospital
Indicator for prior primary care transformation experience, combining PCMH recognition, MAPCP, and CPC Classic
Indicator for meaningful use of electronic health records

Medicare Advantage penetration rate

Median household income in the practice county

Geography category (rural, suburban, urban)

Indicator for whether the practice was ever in a whole county Health Professional Shortage Area
Hospital referral region price index

Percentage of residents in the practice county below the poverty line

Percentage of individuals 25 or older in the practice county with 4 years of college education

Number of hospital beds per 1,000 population in the practice county (quartiles)

Indicator for whether the majority of beneficiaries attributed to the practice are Native American

CPC + Comprehensive Primary Care; MAPCP = Multi-payer Advanced Primary Care Practice; PCMH = patient-
centered medical home.

Model

We fit a Bayesian, multilevel linear regression model in order to estimate the adjusted AHR for
each year. Let j index the CPC+ practice and t index time in years (-1 for 2015, 0 for 2016, 1 for
2017, and 2 for 2018). Our multilevel linear regression model takes the following form:

Y, = XﬁﬂB +X_ftﬁ’P +y,+0,+€,
(4.C.2) ,
€~ N(O,J /wj,)
In this model, Y;, is the AHR for practice j at time £, and X jBt and X f are beneficiary and

practice-specific covariates, respectively, listed in Tables 4.C.6 and 4.C.7. From this model, the
adjusted AHR for practice j at time ¢ is the sum of the average AHR for time ¢ (represented by

7, ) and the practice-time deviation from that average AHR for practice j (represented by 6 ,, ).

The parameters B° and B” account for the effect of aggregated beneficiary-level and practice-

level covariates, respectively, which allow for risk adjustment.

The AHR variance €;, scales with w,, (where w,, is the number of beneficiary-years at practice
J at time 7), meaning that the variance of €, decreases as the practice size increases. This

approach is a Bayesian analogue of a frequentist practice-level model in which larger practices
receive a larger weight than smaller practices (Gelman et al. 2014).
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The Bayesian model is made complete by applying prior distributions to all model parameters.
We follow the current best practices in Bayesian data analysis in determining the appropriate
prior distributions for each parameter (Stan Development Team 2020). Among these priors is a
multivariate normal prior applied to the practice-time random effects & ,; this prior promotes
appropriate borrowing of strength across practices and over time. The degree to which strength is
borrowed is data driven, depending on two factors: (1) how similar the observations from
practice j are to other practices, and (2) the amount of weight (w,, ) that is assigned to practice /.
The random effects for practices that appear very different from other practices (after risk

adjustment), especially those that have low weight (i.e., smaller practices), borrow more
information from other practices.

We fit this model using Stan, a state-of-the-art, probabilistic programming language designed to
fit Bayesian models (Carpenter et al. 2017). We conduct all data pre-processing and post-
processing using the R statistical software environment (R Core Team 2018). Once we fit the

model, we calculate the adjusted AHR for each practice and year, denoted th , as

4.C3) 7, = E[Y

Xﬁ :X./Pt 20]:]9,+6?jt

Stage 2: Calculating each practice’s probability of a substantial reduction in adjusted AHR

Our procedure for selecting exemplars is not based on the practices that had the largest absolute
reduction in adjusted AHR but instead on the practices that had the highest probability of having
a substantial relative reduction. We measure this by first estimating the relative change in
adjusted AHR for each practice, above and beyond the average practice, as

(4.C.4) A.:(?ﬂ_?f )_NEJ[YJZ_?/OLGJz‘e/o
o ! Y./‘O 70"'9_/0

The Bayesian modeling approach that we use in Stage 1 allows us to make probability statements
about the model parameters of the form “there is a 75 percent chance that practice j had a relative
reduction in adjusted AHR of at least 5 percent more than average” (i.e.,

Pr(Aj <-0. 05) =0.75). As described in the main body of the manuscript, we select as

exemplars those practices with the largest probability of having a “substantial” reduction in their
adjusted AHR, which we define to be a relative reduction (A ) of at least 5 percent.
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5.A. Detailed results over the first four program years of CPC+

This Appendix supplements the main chapter by providing yearly impact estimates as well as
detailed findings from subgroup analyses, sensitivity tests, and aggregate impact results. We
focus on those practices that started in 2017.2° We begin by reporting findings for Track 1 CPC+
practices and then turn to Track 2 CPC+ practices.

The methods underlying our impact analyses rely on a difference-in-differences estimation
strategy that was adjusted to account for potential bias in our impact estimates due to the
COVID-19 pandemic. In particular, we added COVID-19-specific region-level control variables
to our regression models. Details on the additional control variables added to our models, and
their specifications are described in Appendices 5.D (Implications of COVID-19 for the CPC+
Impact Evaluation) and 5.E (Empirical Strategy).

5.A.1. Results for CPC+ Track 1 practices

A. Expenditures for Medicare fee-for-service (FFS) beneficiaries

A.1. Medicare expenditures without CMS’s enhanced payments

Over the first four program years, CPC+ Track 1 had no discernible effects on Medicare
expenditures for FFS beneficiaries when excluding CMS’s enhanced payments. Relative to
expenditures among comparison practices, average annual Medicare expenditures for Part A and
B services did not differ for CPC+ practices in Track 1 ($1.8 per beneficiary per month [PBPM],
0.2 percent, p = 0.58; Table 5.A.1). Estimated effects on Medicare expenditures were similar in
each of the program years. Results were mostly similar in sensitivity tests, including when using
a triple-differences approach (see Appendix 5.G and Section A.4 in this Appendix for more
details).

Quarterly trends in Medicare expenditures without CMS’s enhanced payments continued to be
similar for Track 1 CPC+ and comparison practices, with expenditures steadily increasing over
time (Figure 5.A.1). Notably, Medicare expenditures without CMS’s enhanced payments
dropped sharply during the first two quarters of 2020 due to the COVID-19 pandemic before
returning to pre-pandemic levels in the fourth quarter of 2020.

20 I this appendix, we do not analyze or report on the practices that joined CPC+ in 2018, as these practices account
for only 5 percent of the total number of practices participating in CPC+, and previous analyses found that the
experiences of these practices were very similar to the experiences of those that joined CPC+ in 2017 (Anglin et al.
2020).
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Table 5.A.1. Regression-adjusted means and estimated impact of CPC+ on selected Medicare expenditure outcomes for attributed
Medicare FFS beneficiaries over the first four program years, Track 1

Track 1—Overall Track 1—SSP Track 1—Non-SSP

Impact estimate®

Impact estimate®
(SE)

Impact estimate®
(SE)

(SE)
Percentage
90 percent
confidence
CPC+ mean?
Percentage
impacte

90 percent
confidence
CPC+ mean?
Percentage
impacte

90 percent
confidence

impacte

P
=
<
@
£
+
(&)
o
(&)

Medicare expenditures (per beneficiary per month)

Medicare Part A and B expenditures without enhanced payments for CPC+ and SSP¢

Baseline $881 $884 NA NA NA NA $906 $905 NA NA NA NA $854 $861 NA NA NA NA

PY 1 $899 $898 $4.8 0.5% (-$0.8,$104) 0.16  $924 $921 $1.4 0.1% (-$6.1, $8.8) 0.76 $874 $871 $8.4 1.0% ($0.0,$16.8)  0.10
($3.4) ($4.5) (85.1)

PY 2 $949 $949 $3.8 0.4% (-$2.1,$96) 029  $975 $973 $0.0 0.0% (-$8.0, $8.0) 1.00 $923 $921 §7.7 0.8% (-$0.9,$16.4) 0.14
($3.6) ($4.9) (85.3)

PY3 $995 $996 $1.9 0.2% (-54.9,986) 065  $1,017 $1,024 -$8.5 -0.8% (-$175,80.5)  0.12 $972 $965 $13.2* 1.4% ($3.1,$23.3)  0.03
($4.1) ($5.5) (86.1)

PY 4 $944 $949 -$2.0 0.2% (-$9.4,954) 066  $961 $975 $14.9%  -15% (-$25.5,-$4.4)  0.02 $926 $921 $11.0* 1.2% ($0.4, $21.5)  0.09
($4.5) ($6.4) (56.4)

PY 1through4  $948 $950 $1.8 0.2% (-$3.5,87.0) 058  $971 $975 -$5.9 -0.6% (-$13.1,$1.3)  0.18 $926 $922 $9.8* 1.1% ($2.0,$17.5)  0.04
($3.2) ($4.4) ($4.7)

Medicare Part A and B expenditures including care management fees

Baseline $881 $884 NA NA NA NA $906 $905 NA NA NA NA $854 $861 NA NA NA NA

PY 1 $913 $898 $18.6™  2.1% ($13.1,$242) 000  $938 $921 $15.3*  1.7% ($7.9,$22.8)  0.00 $887 $871 $22.4%*  2.6% ($13.7, $30.5)  0.00
($3.4) ($4.5) (85.1)

PY 2 $962 $949 $16.4**  1.7% ($10.5,$22.3) 0.00  $987 $973 $12.6"™  1.3% ($4.6,820.7)  0.01 $936 $921 $20.4*  2.2% ($11.6,$29.1)  0.00
($3.6) ($4.9) ($5.3)

PY3 $1,007 $996 $13.6™  14% ($6.8,$20.3) 0.00  $1,029 $1,024 $3.3 0.3% (-$5.7,$12.3)  0.55 $983 $965 $24.9"  2.6% ($14.7, $35.0)  0.00
($4.1) ($5.5) ($6.1)

PY 4 $955 $949 $9.0% 0.9% ($1.5,$16.4) 0.05  $972 $975 -$3.9 0.4% (-$14.5,86.6) 0.54 $937 $922 $21.8"  24% ($11.2,$32.3)  0.00
($4.5) ($6.4) ($6.4)

PY 1through4  $961 $950 $14.0*  1.5% ($8.8,$19.3) 000  $983 $975 $6.4 0.7% (-$0.7,$136) 0.14 $938 $922 $21.9"  24% ($14.2,$29.7)  0.00
($3.2) ($4.4) ($4.7)

Medicare Part A and B expenditures including care management fees, Performance-based Incentive Payments, and shared savings payments to SSP ACOse

Baseline $883 $886 NA NA NA NA $910 $908 NA NA NA NA $855 $861 NA NA NA NA

PY 1 $917 $900 $19.5%  2.2% ($13.9,$25.1) 0.00  $943 $926 $15.7*  1.7% ($8.2,$23.1)  0.00 $889 $872 $235"*  27% ($15.1,$31.9) 0.00
($3.4) ($4.5) (85.1)

PY 2 $966 $952 $17.6"  1.9% ($11.7,%234) 0.00  $9%4 $978 $13.8"  1.4% ($5.8,$21.7)  0.00 $938 $922 $21.6"  24% ($12.9, $30.3)  0.00
($3.6) ($4.8) ($5.3)

PY3 $1,012 $1,001 $14.2%  1.4% ($75,$20.9) 000  $1,037 $1,031 $4.3 0.4% (-$4.5,8132) 042 $986 $967 $25.0"*  2.6% ($14.9,$35.1)  0.00
($4.1) ($5.4) (86.2)

PY 4 $961 $957 $6.9 0.7% (-$0.5,$14.3) 0.13  $981 $987 -$7.5 0.8% (-$18.0,83.0) 0.24 $941 $926 $21.4  2.3% ($10.9, $32.0)  0.00
($4.5) ($6.4) ($6.4)

PY 1through4  $966 $954 $14.1  15% ($8.9,$19.3) 000  $990 $982 $6.2 0.6% (-$0.9,$13.3)  0.15 $940 $924 $225"*  2.5% ($14.8,$30.3) 0.00
($3.2) ($4.3) ($4.7)
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Table 5.A.1 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

Impact estimate®

Impact estimate®
(SE)

Impact estimate®
(SE)

(SE)
Percentage
90 percent
confidence
CPC+ mean?
Percentage
90 percent
confidence
CPC+ mean?
Percentage
impacte

90 percent
confidence

impacte

P
=
<
@
£
+
(&)
o
(&)

Medicare expenditures by service category (per beneficiary per month)f

Inpatient expenditures
Baseline $311 $318 NA NA NA NA $318 $322 NA NA NA NA $303 $314 NA NA NA NA
PY 1 $316 $320 $2.7 0.9% (-$1.1,96.5) 0.24 $323 $326 $0.5 0.2% (-$4.4,$5.4) 0.86 $308 $314 $5.0 1.6% (-$0.8,$10.8) 0.16
($2.3) ($3.0) ($3.5)
PY 2 $322 $328 $0.6 0.2% (-$3.2,$4.3) 0.81 $331 $335 -$0.6 0.2% (-$5.7, $4.5) 0.85 $312 $321 $1.8 0.6% (-$3.7,97.4)  0.59
($2.3) ($3.1) ($3.4)
PY 3 $333 $343 -$2.6 -0.8% (-56.7,$1.6)  0.31 $341 $351 -$6.6* -1.9% (-$12.3,-50.9)  0.06 $325 $333 $1.9 0.6% (-$4.2,$8.0)  0.60
($2.5) ($3.5) ($3.7)
PY 4 $314 $326 -$5.1** -1.6% (-$9.3,-$0.8) 0.05 $319 $336 $12.24* 37% (-$18.2,-96.2)  0.00 $308 $316 $2.1 0.7% (-$4.1,$8.2)  0.58
($2.6) ($3.6) (83.7)
PY 1through4  $321 $330 -$14 -0.4% (-54.6,$1.9) 049 $329 $337 -$5.0* -1.5% (-$9.4,-30.6)  0.06 $313 $321 $2.5 0.8% (-$2.4,%7.4) 040
($2.0) ($2.7) ($3.0)
Expenditures for acute inpatient cares
Baseline  $275 $282 NA NA NA NA $282 $285 NA NA NA NA $268 $278 NA NA NA NA
PY 1 $279 $285 $1.1 0.4% (-$2.2,%4.4) 059 $285 $290 -$1.5 -0.5% (-$5.8, $2.8) 0.57 $273 $279 $3.9 1.4% (-$1.3,%9.0) 0.22
($2.0) ($2.6) ($3.1)
PY 2 $285 $293 $1.7 -0.6% (-$5.1,%16) 0.38 $292 $299 -$2.7 -0.9% (-$7.1,$1.8) 0.32 $276 $287 -$0.7 03% (-$5.6,%4.2) 0.81
($2.0) ($2.7) (83.0)
PY 3 $295 $306 -$4.6* -1.5% (-$8.2,-$1.0) 0.04 $302 $314 -$8.3++ 2.7% (-$13.3,-$3.3)  0.01 $288 $298 -$0.4 01% (-$5.7,%49) 090
($2.2) ($3.0) ($3.2)
PY 4 $278 $292 $6.7*  -2.4% (-$10.5, - 0.00 $284 $300 $12.50*  -4.2% (-$17.8,-$7.2)  0.00 $272 $283 -$1.0 04%  (-$6.5,94.4) 075
($2.3) $2.9) ($3.2) (83.3)
PY 1 $284 $294 -$3.3* 1.1% (-$6.1,-80.4) 0.06 $291 $301 -$6.5%+ 2.2% (-$10.3,-$2.7)  0.01 $217 $287 $0.2 0.1% (-$4.1,%45) 094
through 4 ($1.7) ($2.3) ($2.6)
Inpatient rehabilitation facility expenditures
Baseline  $20 $21 NA NA NA NA $21 $21 NA NA NA NA $20 $21 NA NA NA NA
PY 1 $22 $21 $0.8* 3.8% (0.1, $1.5) 0.07 $22 $21 $0.6 2.8% (-$0.4, $1.6) 0.33 $21 $21 $1.0 5.0% ($0.0, $2.0) 0.11
($0.4) ($0.6) (0.6)
PY 2 $23 $22 §1.5%+ 7.1% ($0.7, $2.3) 0.00 $23 $22 $1.0 4.6% (-$0.1, $2.2) 0.13 $22 $21 $2.0%* 10.0%  ($0.9, $3.2) 0.00
($0.5) ($0.7) ($0.7)
PY 3 $24 $23 $1.1 4.9% (0.3, $1.9) 0.03 $24 $23 $0.3 1.1% (-$0.9, $1.4) 0.71 $23 $22 $2.0%* 9.2% (0.8, $3.2) 0.01
($0.5) ($0.7) ($0.7)
PY 4 $23 $22 $1.2% 5.5% (0.4, $2.0) 0.02 $23 $23 -$0.3 -1.3% (-$1.5, $0.9) 0.68 $24 $22 §2.7++ 132%  ($1.6,$3.9) 0.00
($0.5) ($0.7) ($0.7)
PY 1 $23 $22 $1.2++ 5.4% (80.5, $1.8) 0.00 $23 $22 $0.4 1.9% (-80.5, $1.4) 0.45 $23 $22 $2.0%* 9.5% ($1.1, 82.9) 0.00
through 4 ($0.4) ($0.6) ($0.5)
Outpatient expenditures
Baseline $165 $169 NA NA NA NA $164 $168 NA NA NA NA $167 $171 NA NA NA NA
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Table 5.A.1 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

fidence
0 percent
onfidence

©
2
]
2

=

Impact estimate®

Impact estimate®
(SE)

Impact estimate®
(SE)

(SE)
Percentage

CPC+ mean?
Percentage
90 percent
terval
CPC+ mean?
Percentage
impacte
CPC+ mean?
impacte

7y con
9
c

Ny in

PY 1 $177 $180 $0.9 0.5% (-30.5, $2.2) . .5 (-$1.0, $2.6) . . 5 (-$1.2, $3.0)
($0.8) ($1.1) ($1.3)
PY 2 $199 $201 $1.7 0.9% (-$0.1,83.5) 0.3 $197 $200 $0.9 0.5% (-$1.4,83.2) 0.52 $201 $203 $2.5 1.3% (-$0.4,954)  0.15
($1.1) ($1.4) ($1.8)
PY 3 $214 $217 $1.1 0.5% (-$1.1,83.3) 040 $211 $216 -$1.2 -0.6% (-$3.9, $1.5) 0.46 $217 $218 $3.6* 1.7% ($0.2, $7.1) 0.08
($1.3) ($1.6) ($2.1)
PY 4 $203 $208 -$0.6 -0.3% (-$3.2,$1.9)  0.69 $200 $205 $1.7 -0.8% (-$4.9, $1.5) 0.38 $207 $211 $0.5 0.2% (-$3.5,94.5) 0.84
($1.5) ($1.9) ($2.4)
PY 1through4  $199 $202 $0.8 0.4% (-90.9,%24) 045 $197 $201 -$0.3 -0.2% (-$2.3,$1.7) 0.81 $201 $204 $1.9 0.9% (-$0.8,94.5) 0.4
($1.0) ($1.2) ($1.6)
Expenditures for outpatient ED visits, including observation staysh
Baselne  $25 $26 NA NA NA NA $25 $26 NA NA NA NA $25 $26 NA NA NA NA
PY 1 $26 $27 $0.1 0.3% (-$0.2,%04) 0.63 $26 $27 $0.2 0.8% (-$0.2, $0.6) 0.37 $27 $28 $0.0 02% (-$0.5,$04) 0.89
($0.2) ($0.2) (%0.3)
PY 2 $28 $29 $0.0 0.1% (-$0.4,%04) 091 $28 $28 $0.4 1.6% (-$0.1, $0.9) 0.15 $28 $30 -$0.4 15%  (-$1.0,%0.2) 0.26
($0.2) ($0.3) ($0.4)
PY 3 $29 $30 -$0.1 -0.3% (-$0.5,80.3) 0.72 $28 $30 -$0.1 -0.3% (-$0.6, $0.4) 0.77 $30 $31 -$0.1 03% (-$0.7,%0.5)  0.79
($0.2) ($0.3) (30.4)
PY 4 $24 $25 -$0.2 -0.6% (-$0.6,80.3)  0.54 $23 $24 -$0.1 -0.5% (-$0.6, $0.4) 0.74 $25 $27 -$0.2 0.7% (-$0.8,%04) 0.62
($0.2) ($0.3) ($0.4)
PY 1 $27 $28 $0.0 0.2% (-$0.4,80.3) 0.83 $26 $27 $0.1 0.4% (-$0.3, $0.5) 0.65 $27 $29 -$0.2 0.7% (-$0.7,%0.3)  0.51
through 4 ($0.2) ($0.2) ($0.3)
Expenditures for physician and nonphysician Part B noninstitutional services in any setting
Baseline $254 $242 NA NA NA NA $269 $254 NA NA NA NA $238 $229 NA NA NA NA
PY 1 $258 $247 $0.0 0.0% (-$1.3,$1.3)  0.99 $272 $259 -$1.4 -0.5% (-$3.2, $0.4) 0.21 $244 $233 $14 0.6% (-$0.5,$3.3)  0.22
($0.8) ($1.1) ($1.1)
PY 2 $275 $262 $1.3 0.5% (-$0.3,$3.0)  0.19 $289 $275 $0.1 0.0% (-$2.0, $2.3) 0.92 $259 $247 $2.6* 1.0% (0.1, $5.2) 0.09
($1.0) ($1.3) ($1.6)
PY 3 $289 $275 $2.6* 0.9% (0.6, $4.7) 0.03 $305 $289 $1.3 0.4% (-$1.2,$3.9) 0.39 $274 $260 $4.1% 1.5% ($1.0,$7.2) 0.03
($1.2) ($1.6) ($1.9)
PY 4 $269 $254 $3.2% 1.2% (0.9, $5.4) 0.02 $282 $267 $1.0 0.4% (-$1.9, $4.0) 0.56 $256 $241 $5.6** 2.2% ($2.1,$9.1) 0.01
($1.4) ($1.8) ($2.1)
PY 1through4  $273 $260 $1.8* 0.7% (0.2, $3.3) 0.06 $287 $273 $0.2 0.1% (-$1.8, $2.3) 0.85 $259 $246 $3.4* 1.3% ($1.0, $5.8) 0.02
($1.0) ($1.2) ($1.5)
Expenditures for ambulatory visits with primary care practitioners
Baselne  $24 $24 NA NA NA NA $24 $25 NA NA NA NA $23 $23 NA NA NA NA
PY 1 $24 $25 -$0.2* -0.8% (-$0.4,$0.0)  0.07 $24 $25 -$0.2 -0.8% (-$0.4, $0.0) 0.16 $24 $24 -$0.2 0.7% (-$0.4,%0.1) 0.24
($0.1) ($0.1) ($0.1)
PY 2 $25 $26 -$0.1 -0.2% (-$0.3,%0.2)  0.70 $25 $26 -$0.2 -0.6% (-$0.4, $0.1) 0.38 $25 $25 $0.1 0.2% (-$0.3,%04)  0.77
($0.1) ($0.2) ($0.2)
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Table 5.A.1 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

fidence

0 percent
onfidence
ge

©
2
]
2

=

Impact estimate®

Impact estimate®
(SE)

Impact estimate®
(SE)

CPC+ mean?
(SE)
Percentage
impacte

90 percent
CPC+ mean?
Percentage
impacte
CPC+ mean?
impacte

]
[+
] Percenta

p3g con

PY 3 $27 $27 -$0.2 0.7% (-$0.4, $0.1) . $27 . 6 (-$0.5, $0.2) . -$0.2 (-$0.6, $0.2)
($0.2) ($0.2) (80.2)
PY 4 $24 $24 -$0.3 -1.3% (-$0.6,%0.0) 0.10  $24 $25 -$0.2 -0.6% (-$0.5, $0.2) 0.51 $24 $24 -$0.5% 2.0%  (-$1.0,$0.0) 0.10
($0.2) ($0.2) (80.3)
PY 1 $25 $26 -$0.2 0.7% (-$0.4,90.0) 015  $25 $26 -$0.2 0.7% (-$0.4, $0.1) 0.29 $25 $25 -$0.2 0.8% (-$0.5,%0.1)  0.31
through 4 ($0.1) ($0.2) ($0.2)
Expenditures for ambulatory visits with primary care practitioners at assigned practicei
Baselne  $17 $17 NA NA NA NA $17 $17 NA NA NA NA $17 $16 NA NA NA NA
PY 1 -$0.1 0 -$0.2 o : $0.0 019 :
$17 $16 (50.1) -0.6% (-$0.3,%0.1) 039  $17 $17 §$$0.1) -1.0% (-$0.4, $0.1) 0.28 $17 $16 §$$0'2) 0.1%  (-$0.3,80.2)  0.91
PY 2 $0.1 0 0.0 o 0.3 0 :
$15 $15 (50.2) 0.9% (-$0.1,804) 038  $15 $16 €$$0.2) 0.0% (-$0.3, $0.4) 0.98 $15 $14 go_z) 1.9% (-$0.1,$0.7)  0.23
PY 3 $0.1 0 0.1 o : 0.0 0 :
$15 $15 (50.2) 0.5% (-$0.2,904) 068  $15 $15 (20.2) 0.9% (-$0.3, $0.5) 0.58 $15 $14 (goa) 0.2% (-$0.5,$0.5)  0.93
PY 4 -$0.2 0 -$0.1 o -$0.3 510 :
$12 $12 (50.2) -1.5% (-$0.6,%0.2) 045  $12 $12 €$$0.3) 0.7% (-80.5, $0.4) 0.78 $12 $11 gOA) 21%  (-$0.9,804)  0.50
PY 1 $0.0 0 0.0 o 0.0 0 :
through 4 $15 $14 (50.1) 0.1% (-$0.3,90.2) 095  $15 $15 (50.2) 0.2% (-$0.3, $0.3) 0.89 $15 $14 (50.2) 0.1% (-$0.4,%04)  0.96
Expenditures for ambulatory visits with primary care practitioners at non-assigned practicei
Baseline  $7 $7 NA NA NA NA $7 $7 NA NA NA NA $7 $7 NA NA NA NA
PY 1 -$0.1 0 $0.0 049 : -$0.2* Ny :
$8 $8 (50.1) -1.2% (-$0.2,%0.0) 016  $8 $8 (20.1) 0.4% (-$0.2, $0.1) 0.75 $8 $8 (gm) 2.0%  (-$0.3,$0.0)  0.10
PY 2 -$0.2¥ 0 -$0.2 o -$0.2 50 :
$10 $11 (50.1) -1.8% (-0.4,80.0) 010  $10 $11 (20.2) -1.5% (-804, $0.1) 0.36 $10 $11 (go_z) 22%  (-$0.5,80.0) 0.15
PY3 -$0.3* 0 -$0.3 549 : -$0.2 e :
$11 $12 (50.1) 2.2% (-$0.5,$0.0) 0.06  $11 $12 (20.2) 2.4% (-$0.6, $0.0) 0.14 $11 $12 (go'z) 19%  (-$0.5,$0.1) 0.26
PY 4 -$0.1 0 -$0.1 o -$0.2 Yy :
$12 $12 (50.2) 1.1% (-0.4,80.2) 048  $12 $13 (20.2) -0.6% (-$0.5, $0.3) 0.76 $12 $13 (§0'3) 20%  (-$0.7,%0.2)  0.39
PY 1 -$0.2 0 -$0.1 o -$0.2 510 :
through 4 $10 $11 (50.1) -1.6% (-$0.3,%0.0) 010  $10 $11 (50.1) -1.3% (-$0.4, $0.1) 0.36 $10 $11 (50.1) 21%  (-$0.5,%0.0)  0.14
Expenditures for ambulatory visits with specialists
Baselne  $25 $24 NA NA NA NA $28 $26 NA NA NA NA $23 $22 NA NA NA NA
PY 1 $25 $24 $0.1 0.4% ($0.0, $0.2) 013  $27 $25 $0.0 0.2% (-$0.2, $0.1) 0.57 $23 $22 $0.2%* 1.1% ($0.1, $0.4) 0.01
($0.1) ($0.1) (80.1)
PY 2 $26 $24 $0.2** 0.7% (80.0, $0.3) 0.03  $28 $26 $0.1 0.4% (-$0.1, $0.3) 0.34 $23 $22 $0.2** 1.1% (0.1, $0.4) 0.03
($0.1) ($0.1) (80.1)
PY 3 $26 $25 $0.1 0.2% (-$0.1,%0.2) 050  $28 $27 $0.0 0.0% (-$0.2, $0.2) 0.98 $23 $23 $0.2 0.7% (-$0.1,90.4)  0.24
($0.1) ($0.1) (80.1)
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Table 5.A.1 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

fidence
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(SE)

Impact estimate®
(SE)

(SE)
confidence

Percentage
90 percent
CPC+ mean?
Percentage
impacte

90 percent
confidence
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CPC+ mean?
Percentage
impacte

90 percent
interval

CPC+ mean?
impacte

p3g con

PY 4 $22 $21 0 1 (-$0.2, $0.1) . . (-$0.5, $0.0) . 5 ($0. )
($0.1) ($0.1) (80.1)
PY 1 $25 $23 $0.1 0.3% ($0.0,$0.2) 033  $27 $25 -$0.1 0.2% (-$0.2, $0.1) 0.59 $22 $22 $0.2** 1.0%  (80.1,%0.4) 0.03
through 4 ($0.1) ($0.1) (80.1)
Skilled nursing facility expenditures
Baseline $67 $68 NA NA NA NA $71 $72 NA NA NA NA $63 $64 NA NA NA NA
PY 1 $65 $66 $0.4 0.7% (-$0.7,$16) 054  $69 $70 $0.3 0.4% (-$1.3,$1.8) 0.78 $61 $61 $0.5 09%  (-$1.1,%22) 059
($0.7) ($1.0) (81.0)
PY 2 $64 $66 -$0.1 -0.2% (-$1.3,$1.1) 088 968 $70 -$0.5 0.7% (-$2.1,$1.2) 0.65 $61 $61 $0.2 03%  (-$15,$19) 086
(%0.7) (61.0) ($1.0)
PY3 $63 $65 -$0.5 0.7% (-$1.8,$0.8) 054  $66 $70 -$2.4* -3.6% (-$4.3,-50.6)  0.03 $60 $60 $1.6 28%  (-$0.2,$34) 0.13
($0.8) ($1.1) ($1.1)
PY 4 $64 $65 -$0.6 -1.0% (-$25,81.2) 055  $67 $71 -$3.3* -4.7% (-$6.2,-$0.3)  0.07 $60 $60 $1.7 30%  (-$0.5,$4.0) 0.19
($1.1) (61.8) ($1.3)
PY 1through4  $64 $66 -$0.3 -0.4% (-$1.3,$0.8) 070  $67 $70 -$1.5 2.2% (-$3.1,$0.0) 0.11 $61 $61 $1.0 17%  (-$0.4,%24) 0.25
($0.6) ($0.9) (80.9)
Home health expenditures
Baseline $39 $41 NA NA NA NA $40 $44 NA NA NA NA $39 $38 NA NA NA NA
PY 1 $39 $41 -$0.3 0.7% (-$0.7,$0.2) 034  $40 $44 -$0.1 -0.2% (-$0.7, $0.6) 0.87 $39 $38 -$0.5 13%  (-$1.2,802) 0.22
($0.3) ($0.4) (80.4)
PY 2 $39 $42 $1.0% -2.6% (-$1.6,-80.5) 0.00  $40 $45 $1.3% -3.2% (-$2.0,-0.6)  0.00 $39 $39 -$0.8 -1.9%  (-$1.5,$0.0) 0.10
(%0.3) (80.4) ($0.5)
PY3 $39 $42 -$1.6"  -3.9% (-$2.2,-$1.0) 000  $39 $45 $1.7 -42% (-$2.5,-$1.0)  0.00 $39 $40 -$1.5%  37%  (-$2.4,-$06) 0.01
($0.4) ($0.5) (80.6)
PY 4 $35 $39 -$1.62*  -4.3% (-$2.3,-809) 0.00  $35 $40 -$1.4% -3.8% (-$2.3,-30.5)  0.01 $35 $36 $1.9% -5.0%  (-$2.9,-$0.8) 0.00
($0.4) ($0.5) (80.6)
PY 1through4  $38 $41 $1.2 -3.0% (-$1.7,-$0.7) 0.00  $38 $44 S$1.2 -3.0% (-$1.8,-50.6)  0.00 $38 $38 $1.2% -31%  (-$1.9,-05) 0.01
($0.3) ($0.4) (80.4)
Hospice expenditures
Baseline $23 $24 NA NA NA NA $22 $25 NA NA NA NA $23 $23 NA NA NA NA
Py $24 $24 ($$1614) 48% (305,18 001  $24 $25 ?£655) 64%  (506,524) 001  $24 $24 ?&76) 32%  ($02,$17) 021
PY 2 $27 $27 $1.6** 6.4% ($0.8,$24)  0.00  $27 $27 $2.1%+ 8.5% ($1.1,83.2) 0.00 $27 $27 $1.1 41%  (-$0.1,$2.3) 0.15
($0.5) ($0.6) (80.7)
PY3 $31 $30 $2.4+ 8.6% ($15,83.3) 000  $31 $30 $2.9"* 105%  (81.7,84.1) 0.00 $31 $30 $1.9% 6.5%  ($0.5,$3.3) 0.02
($0.6) ($0.7) (80.8)
PY 4 $32 $31 $2.3++ 7.7% ($1.3,$33)  0.00  $32 $31 $3.2++ 108%  ($1.8,$4.5) 0.00 $32 $31 $1.4 47%  (%0.0, $2.9) 0.10
($0.6) ($0.8) (80.9)
PY 1through4  $29 $28 $1.9% 7.0% ($1.2,$26) 000  $29 $28 $2.4** 9.3% ($1.5,83.4) 0.00 $29 $28 $1.3* 47% (0.2, $2.3) 0.04
($0.4) ($0.6) (80.6)
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Table 5.A.1 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

Impact estimate®
Impact estimate®

Impact estimate®
(SE)

(SE)
confidence

CPC+ mean?
Percentage
90 percent
confidence
interval
CPC+ mean?
Percentage
90 percent
confidence
CPC+ mean?
Percentage
impacte

90 percent
interval

Durable medical equipment expenditures

Baseline $22 $21 NA NA NA NA  $22 $20 NA NA NA NA  $22 $21 NA NA  NA NA

PY 1 $21 $19 $0.0 01%  (-$04,904) 097  $20 $19 -$0.2 12%  (-$08,903) 046  $21 $20 $0.3 14%  ($0.4,80.9) 045
($0.3) ($0.3) (80.4)

PY2 $23 $22 $03  -12%  ($0.7,$02) 033  $22 $22 $08*  35%  ($14,-%02) 003  $24 $23 $0.3 13%  (-$04,$1.0) 048
($0.3) ($0.4) ($0.4)

PY3 $24 $24 $04  -16%  ($0.9,%01) 021  $24 $23 $08*  31%  ($15,-%01) 006  $25 $24 $0.0 01%  (-$0.7,908) 096
($0.3) ($0.4) (80.5)

PY 4 $26 $24 $0.1 04%  (-$05,$07) 079  $25 $24 -$0.3 43%  ($11,904) 049  $26 $25 $04 17%  (-$04,$1.3) 042
($0.4) ($0.5) ($0.5)

PY 1through4  $24 $23 -$0.1 06%  (-$06,903) 058  $23 $22 -$0.5 23%  ($11,900) 012 $24 $23 $0.3 11%  (-60.4,80.9) 053
($0.3) ($0.3) ($0.4)

Unweighted sample sizesk

Number of 1,373 5,243
practices

Number of 1,446,195 4,935,793
beneficiaries

Number of 4,862,194 16,407,527
beneficiary-

years

738 2,979 635 2,264

742,582 2,882,949 706,113 2,067,467

2,482,081 9,565,553 2,380,113 6,841,974

Source: Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.

Notes: Although this table indicates which estimates are statistically significant, when we interpret evidence, we combine evidence from the magnitude of the effect, the p-values, findings on related
outcomes, subgroups, sensitivity tests, and other data sources about model implementation.

2We report the actual, unadjusted averages in the baseline period which are similar for the CPC+ and comparison groups due to matching. In the intervention periods, the comparison group mean is
computed by subtracting the regression adjusted difference between the CPC+ and comparison means in each time period from the CPC+ mean in that same time period.

b Each impact estimate is regression-adjusted using a difference-in-differences analysis that reflects the difference of the average outcome for Medicare FFS beneficiaries attributed to CPC+ practices in
the first four years of CPC+ to the average outcome in the baseline year, relative to the same difference over time for Medicare FFS beneficiaries attributed to comparison practices, while controlling for
beneficiary characteristics and practice fixed effects.

¢ We calculated percentage impacts relative to what the CPC+ mean would have been in Program Years 1 through 4 (separately and combined) in the absence of the intervention—that is, the unadjusted
CPC+ mean minus the impact estimate.

4 Expenditures for Part A and Part B services in PY 3 and PY 4 include QPP payment adjustments, based on practitioner performance two years before. They are applicable for both CPC+ and
comparison practices. The adjustments are composed of (1) MIPS adjustments, which are applied directly to physician and outpatient claims (as a percentage of the charges on the claims); and (2) lump
sum incentive payments to eligible practitioners who participated in Advanced APMs in 2017 and 2018 (calculated based on 2018 and 2019 claims for these practitioners, respectively). The first QPP
adjustments were paid in PY 3 (two years after the start of QPP), so there are no QPP payments in PYs 1 and 2.

¢ We determine SSP ACO participation status based on participation at the beginning of PY 1 (January 1, 2017). However, over time, CPC+ practices may join or leave SSP, resulting in a small subset of
SSP practices receiving the Performance-based Incentive Payments and a small subset of non-SSP practices receiving the shared savings payments. This is reflected in the impact estimates.

fThe sum of expenditures by service category does not equal the total expenditures for Part A and B services without enhanced payments in PY 3 and PY 4 because the total expenditures include lump-
sum incentive payments that are not applied at the claim level and are instead paid out directly to eligible practitioners who participated in Advanced APMs in 2017 and 2018.

270



APPENDIX 5.A. DETAILED RESULTS OVER THE FIRST FOUR PROGRAM YEARS OF CPC+ MATHEMATICA® INC.

Table 5.A.1 (continued)
9 Acute inpatient care includes short-stay acute hospital admissions and admissions to CAHs. Expenditures for non-acute hospital admissions other than those for inpatient rehabilitation, such as
psychiatric hospital admissions, are included in inpatient expenditures but not shown separately.

" Expenditures, with QPP payment adjustments, on outpatient ED visits include professional (which is part of expenditures for physician and nonphysician Part B noninstitutional services) and facility fees,
as well as payments for observation stays.

" Expenditures, with QPP payment adjustments, on Part B noninstitutional services include expenditures for (1) ambulatory primary care visits, (2) ambulatory specialist visits, and (3) non-ambulatory
physician visits as well as services provided by other noninstitutional providers. (We only show the first two categories separately in the table).

I We define the assigned practice for the baseline period as the first practice to which a beneficiary was attributed during the baseline period, and the assigned practice for the intervention period as the
first practice that the beneficiary was attributed to during the intervention period.

k After accounting for weights that adjust for matching and time observed in Medicare FFS, the effective sample sizes fall but are still substantial. For the comparison group, the effective sample size is 43
to 50 percent of the actual sample size. The effective sample size for the CPC+ group is about 96 percent of the actual sample size because it is affected only by time observed (and not by the matching
weights).

*I**[*** Significantly different from zero at the 0.10/0.05/0.01 level, two-tailed test.

NA = not applicable because the difference-in-differences impact estimate cannot be calculated at baseline.

ACO = Accountable Care Organization; APM = Alternative Payment Model; C = comparison; CAH = critical access hospital; FFS = fee-for-service; MIPS = Merit-based Incentive Payment System; PY =
Program Year; QPP = Quality Payment Program; SE = standard error; SSP = Medicare Shared Savings Program.
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Figure 5.A.1. Quarterly trends in average Medicare expenditures PBPM, excluding CMS’s
enhanced payments, Track 1
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Source: Analyses of Medicare claims data from January 2013 through December 2020.

Notes:  For beneficiaries attributed to CPC+ and comparison practices, the figure shows actual, unadjusted
average expenditures in the baseline quarters (Q1 through Q4 of 2016), which are similar for the two
groups due to matching. In the intervention quarters (starting in Q1 2017), the comparison group mean is
regression-adjusted based on the quarterly difference-in-differences model, which adjusts for baseline
characteristics. The sharp decline in expenditures during the first and second quarters of 2020 can be
attributed to a decline in the overall utilization of health services during the initial months of the COVID-19
pandemic.

PBPM = per beneficiary per month.

Impacts on expenditures significantly diverged in Program Year (PY) 3 and PY 4 for
Track 1 practices participating in Medicare’s Shared Savings Program (SSP) at baseline.
In PY 1 and PY 2, the estimated impacts on expenditures without CMS’s enhanced payments
among both SSP and non-SSP practices were less than or equal to 1 percent and were not
statistically significant. However, in PY's 3 and 4, there were statistically significantly different
but opposing estimated effects on expenditures by SSP status (p < 0.01 for the difference by SSP
subgroup). Specifically:

e Practices in SSP Track 1 began to generate gross savings in PY 4. SSP practices had a 1.5
percent relative decrease in expenditures without CMS enhanced payments (-$14.9 PBPM, p
=0.02) in PY 4. As described in Section A.2 of this Appendix, this reduction was driven by a
relative decline in expenditures for acute inpatient services, with a corresponding decline in
acute hospitalizations. This reduction suggests that there could be favorable interactions in
the incentives and supports provided by CPC+ and SSP programs.

e For non-SSP Track 1 practices, increases in expenditures emerged in PY 3 and
continued through PY 4. Non-SSP practices had relative increases of $13.2 PBPM (1.4
percent, p =0.03) in PY 3 and $11.0 PBPM (1.2 percent, p = 0.09) in PY 4. These were
driven primarily by increases in three expenditure categories: physician and non-physician
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Part B noninstitutional services, inpatient rehabilitation facilities, and outpatient services (in
PY 3 only), as described in Section A.2.

e While the triple-differences estimates for expenditures were not statistically significant for
either SSP practices or non-SSP practices and did not significantly differ by SSP subgroup,
they also show relatively more favorable point estimates and confidence intervals for SSP
practices compared to non-SSP practices, especially in PYs 3 and 4 (see Appendix 5.G for
more details). The DD estimates for these SSP-participation based subgroups were also
within the 90 percent confidence intervals of the DDD estimates.

A.2. Medicare expenditures by service category

Over the first four years, CPC+ reduced expenditures on some services, but this did not
translate into reductions in overall expenditures, due to offsetting increases in other
expenditure categories. CPC+ reduced expenditures for acute inpatient and home health
services by about $3 PBPM and $1 PBPM, respectively; however, this reduction was offset by
increases of about $2 PBPM each in physician and nonphysician Part B noninstitutional services
and hospice and an increase of about $1 PBPM for inpatient rehabilitation facilities. Specifically,
CPC+ reduced expenditures on:

e Acute inpatient services. Expenditures for acute inpatient care decreased by about 2
percent in PYs 3 and 4 due to decreases among SSP practices. The relative decreases of
$4.6 PBPM (-1.5 percent, p = 0.04) and $6.7 PBPM (-2.4 percent, p < 0.01) in expenditures
for acute inpatient care in PY's 3 and 4, respectively, across all Track 1 practices were driven
by a relative decline for CPC+ practices within the SSP group (-$8.3 PBPM,-2.7 percent, p <
0.01 in PY 3 and -$12.5 PBPM, -4.2 percent, p < 0.01 in PY 4). There were no effects among
the non-SSP practices and the differences by SSP subgroup were statistically significant (p =
0.07 in PY 3 and p = 0.01 in PY 4 for the difference by SSP subgroup). This is consistent
with reductions in acute hospitalizations experienced by Track 1 SSP practices but not Track
1 non-SSP practices (see Section B for more details).

e Home health. Track 1 was also associated with a 3 percent relative decrease in home
health expenditures relative to comparison practices. Although we did not have a clear
hypothesis for the direction of change in home health expenditures, there was a 3.0 percent
average annual relative decrease in home health expenditures (-$1.2 PBPM, p < 0.01) that
first emerged in PY 2 and continued through PY 4. The estimated effects on home health
expenditures were similar by SSP status over the first four years.

CPC+ increased expenditures on:

e Physician and nonphysician Part B noninstitutional services. In PY 3 and PY 4, there
were 1 percent relative increases in expenditures for physician and nonphysician Part B
noninstitutional services in Track 1, driven by increases among non-SSP practices.
There were increases of $2.6 PBPM (0.9 percent, p = 0.03) and $3.2 PBPM (1.2 percent, p =
0.02) in expenditures on physician and nonphysician Part B noninstitutional services in PY's 3
and 4, respectively, in Track 1, which were driven by the statistically significant estimates in the
non-SSP group ($4.1 PBPM or 1.5 percent [p = 0.03] in PY 3 and $5.6 PBPM or 2.2 percent [p
<0.01] in PY 4). Estimates in the SSP group were less than 0.5 percent and not statistically
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significant, and the differences by SSP status were on the margin of statistical significance (p =
0.10 for the difference by SSP subgroup).

e Hospice. Expenditures for hospice services increased by 6 percent more for Track 1
practices than for comparison practices. For both Track 1 practices and comparison practices,
hospice expenditures increased during the first four years of CPC+, but hospice expenditures
increased by $1.9 PBPM (6.7 percent, p < 0.01; Table 5.A.1]) more among Track 1 practices.
The estimated impacts increased from $1.1 PBPM (p <0.01) in PY 1 to over $2 PBPM in PY 3
and PY 4 (Table 5.A.1). Estimated increases in hospice expenditures were similar by SSP status.
The relative increase in hospice expenditures was driven by a relative increase in both the
proportion of beneficiaries receiving hospice services and the length of hospice stay among
those beneficiaries receiving hospice services; see Section 5.A.1, Subsection C.3 for further
discussion.

e Inpatient rehabilitation facilities. Over the four years, Track 1 was associated with a §
percent increase in inpatient rehabilitation facility expenditures relative to comparison
practices. Although we did not have a clear hypothesis for the direction of change in inpatient
rehabilitation facility expenditures (a subset of inpatient expenditures), there was a relative
increase in inpatient rehabilitation facility expenditures of about 5 percent, which was
consistently observed across the years (with the annual estimates ranging from $0.8 PBPM [3.8
percent, p = 0.07] to $1.5 PBPM [7.1 percent, p < 0.01]). The relative increase in inpatient
rehabilitation facility expenditures was concentrated among non-SSP practices ($2.0 PBPM [9.5
percent, p < 0.01] versus $0.4 PBPM [1.9 percent, p = 0.45] for SSP practices), with a
statistically significant difference by SSP status (p = 0.05 for the difference by SSP subgroup).

There were no discernible effects on outpatient, skilled nursing facility, or durable medical
equipment expenditures for Track 1 practices over the first four years. Average annual
estimates in these expenditure categories were 1 percent or less, less than $1 PBPM, and not
statistically significant. However, there was a relative increase in outpatient expenditures for
Track 1 non-SSP practices in PY 3 ($3.6 PBPM, 1.7 percent, p = 0.08).

A.3. Medicare expenditures including CMS’s enhanced payments (care management fees
[CMFs], performance-based incentive payments [PBIPs], and SSP payments)

After including all of CMS’s enhanced payments, Medicare expenditures increased by
$14.1 PBPM (similar to the total enhanced payments PBPM) or 1.5 percent (p <0.01) more
for Track 1 practices than for comparison practices over the first four program years
(Table 5.A.1). CMS’s enhanced payments included payments for participation in CPC+ and for
performance. We arrived at this estimate by completing the following steps to account for the
various payments:

e We first included payments for practices’ participation in CPC+—that is, CMFs for practices
in Track 1. We found that, after including CMFs, Medicare expenditures increased by $14.0
PBPM (p < 0.01) more for Track 1 practices than for the comparison practices over the first
four program years, which translates to an increase of 1.5 percent (Table 5.A.1). These
estimates differed significantly by SSP subgroup (p = 0.02 for the difference by SSP
subgroup) with only non-SSP Track 1 practices experiencing significant increases relative to
the comparison group ($21.9 PBPM, 2.4 percent, p <0.01 for non-SSP practices versus $6.4
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PBPM, 0.7 percent, p = 0.14 for SSP practices). The average CMFs across the four years
were very similar for SSP and non-SSP practices ($12.3 PBPM for SSP practices and $12.2
PBPM for the non-SSP practices), so this difference in Medicare expenditures is explained
by the differences in impacts on expenditures without enhanced payments in the two groups.

e Next, we included payments for participation (as described above) and for performance.
Payments for performance included: (1) PBIPs, which only CPC+ non-SSP practices
received during the intervention years; and (2) SSP Accountable Care Organization (ACO)
shared savings payments—which were received by ACOs to which CPC+ and comparison
SSP practices belonged to—and were received in both baseline and intervention years
(because SSP existed before and during CPC+).

— Non-SSP practices. After adding in the PBIPs (in addition to the CMFs) that non-SSP
CPC+ practices received in the four intervention years, the relative increase in Medicare
expenditures for the non-SSP group increased by $0.6 PBPM—from $21.9 PBPM (2.4
percent, p < 0.01) without PBIPs to $22.5 PBPM (2.5 percent, p < 0.01) with PBIPs.?!

— SSP practices. Adding in the share of ACO SSP payments that we assigned to
beneficiaries in CPC+ and comparison SSP practices in Track 1 (in addition to the
CMFs) decreased the non-statistically significant estimate for the SSP group by $0.2
PBPM—from $6.4 PBPM (0.7 percent, p = 0.14) without PBIPs to $6.2 PBPM (0.6
percent, p = 0.15) with PBIPs.?? This small relative decrease was driven by a differential
increase in the average PBPM shared savings payments we assigned to CPC+ Track 1
SSP beneficiaries versus those assigned to comparison beneficiaries from baseline
through the intervention period. Specifically, during the baseline year and throughout the
four-year intervention period, the average SSP payments assigned to CPC+ Track 1 SSP
beneficiaries increased from $4.4 PBPM to an average of $7.1 PBPM; however, during
the same period, that payment increased from $3.8 PBPM to $7.3 PBPM for comparison
SSP beneficiaries.*

2! The impact estimate of $22.5 PBPM for Track 1 practices in the non-SSP subgroup includes both PBIPs and
shared savings payments. Over time, CPC+ practices may join or leave the SSP, resulting in a small subset of non-
SSP practices receiving shared savings payments. From baseline through the intervention period, the change in
PBIPs was $1.3 PBPM higher for CPC+ Track 1 non-SSP practices than for comparison practices. However, the
change in shared savings payments was $0.7 PBPM lower for CPC+ Track 1 non-SSP practices than for comparison
practices. As a result, the overall increase in the impact estimate was $0.6 PBPM.

22 The impact estimate of $6.2 PBPM for Track 1 practices in the SSP subgroup includes both PBIPs and shared
savings payments. Over time, CPC+ practices may join or leave the SSP, resulting in a small subset of SSP practices
receiving PBIPs. From baseline through the intervention period, the change in PBIPs was $0.3 PBPM higher for
CPC+ Track 1 SSP practices than for comparison practices. However, the change in shared savings payments was
$0.5 PBPM lower for CPC+ Track 1 SSP practices than for comparison practices. As a result, the overall decrease in
the impact estimate was $0.2 PBPM.

BmPY1 through PY 3, CPC+ Track 1 SSP practices had about $1 PBPM higher ACO SSP payments than
comparison practices; however, in PY 4 CPC+ Track 1 SSP practices had $3 PBPM lower ACO SSP payments than
comparison practices. Across the four intervention years, this averaged to $0.2 lower ACO SSP payments for CPC+
Track 1 SSP practices. Differences in ACO SSP payment patterns in PY 4 could be explained by the Medicare SSP
Extreme and Uncontrollable Circumstances policy, which reduced completely any shared losses an ACO incurred in
2020.
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A.4. Results of sensitivity tests for impact estimates on Medicare expenditures without
CMS’s enhanced payments

Results from sensitivity tests were mostly similar to those from our main model, in that
they all suggested that over the four years, the effect on Medicare expenditures without
CMS’s enhanced payments (our primary outcome) in Track 1, was close to zero; while
some estimates suggested expenditures increased, the estimated increases were always less
than 1 percent. These results suggest that our main findings ($1.8 PBPM, 0.2 percent, p = 0.58)
are robust to (1) changes in the empirical estimation strategy (including the length of the baseline
period, the composition of the analysis sample, the model specification, the set of control
variables, and the definition of counterfactual), (2) changes in the measure definition, and (3) are
unlikely to be biased due to COVID-19.

Tables 5.A.2 and 5.A.3 show the results from these tests together with the motivation behind
each of them.

Two sensitivity tests that changed the key elements of our estimation approach indicated
small (less than 1 percent) but statistically significant increases in expenditures.

— When we altered the sample to include only beneficiaries who were attributed during the first
quarter of the baseline and intervention periods, the impact estimate was $6.6 PBPM (0.7
percent, p = 0.05).2*

— When we used log expenditures as the dependent variable, the impact estimate was 0.8
percent (p =0.03).

We found comparable results when we used an alternate definition of Medicare
expenditures without CMS’s enhanced payments, which excludes the QPP payment
adjustments. Because QPP payment adjustments were small ($2.2 PBPM for CPC+ Track 1
practices in both PY 3 and PY 4, and $1.6 and $1.8 PBPM, respectively, for comparison
practices?’), the estimates for expenditures without the QPP payments were similar to the
estimates for our primary expenditure outcome, which includes the QPP payments in PY 3 and
PY 4 (PY 4 estimates are shown in Table 5.A.3).

Findings from the two COVID-19-specific sensitivity analyses also produced similar
estimates to our main model, suggesting that the likelihood of any bias in our estimates from

24 This statistically significant estimate is slightly higher than our main estimate of $1.8 PBPM (p = 0.58), which
could suggest differential changes in sample composition in the CPC+ and comparison groups over time. However,
at this point, we are not very concerned about differential changes in sample composition biasing our estimates
because (1) the estimate from this test, while statistically significant, represents a change in expenditures of less than
1 percent; (2) out of the six (three for each track) tests (listed in Table 5.A.2) conducted for changes in sample
composition, only one test yielded a statistically significant finding; and (3) an examination of descriptive statistics
on key characteristics (race, gender, disability, dual eligibility status, HCC score, and chronic conditions) of
assigned beneficiaries did not suggest any systematic differences between beneficiaries assigned to CPC+ and
comparison practices over time.

25 CPC+ Track 1 practices had slightly higher average QPP payments because more Track 1 practitioners participate
in QPP through the Advanced APM track and earn a 5 percent lump sum bonus (for participating in an advanced
APM). More comparison practitioners participate through the MIPS track, where the payment adjustment could be
upwards or downwards and the maximum upward payment adjustment in PY 4 is under 2 percent.
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COVID-19 during PY 4 might be minimal. The point estimates for expenditures from the main
analysis were within the 90 percent confidence interval around the triple-differences estimates in
PY 4, both overall (Table 5.A.3) and by SSP status (see Appendix 5.G for more details on the
triple-differences analysis).
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Table 5.A.2. Estimates of the four-year impact of CPC+ on Medicare expenditures without CMS’s enhanced payments for

Track 1, from main analysis and sensitivity tests
Impact Percentage 90% 90%
Test Motivation estimate impact p-Value Cl lower bound|CI upper bound

Main analysis (cumulative
estimate across four years)

Altering length of baseline period

Uses a difference-in-differences
analysis with an ITT beneficiary
sample, a one-year baseline
period, controls for baseline
beneficiary characteristics,
COVID-19-related controls, and
practice fixed effects

$1.8 0.2%

0.58 -$3.5 $7.0

Use two-year baseline period
(instead of one year)?

Controls for outcome levels over $3.2 0.3%
longer pre-CPC+ period

Altering the composition of the beneficiary sample

Use sample of beneficiaries Helps to adjust for changes in $1.3 0.1% 0.69 -$4.1 $6.8
attributed during both the baseline sample composition between
and intervention periods as the baseline and follow-up that may
analysis sample® differ for the intervention and
matched comparison groups
Examine the impacts for the subset  Removes any effects that may be $6.6* 0.7% 0.05 $1.2 $12.1
of beneficiaries attributed in the first  due to changes in sample
quarter of the baseline period and composition over time, for both
the intervention period ¢ baseline and intervention years
Instead of following an ITT Assesses whether ITT tends to $1.8 0.2% 0.56 -$3.3 $7.0

approach to defining the beneficiary
sample (once attributed,
beneficiaries stay in the sample for
all subsequent years), allow
beneficiaries to drop out of the
sample if they no longer meet
attribution requirements ¢ ©

attenuate true effects by retaining
beneficiaries in the intervention
group who are no longer seen by
CPC+ practices
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Table 5.A.2 (continued)

Impact Percentage
Test Motivation estimate impact Cl lower bound|CI upper bound

Altering the modeling assumptions

Use generalized linear model with Handles skewed expenditure -$1.4 -0.1% 0.81 -$10.8 $8.0
log link distribution
Trim expenditures at 98th percentile = Reduces influence of beneficiaries $0.4 0.0% 0.87 -$3.6 $4.4
with high outlier expenditures
Reduces influence of beneficiaries NA 0.8%* 0.03 0.2% 1.3%

H f
Use log expenditures with high outlier expenditures

Controlling for contemporaneous SSP participation

Use a model that controls for Controls for changes in SSP $2.4 0.3% 0.45 -$2.9 $7.7
contemporaneous (same year) SSP  participation status among CPC+
participation status and comparison practices over time

Alternative definition of counterfactual

Use a triple differences approach ¢ Controls for regional differences in $5.9 0.6% 0.21 -$1.8 $13.6
trends among CPC+ and
comparison practices

Source: Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.
a Sample size is 17 percent larger than the main analysis.

b Sample size is about 31 percent smaller than the main analysis.

¢ Sample size is about 28 percent smaller than the main analysis.

d Sample size is about 9 percent smaller than the main analysis.

¢ The percentage of beneficiaries that are no longer attributed to CPC+ or comparison practices but are still included in the research sample due to the ITT
approach grows over time; however, the yearly estimate from this sensitivity test was similar to the corresponding estimate from the main analysis in PY 4 (-$3.1 [p
=0.51] and -$2.0 [p = 0.66], respectively).

fWe obtained only a percentage impact, not a dollar impact, from the model specification with log of expenditures as the outcome. The dollar magnitude of the
impact in this model depends on the starting value—for example, a 0.8 percent impact for someone with expenditures equal to the CPC+ mean during the
intervention period would be about $7.6.

9 Sample size is 234 percent larger than the main analysis (because the triple-differences model also includes non-participating practices in CPC+ regions and
unselected practices in comparison regions).

*[**/*** Significantly different from zero at the 0.10/0.05/0.01 level, two-tailed test.
Cl = confidence interval; ITT = intent-to-treat; SSP = Medicare Shared Savings Program.
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Table 5.A.3. Estimates of the PY 4 impact of CPC+ on Medicare expenditures without CMS’s enhanced payments for
Track 1, from main analysis and sensitivity tests

Impact Percentage 90% 90%
Test Motivation estimate impact p-Value Cl lower bound|CI upper bound

Main analysis (PY 4 estimate) Uses a difference-in-differences -$2.0 -0.2% 0.66 -$9.4 $5.4
analysis with an ITT beneficiary
sample, a one-year baseline
period, controls for baseline
beneficiary characteristics,
COVID-19-related controls, and
practice fixed effects

Altering the definition of the outcome (PY 4 estimate)

Use expenditures that exclude the Tests whether estimates are -$2.4 -0.3% 0.59 -$9.8 $5.0
QPP payments sensitive to an alternative definition
of the outcome

COVID-19 specific sensitivity tests (PY 4 estimate)

Estimate obtained through a triple Controls for regional differences in $0.6 0.1% 0.92 -$10.2 $11.5
differences approach @ trends due to COVID-19 among

CPC+ and comparison practices
Estimate for expenditure outcome Tests for the sensitivity of the $0.1 0.0% 0.97 -$7.5 $7.8
constructed by dropping claims estimate to changes in expenditures
from March 2020 to May 2020 ° during peak COVID-19 period

Source: Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.

a Sample size is 234 percent larger than the main analysis (because the triple-differences model also includes non-participating practices in CPC+ regions and
unselected practices in comparison regions).

b Sample size is about 0.01 percent smaller than the main analysis.
***/*** Significantly different from zero at the 0.10/0.05/0.01 level, two-tailed test.
Cl = confidence interval; ITT = intent-to-treat; PY = Program Year.
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A.5. Impact estimates on Medicare expenditures without CMS’s enhanced payments for
practice and patient subgroups

While our primary design includes separate analyses for SSP and non-SSP practices, for the
primary expenditure outcome, we also examined subgroup effects separately for certain
subgroups of practices and subgroups of beneficiaries. (These subgroups were designated in
advance in the evaluation design report [Peikes et al. 2018b] and are described in Appendix 5.E)
To account for correlation in practice characteristics, we estimated a single regression that
included all practice subgroup interaction terms. This means that the impact estimates (described
below) are the effects of being in a certain practice subgroup while controlling for other practice
characteristics. We first tested whether the impact estimates for the subgroups defined by the
same characteristic were significantly different from one another, using a t-test for subgroups
with two categories (for example, hospital- or system-owned and independent practices) and
using an F-test for subgroups with more than two categories (for example, small, medium, and
large practices). The last column of Table 5.A.4 and Table 5.A.5 shows the p-values from this
test. If we found significant differences across subgroups defined by a particular characteristic,
we then tested whether the impact estimate within a subgroup was significantly different from
Zero.

A.5.1. Findings from practice subgroup analysis

For Track 1, the estimated annual average effect on Medicare expenditures across the four
years did not vary across practice subgroups. The evidence for statistically significant
variation in impact estimates on Medicare expenditures by practice characteristics was weak
(Table 5.A.4).

e We conducted an F-test where the null hypothesis was that the estimated impact of CPC+
Track 1 is the same across all practice subgroups (i.e., the coefficients of the triple interaction
terms of the treatment indicator, intervention period indicator, and the practice subgroup
indicator were equal to zero). With the p-value of 0.44 for this test, we could not reject the
null hypothesis, meaning that we do not have strong evidence for variation in estimates
across practice subgroups.

e There were also no notable differences in estimated impacts between subgroups defined by
the same practice characteristics such as practice size and hospital/system ownership in
Track 1.
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Table 5.A.4. Estimates of four-year impact of CPC+ on Medicare expenditures without
CMS’s enhanced payments, by baseline practice characteristics for Track 1

p-Value for
Number difference
(percentage) of in impact

Practice subgroup definition, CPC+ beneficiaries estimates
based on baseline in subgroup at Impact estimate Percentage between
characteristics baseline (standard error) impact subgroups?

Main analysis (all practices) - $1.8 ($3.2) 0.2% -
Whether practice participated in prior primary care transformation initiatives (recognized as a medical
home or participated in MAPCP or CPC Classic)

Yes 468,562 (53.6%) $3.1 ($4.5) 0.3%

405,431 (46.4%) -$0.2 ($4.5) 0.0%

Large and medium versus small practice based on number of primary care practitioners

Large (6+ primary care 404,510 (46.3%) -$3.2 (%4.7) -0.3%

practitioners)

Medium (3-5 primary care 282,425 (32.3%) $9.4 ($5.6) 1.0%

practitioners)

Small (1-2 primary care 187,058 (21.4%) $0.0 ($6.9) 0.0% 0.12

practitioners)

Hospital- or system-owned 474,666 (54.3%) $5.3 (54.4) 0.6%

Independent 399 328 (45.7%) -$2.9 ($4.6) -0.3%

Multi- speC|aIty 170,723 (19.5%) $9.9 ($8.2) 1.1%

Prlmary care only 703,270 (80.5%) -$0.4 ($3.4) 0.0%

Rural 89,849 (10.3%) $3.4 ($9.8) 0.4%

Suburban 156,817 (17.9%) $8.2 ($8.0) 0.9%

Urban 627,328 (71.8%) -$0.3 ($3.7) 0.0% 0.66
Source: Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.
Note: The estimates (and standard errors) in the impact estimate column show subgroup-specific impacts over

the first four years of CPC+, separately, for each practice characteristic listed in the table. We only tested
differences within each subgroup if the estimates were significantly different between the two subgroups
(that is, the p-value in the last column was <.10). Asterisks denote whether the impact estimate within a
subgroup was significantly different from zero when estimates were significantly different between the
subgroup categories.

@ The p-values in the last column represent results from testing for statistically significant differences in impact
estimates between the subgroups, based on the baseline practice characteristic (using a t-test for subgroups with two
categories and from an F-test for subgroups with more than two categories).

***[***Within-subgroup estimate significantly different from zero at the 0.10/0.05/0.01 level, two-tailed test.

CPC = Comprehensive Primary Care; MAPCP = Multi-payer Advanced Primary Care Practice Demonstration; SSP =
Medicare Shared Savings Program.
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A.5.2. Findings from beneficiary subgroup analysis

Across the four program years, Track 1 impact estimates for Medicare expenditures
without CMS’s enhanced payments did not differ by beneficiaries’ baseline characteristics.
There were no statistically significant differences between high-risk and non-high-risk
beneficiary subgroups, regardless of whether high-risk beneficiaries were defined as (1) being in
the top quartile of the HCC score distribution, (2) being in the top decile of the HCC score
distribution or having dementia (which is how CMS defined risk tier 5 for Track 2 CPC+
practices), (3) having behavioral health conditions, (4) having 2 or more of 12 high-risk chronic
conditions and a hospitalization at baseline (or in 2015 for observations in the baseline year), or
(5) being dually eligible (Table 5.A.5). Note that most of the sample falls into the subgroup that
is not high risk, so that the non-high-risk subgroup has more statistical power than the high-risk
subgroup.
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Table 5.A.5. Estimates of four-year impacts of CPC+ on Medicare expenditures without
CMS’s enhanced payments, by baseline beneficiary characteristics for Track 1

Number p-Value for
(percentage) of Impact difference in

Beneficiary subgroup CPC+ beneficiaries estimate impact estimates
definition, based on baseline in subgroup at (standard Percentage between
characteristics baseline error) impact subgroups?

Main analysis (all beneficiaries) - $1.8 ($3.2) 0.2% -
Patients in the highest quartile of the HCC score distribution

Yes 203,846 (25.9) -$3.3 ($9.6) -0.2%

No 583,247 (74.1) $5.2 ($2.7) 0.8%

Patients in the highest decile of the HCC score distribution or who have dementia

Yes 123,135 (15.6) $2.9 ($13.2) 0.1%

No 663,957 (84.4) $2.6 ($2.9) 0.3% 0.98

Patients with selected behavioral health conditions (schizophrenia, depression or bipolar disorders, or
drug or alcohol psychosis or dependence)

Yes 68,832 (8.7) -$11.1 ($12.5) -0.8%

No 718,261 (91.3) $4.8 ($3.3) 0.5% 0.21

Patients with multiple chronic conditions (at least 2 of 12 frequently occurring chronic conditions®) and

one or more hospitalizations®

Yes 68,210 (8.7) $8.2 ($18.7) 0.3%
No 718,883 (91.3) $2.7 ($3.0) 0.3% 0.77
Patients dually eligible for Medicare and Medicaid
Yes 107,909 (12.6) -$7.7 ($10.6) -0.6%
No 746,888 (87.4) $2.7 ($3.2) 0.3% 0.34
Source: Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.
Note: Beneficiary characteristics to determine subgroup membership are measured at the start of the year-long

baseline period for baseline observations and at the start of Program Year 1 for observations in the intervention
period (Program Years 1 through 4). The estimates (and standard errors) in the impact estimate column show
subgroup-specific impacts, separately for each beneficiary characteristic listed in the table. We only tested
differences within each subgroup if the estimates were significantly different between the two subgroups (that is,
the p-value in the last column was <.10). Asterisks denote whether the impact estimate within a subgroup was
significantly different from zero when estimates were significantly different between the subgroup categories.
Because we could not observe diagnoses (which are used to determine HCCs and calculate HCC scores) at
baseline for beneficiaries who were new to Medicare during the program years, we excluded new Medicare
beneficiaries from all subgroup analyses (except the analysis based on dual status since beneficiaries who are
new to Medicare by definition could not have been enrolled in both Medicare and Medicaid prior to joining
Medicare). Due to this process, about 10 percent of observations from the regressions were excluded for the
subgroups defined by HCC score and chronic conditions. Therefore, the main impact estimate of $1.8 PBPM for
Track 1 overall may not lie between the impact estimates for these subgroups.

@ The p-values in the last column represent results from testing for statistically significant differences in impact
estimates between the subgroups, based on the baseline beneficiary characteristic (using a t-test for all subgroups).
bThe 12 frequently occurring chronic conditions are congestive heart failure, chronic obstructive pulmonary disease,
history of acute myocardial infarction, ischemic heart disease, diabetes, metastatic cancer and acute leukemia, history of
stroke, depression, dementia, atrial fibrillation, rheumatoid arthritis or osteoarthritis, and chronic kidney disease.

¢For observations in the baseline year, hospitalizations are measured in 2015, the year before the start of the
baseline year. For observations in the intervention period, hospitalizations are measured in 2016, the year before the
start of Program Year 1.

***/*** Significantly different from zero at the 0.10/0.05/0.01 level, two-tailed test.
HCC = hierarchical condition category.
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B. Medicare FFS service use

Acute hospitalizations. Over the first four program years, CPC+ reduced acute
hospitalizations for Track 1 practices relative to comparison practices. Acute
hospitalizations decreased for both CPC+ and comparison practices during the first four program
years compared to the year before CPC+ began. The reduction was larger for Track 1 CPC+
practices, leading to an average annual relative decline of three visits per 1,000 beneficiaries (-
0.9 percent, p = 0.06; Table 5.A.6). Consistent with the theory of change of CPC+, the reductions
in hospitalizations took multiple years to realize, fully emerging in PY 4 with a reduction of five
visits per 1,000 beneficiaries (-1.8 percent, p = 0.01). In line with this reduction in acute
hospitalizations, there was a 1.8 percent (p = 0.04) relative reduction in expenditures for acute
inpatient care in PY 4 (Table 5.A.1). There was some evidence for reductions in hospitalizations
in PY 3, with estimates implying 1 percent reductions in acute hospitalizations that were on the
margin of statistical significance (p = 0.12) along with statistically significant reductions in
expenditures for acute inpatient care (-1.5 percent, p = 0.04). Estimated reductions in acute
hospitalizations in PY 4 were larger for Track 1 SSP practices (-8.3 visits per 1,000 beneficiaries,
p <0.01) relative to Track 1 non-SSP practices (-1 visit per 1,000 beneficiaries, p = 0.72), and
differences by SSP subgroup were statistically significant (p = 0.04 for the difference by SSP
subgroup).

Emergency department (ED) visits. Over the first four program years, CPC+ reduced total
and outpatient-specific ED visits for Track 1 practices relative to comparison practices.
Total ED visits (which includes ED visits that lead to hospitalizations) decreased for both CPC+
Track 1 and comparison practices during the first four program years but decreased more for
CPC+ Track 1 practices, leading to an average annual relative reduction of 13 ED visits per
1,000 beneficiaries (-1.9 percent, p < 0.01).

Outpatient ED visits, which constitute 70 percent of all ED visits, declined by eight visits per
1,000 beneficiaries (-1.8 percent, p < 0.01) more for Track 1 practices. Estimates (across the four
years) for both total ED visits and outpatient ED visits were similar by SSP status. Consistent
with the theory of change for CPC+, the reductions in ED visits emerged early, with reductions
observed in the first program year. Notably, the reductions in outpatient ED visits did not
translate into favorable declines in expenditures for outpatient ED visits (Table 5.A.1).

Primary care substitutable and potentially primary care preventable outpatient ED visits
accounted for slightly over two-thirds of the overall reduction in outpatient ED visits, with
average annual reductions of approximately four visits per 1,000 beneficiaries (-2.3 percent, p <
0.01) for primary care substitutable outpatient ED visits, and two visits per 1,000 beneficiaries (-
1.6 percent, p = 0.02) for potentially primary care preventable outpatient ED visits.?®

Results from sensitivity tests (not shown) suggest that changes in impact estimates for
outpatient ED visits and hospitalizations in PY 4 should not necessarily be interpreted as a
trend toward increasingly favorable reductions. While the estimated reductions in outpatient

26 The relative reductions of 4.0 primary care substitutable outpatient ED visits and 1.9 potentially primary care
preventable outpatient ED visits accounted for 71 percent of the 8.3 visit reduction in all outpatient ED visits ([4.0 +
1.9]/ 8.3 =71 percent).
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ED visits and hospitalizations in PY 4 appear to be larger than the corresponding estimates in PY
3 (Table 5.A.6), this should not necessarily be interpreted as an increasingly favorable trend, for
two reasons:

e The PY 4 estimates for outpatient ED visits and hospitalizations are not statistically different
from the PY 3 estimates for these outcomes at the 10 percent level of significance, suggesting
that the larger estimates in PY 4 may be due just to chance.

e Triple-differences models estimated smaller impacts for outpatient ED visits and
hospitalizations in PY 4 (Appendix 5.G), and the difference-in-differences estimate for
hospitalizations in PY 4 was larger than the highest reduction implied by the 90 percent
confidence interval around the triple-differences estimate, so it is possible that the difference-
in-differences models could be overestimating the magnitude of the impacts in PY 4.

We found no evidence that differential health care avoidance during the initial months of
the COVID-19 pandemic led to a bias in the PY 4 estimates for outpatient ED visits and
hospitalizations in Track 1. Results from a sensitivity test that dropped claims from the peak
period of COVID-19’s impact on health care utilization (March through May 2020), yielded
estimates of a similar magnitude for outpatient ED visits and hospitalizations in PY 4 as our
main analysis, suggesting that differential health care avoidance in the first three months of the
pandemic was unlikely to bias these impact estimates in PY 4.

Urgent care visits. An effect on urgent care visits emerged for the first time in PY 4; however,
this may have been driven partially by a response to the COVID-19 pandemic rather than by a
CPC+ effect. In PY 4, Track 1 CPC+ practices experienced a relative increase in urgent care
visits of 20 visits per 1,000 beneficiaries (15 percent, p < 0.01). This relative increase in PY 4
contributed to an average annual relative increase in urgent care visits of 6 visits per 1,000
beneficiaries (4.8 percent, p = 0.02) across the four program years. However, these findings
should be interpreted cautiously because the triple-differences estimate did not indicate any
effects of CPC+ Track 1 on urgent care visits in PY 4, and the difference-in-differences estimate
was larger than the greatest increase implied by the 90 percent confidence interval around the
triple-differences estimate. Between PY 3 and PY 4, urgent care visit rates declined among
comparison practices while remaining relatively stable for CPC+ Track 1 practices; however, we
observed the same relatively stable trend for practices in CPC+ regions that did not participate in
CPC+. This suggests that COVID-19 shocks or other regional trends might explain the relative
increases in urgent care visits in PY 4.

Ambulatory care visits. CPC+ did not have any discernible effects on the number of
ambulatory primary care and ambulatory specialty care visits for Track 1 practices during
the first four program years. The differences between Track 1 and the comparison practices for
each outcome were less than 1 percent and were not statistically significant. However, in PY 4,
there was some divergence by SSP status for ambulatory specialist visits—with a 1 percent (-
43.3 visits per 1,000 beneficiaries. p = 0.05) reduction in the Track 1 SSP group and a 1.5
percent increase (51.5 visits per 1,000 beneficiaries, p = 0.03) in the Track 1 non-SSP group (p <
0.01 for the difference by SSP subgroup).
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Telehealth visits. Beneficiaries in Track 1 CPC+ practices experienced a greater shift
toward telehealth (i.e., non-face-to-face visits) than beneficiaries in comparison practices in
PY 4. Before the COVID-19 pandemic, less than 0.2 percent of ambulatory visits were not face-
to-face. However, in PY 4, 15.7 percent of all ambulatory primary care visits for CPC+ Track 1
practices were not face-to-face; for comparison practices, the regression-adjusted rate was 14.8
percent (a 0.9 percentage point difference, p < 0.01) (Table 5.A.7). Similarly, in PY 4, 11.4
percent of all ambulatory visits to specialists were not face-to-face, 0.3 percentage points higher
than the corresponding regression-adjusted percentage for comparison practices in PY 4 (p =
0.04). Expenditures on non-face-to-face visits followed pattern similar to that for non-face-to-
face visits (Table 5.A.7). Estimated increases in telehealth visits and expenditures were larger for
Track 1 non-SSP practices, and differences by SSP status were statistically significant for
specialist visits and expenditures (p = 0.01 for the difference by SSP subgroup for both primary
care visits and expenditures).
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Table 5.A.6. Regression-adjusted means and estimated impact of CPC+ on selected Medicare service use outcomes for attributed
Medicare FFS beneficiaries over the first four program years, Track 1

Track 1—Overall Track 1—SSP Track 1—Non-SSP

o
)
2
©
£
=
7]
@
-
©
©
o
£

90% confidence
Impact estimate®
Impact estimate®
(SE)

interval
90% confidence

interval
90% confidence

CPC+ mean?
Percentage
CPC+ mean?
Percentage
CPC+ mean?
Percentage

Service use (per 1,000 beneficiaries per year)

Acute hospitalizations (short-stay acute care and critical access hospitals)

Baseline 290 289 NA NA NA NA 291 289 NA NA NA NA 289 288 NA NA NA NA
PY 1 289 288 0.7 02% (-32,1.8) 064 289 290 2.7 -0.9% (-56.9,04) 015 289 286 1.5 0.5% (-2.5,54) 0.54
(1.5) (1.9 (24)
PY 2 285 285 2.0 0.7% (4.7,0.7) 023 286 287 2.3 -0.8% (-5.8,1.2) 028 283 283 -1.6 -0.6% (-5.8,2.6) 0.53
(1.6) (2.1) (2.5)
PY3 284 286 2.7 -1.0%  (-5.6,0.2) 012 286 289 5.1 1.7% (-8.8,-1.4) 002 283 282 0.1 0.0% (-4.6,4.5) 0.98
(1.8) 22 (28)
PY 4 243 246 4.5 -1.8%  (-7.5,-1.6) 0.01 244 251 8.3 -3.3% (-12.2, -4.5) 0.00 242 242 -1.0 -0.4% (-5.4,3.5) 0.72
(1.8) (2.3) (2.7)
PY 1 through 4 274 276 -2.6% 09% (-5.0,-0.3) 0.06 276 279 4.7 1.7% (-7.6,-1.7) 0.01 273 273 0.5 -0.2% (-4.1,3.2) 0.84
(1.4) (1.8) (2.2)
Total ED visits, including observation stays ¢
Baseline 71 709 NA NA NA NA 698 696 NA NA NA NA 725 724 NA NA NA NA
PY 1 708 713 6.8 -1.0%  (-11.5,-2.1) 0.02 696 701 -7.6* -1.1% (-13.8,-1.5) 004 721 726 5.7 -0.8% (-12.8,1.3) 0.18
28) 338 (4.3)
PY 2 700 710 117 16%  (-16.3,-5.9) 0.00 688 696 -10.9%*  -1.6% (-17.9, -4.0) 0.01 713 724 111 -1.5% (-18.9,-3.4) 0.02
(3.2) (4.2) 4.7)
PY3 700 713 145 -2.0%  (-20.3,-8.8) 0.00 689 702 -15.0%  -21% (-22.4,-1.7) 000 71 725 -13.8* -1.9% (-22.7,-5.0) 0.01
(3.5) (4.5) (54)
PY 4 567 584 187 32%  (-25.0,-124) 0.00 556 576 225" -3.9% (-31.1,-140) 000 578 592 -13.6** -2.3% (-23.2,-3.9) 0.02
(3.8) (5.2) (5.9)
PY 1 through 4 666 678 A3 19% (-17.8,-84) 0.00 655 667 1427 -21% (-20.4,-7.9) 000 678 689 115" 7% (-18.5,-4.4) 0.01
(29) (3.8) (4.3)
Outpatient ED visits, including observation stays
Baseline 493 498 NA NA NA NA 476 480 NA NA NA NA 510 518 NA NA NA NA
PY 1 490 501 -5.5™ 11%  (-9.3,-1.8) 002 475 484 -5.5* -1.1% (-10.4, -0.6) 0.07 506 520 5.3 -1.0% (-11.0,0.4) 0.12
(23) (3.0) (3.5)
PY 2 484 497 7.3 1.5%  (-11.7,-3.0) 0.01 467 479 -8.0* 1.7% (-13.8,-2.3) 0.02 502 516 -6.5% -1.3% (-13.1,0.0) 0.10
(2.6) (3.5) (4.0)
PY3 484 498 -8.3"* 1.7%  (-13.0,-3.6) 0.00 469 480 7.5 -1.6% (-13.5,-1.5) 0.04 500 517 9.1 -1.8% (-16.5,-1.8) 0.04
(2.9) (36) (4.5)
PY 4 376 393 1.3 29%  (-16.8,-5.9) 0.00 360 377 143 -3.8% (-21.6,-6.9) 0.00 393 408 6.8 1.7% (-15.1,1.5) 0.18
(3.3) (4.5) (5.1)
PY 1 through 4 456 470 -8.3" -18%  (-12.2,-4.4) 000 441 453 9.0 -2.0% (-14.2,-3.7) 0.00 473 488 1A -1.5% (-13.1,-1.2) 0.05
(24) (32 (3.6)
Primary care substitutable outpatient ED visits®
Baseline 192 195 NA NA NA NA 185 187 NA NA NA NA 198 204 NA NA NA NA
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Table 5.A.6 (continued)

PY 1
PY 2
PY3
PY 4

PY 1 through 4

184

182

134

17

CPC+ mean?

195

191

190

142

179

Track 1—Overall

Impact estimate®

Percentage

Potentially primary care preventable outpatient ED visits®

Baseline
PY 1

PY 2
PY 3
PY 4

PY 1 through 4

Total Urgent Care Center (UCC) visits

Baseline
PY 1

PY 2
PY 3
PY 4

PY 1 through 4

Primary care substitutable UCC visits

Baseline
PY 1

PY 2

131
129

127

126

97

119

104
119

135

149

150

139

62
72

82

133
133

130

130

101

123

1M
126

139

153

138

140

66
75

83

90% confidence

interval

-2.2° A% (4.1,0.3)
(1.1)

38 20% (59,417 000 178
(1.3)

46™  25% (6.9,-23) 000 176
(1.4)

B 37% (77,-24) 000 128
(1.6)

40%  23%  (6.0,-21) 000 165
(1.2)

NA NA  NA NA 125
21% 6%  (:34,-0.7) 001 123
(0.8)

A5 42%  (-30,0.1) 011 121
(0.9)

1.8* 14%  (33,0.2) 006 121
(0.9)

22%  22%  (40,-05) 004 91
(1.1

49" 16%  (32,-06) 002 114
(0.8)

NA NA  NA NA 114
0.4 03%  (-24,3.1) 083 132
(1.7)

26 20%  (-16,6.9) 031 151
(2.6)

32 22%  (-3.0,94) 040 167
(3.8)

197 150% (120,27.3) 000 172
(4.6)

6.3" 48%  (18,10.9) 002 156
2.7)

NA NA  NA NA 68
0.0 00%  (17,17) 099 79
(1.0)

16 20% (11,42 033 91
(1.6)

CPC+ mean?

183

182

136

17

127
127

124

124

96

17

112
129

142

162

150

147

67
77

86

Track 1—SSP

Impact estimate®
Percentage
impacte

3. 6
(1.5)

A4 4%
(1.7)

43" 4%
(1.8)

B4 45%
(2.1)

46™ 2%
(1.5)

NA NA
14 1.1%
(1.1)

08 -0.7%
(1.2)

08 -0.6%
(1.2)

25" -2.6%
(1.4)

14 1.2%
(1.0)

NA NA
15 1.2%
(2.3)

6.5 45%
(2.9)

37 2.2%
(4.4)

19.9%  13.1%
(5.0)

76" 5.1%
(3.0)

NA NA
10 1.3%
(1.4)

43+ 4.9%
(1.9)

90% confidence

interval

(-5.5, 0.

=

(-7.2,-16)
(-7.2,-13)
(-9.6,-2.6)

(-7.1,-2.0)

NA
(-31,03)

(-28,12)
(-28,1.2)
(-4.8,-02)

(-31,03)

NA
(-2.2,5.3)

(1.8,11.3)
(-36,10.9)
(11.7,28.1)

(2.6,12.6)

NA
(-1.3,33)

(1.2,7.3)

0.01

0.02

0.00

0.00

NA
0.18

0.51

0.52

0.08

0.19

NA
0.50

0.02

0.41

0.00

0.01

NA
0.49

0.02

191

187

139

177

138
134

133

132

102

125

93
105

118

131

129

121

56
64

72

CPC+ mean?

200

198

148

186

140
139

137

136

106

129

109
123

136

144

124

132

64
73

81

Track 1—Non-SSP

Impact estimate®

(SE)
Percentage

(1.8)

-3.1 1.6%
(2.0)

48" 5%
(2.2)

3.2 -2.2%
(2.5)

-3.2" 1.8%
(1.8)

NA NA
27 20%
(1.3)

2.1 1.6%
(14)

28" -21%
(1.5)

19 1.8%
(1.7)

-2.4* 1.9%
(1.2)

NA NA
08 -0.8%
(2.5)

A4 1.2%
(4.4)

3.4 2.4%
(6.2)

207 19.2%
(7.9)

54 47%
@.7)

NA NA
4.0 -1.5%
(1.5)

1.2 A.7%
(2.6)

N 90% confidence
interval

)
w
e

>

(-85,-12)
(7.2,09)

(-6.2,-0.2)

NA
(-4.8,-0.6)

(-4.5,02)
(5.2,-0.3)
(-4.6,08)

(-4.5,-04)

NA
(-5.0,3.3)

(-8.7,59)
(-7.2,13.4)
(7.7,33.7)

(-2.3,13.1)

NA
(-35,15)

(-5.6,3.1)

0.12

0.03

0.20

0.08

NA
0.03

0.13

0.06

0.25

0.05

NA
0.74

0.75

0.62

0.01

0.25

NA
0.51

0.64
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Table 5.A.6 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP
- 8 - 8 2 8
e § . § . 5
£ - < 5] = - = 8w £ - s 8=
5% & 3 9 ek & 83 2e 5% s 3 =
[ o e = © o S a X @ [ oo [ xX o
S E & S ] S E & E SE S Eo @ SE
PY 3 90 91 2.8 31%  (-1.0,6.5) . 4 (-0.3,8.8) . 8 (-4.6,7.4)
(2.3) 2.7) (3.6)
PY 4 99 88 14.7%* 174%  (9.9,19.5) 000 115 97 16.8** 171%  (11.2,22.4) 0.00 83 78 13.3" 19.0%  (54,21.2) 0.01
(2.9) (34) (4.8)
PY 1 through 4 86 85 4.7 57%  (1.9,7.5) 0.01 97 90 6.3 6.9% (3.1,9.5) 0.00 75 80 31 4.4% (-14,7.7) 0.26
(1.7) (2.0 (2.8)
Ambulatory primary care visits (including to FQHCs, RHCs, and CAHs)f
Baseline 4,255 4,370 NA NA NA NA 4,207 4,340 NA NA NA NA 4,305 4,403 NA NA NA NA
PY 1 4,295 4,466 -55.3**  -13%  (-80.0,-30.5) 0.00 4,260 4,440 -46.5* -1.1% (-76.6,-16.5)  0.01 4,332 4,495 64.27*  -1.5% (-104.3,-24.1)  0.01
(15.1) (18.3) (24.4)
PY 2 4,340 4,475 -18.8 -04%  (-50.2,12.6) 033 4,297 4,434 -3.8 -0.1% (-44.2,36.6) 0.88 4,386 4,519 -35.0 -0.8% (-83.9,13.8) 024
(19.1) (24.5) (29.7)
PY 3 4,406 4,522 -0.5 00%  (-36.4,354) 098 4,363 4,491 5.0 0.1% (-41.3,51.3) 086 4,451 4,555 5.8 -0.1% (-61.3,49.7)  0.86
(21.8) (28.2) (33.7)
PY 4 3,964 4,092 -12.5 -0.3%  (-56.1,31.0) 064 3,927 4,066 5.5 -0.1% (-59.6,48.5) 0.87 4,001 4117 -17.8 -0.4% (-87.6,51.9)  0.67
(26.5) (32.9) (42.4)
PY 1 through 4 4,246 4,384 -21.9 -05% (-52.4,8.7) 024 4208 4,354 -131 -0.3% (-561.1,25.0) 057 4,286 4,415 -304 -0.7% (-79.0,18.2)  0.30
(18.6) (23.1) (29.5)
Ambulatory specialty care visits (including to FQHCs, RHCs, and CAHs)f
Baseline 4,526 4,407 NA NA NA NA 4,836 4,611 NA NA NA NA 4,201 4,183 NA NA NA NA
PY 1 4,474 4,347 7.7 02%  (-85,238) 043 47765 4,550 -10.0 -0.2% (-314,114) 044 4167 4,122 26.4* 0.6% (2.0,50.7) 0.08
9.8) (13.0) (14.8)
PY 2 4,496 4,353 23.5* 05%  (2.5,44.4) 007 4818 4,572 20.5 0.4% (-7.5,48.5) 023 4157 4111 284 0.7% (-2.6,59.3) 0.13
(12.7) (17.0) (18.8)
PY 3 4,403 4,270 12.8 03%  (-11.3,37.0) 038 4,735 4,504 59 0.1% (-26.7,38.6)  0.77 4,058 4,017 23.2 0.6% (-11.8,58.1)  0.28
(14.7) (19.8) (21.2)
PY 4 3,808 3,690 -1.3 00%  (-29.1,26.5) 094 4,091 3,909 -43.4* -1.0% (-80.4, -6.4) 005 3,520 3,451 51.5" 1.5% (11.6,91.5) 0.03
(16.9) (22.5) (24.3)
PY 1 through 4 4,283 4,152 10.7 03%  (-9.1,305) 037 4,592 4,373 6.0 -0.1% (-325,20.5) 0.7 3,960 3,910 31.9* 0.8% (3.2,60.7) 0.07
(12.0) (16.1) (17.5)
Unweighted sample sizes for measures per 1,000 beneficiaries per years

Number of 1,373 5,243 738 2,979 635 2,264
practices

Number of 1,446,195 4,935,793 742,582 2,882,949 706,113 2,067,467
beneficiaries

Number of 4,862,194 16,407,527 2,482,081 9,565,553 2,380,113 6,841,974

beneficiary-years

Source:  Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.

Notes: This table indicates which estimates are statistically significant; when we interpret evidence, we combine evidence from the magnitude of the effect, the p-values, findings on related outcomes,
subgroups, sensitivity tests, and other data sources about model implementation.
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Table 5.A.6 (continued)
2We report the actual, unadjusted averages in the baseline period which are similar for the CPC+ and comparison groups due to matching. In the intervention periods, the comparison group mean is
computed by subtracting the regression adjusted difference between the CPC+ and comparison means in each time period from the CPC+ mean in that same time period.

b Each impact estimate is regression-adjusted using a difference-in-differences analysis that reflects the difference of the average outcome for Medicare FFS beneficiaries attributed to CPC+ practices in
the first four years of CPC+ to the average outcome in the baseline year, relative to the same difference over time for Medicare FFS beneficiaries attributed to comparison practices, while controlling for
beneficiary characteristics and practice fixed effects.

¢ We calculated percentage impacts relative to what the CPC+ mean would have been in Program Years 1 through 4 (separately and combined) in the absence of the intervention—that is, the unadjusted
CPC+ mean minus the impact estimate.

4 Total ED visits include ED/observation stays that led to a hospitalization, including a psychiatric hospitalization.

¢ The sum of primary care substitutable outpatient ED visits and potentially primary care preventable outpatient ED visits is less than total outpatient ED visits because total outpatient ED visits include
those for other care needs, such as injuries, mental health, drugs, and alcohol.

f Ambulatory visits with primary care practitioners and specialists include office-based visits and visits at home, as well as visits in other settings, such as FQHCs, RHCs, and CAHs.

9 After accounting for weights that adjust for matching and time observed in Medicare FFS, the effective sample sizes fall but are still substantial. For the comparison group, the effective sample size is 43
to 50 percent of the size of the actual comparison group. The effective sample size for the CPC+ group is 96 percent of the actual sample size because it is affected only by time observed (and not by the
matching weights).

*I**[*** Significantly different from zero at the 0.10/0.05/0.01 level, two-tailed test.

C = comparison; CAH = critical access hospital; ED = emergency department; FFS = fee-for-service; FQHC = federally qualified health center; NA = not applicable; pp = percentage points; PY = Program
Year
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Table 5.A.7. Regression-adjusted means and estimated impact of CPC+ on telehealth outcomes (hon-face-to-face ambulatory visits and
associated expenditures) for attributed Medicare FFS beneficiaries in PY 4, Track 1

Track 1 - Overall Track 1 -SSP Track 1 - Non-SSP

confidence interval
Impact estimate®
confidence interval
Impact estimate®
confidence interval

Impact estimate®
(SE)

CPC+ mean?
90 percent
CPC+ meana
90 percent
CPC+ meana2
90 percent

Primary care visits

Proportion of ambulatory 15.7% 14.8% . (0.4,1.4) . 16.2% 15.4% (0.1, 1.5) 0.04 15.1% 13.7% 1.4+ (0.6,2.2)

primary care visits that are (0.3) (0.4) (0.5)

non-face-to- facecd

Proportion of expenditures ~ 14.3% 13.7% 0.6* 0.1,1.2) 0.07 14.6% 14.3% 0.3 (-0.4,1.0) 046 14.0% 12.6% 1.4+ (05,2.2) 0.01
on ambulatory primary care (0.3) (0.4) (0.5)

visits that are non-face-to-

facecd

Specialist care visits

Proportion of ambulatory 11.4% 11.1% 0.3* (0.1,0.6) 0.04 11.8% 11.7% 0.1 (-0.2,04) 0.68 11.0% 10.2% 0.9+ (0.5,1.3) 0.00
specialist visits that are non- 0.2) 0.2) 0.2)

face-to-facecd

Proportion of expenditures  11.3% 11.0% 0.4** (0.1,0.7) 0.03 11.6% 11.5% 0.1 (-0.2,04) 061 11.0% 10.1% 0.9 (0.5,1.4) 0.00
on ambulatory specialist (0.2) 0.2) (0.3)

visits that are non-face-to-

facecd

Unweighted sample sizes for non-face-to-face primary care visits proportion measure
Number of practices 1,373 5,242 _ 738 2,979

Number of beneficiaries 921,865 3,208,878 463,451 1,877,137
Unweighted sample sizes for non-face-to-face primary care expenditures proportion measure
Number of practices 1,373 5,242

738 2,979
Number of beneficiaries 873,361 3,027,459 439,442 1,775,341

Unweighted sample sizes for non-face-to-face specialist care visits proportion measure

Number of practices 1,373 5,242 738 2,979 635 2,263
Number of beneficiaries 778,690 2,695,402 400,177 1,596,824 378,513 1,098,578

635 2,263
458,414 1,331,741

635 2,263
433,919 1,252,118

Unweighted sample sizes for non-face-to-face specialist care expenditures proportion measure

Number of practices 1,373 5,242 738 2,979

Number of beneficiaries 730,805 2,526,510 376,686 1,499,610
Source:  Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.

Notes: Although this table indicates which estimates are statistically significant, when we interpret evidence, we combine evidence from the magnitude of the effect, the p-values, findings on related
outcomes, subgroups, sensitivity tests, and other data sources about model implementation.

2The comparison group mean is computed by subtracting the regression adjusted difference between the CPC+ and comparison means in PY 4 from the CPC+ mean in PY 4.

635 2,263
354,119 1,026,900
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Table 5.A.7 (continued)

bBecause non-face-to-face visits were close to zero in the baseline period (and the first three intervention years) for both CPC+ and comparison practices, we use a straight differences model for the non-
face-to-face visit and expenditure outcomes. The estimate reflects the difference of the average outcome for Medicare FFS beneficiaries attributed to CPC+ practices in PY 4 to the average outcome for
Medicare FFS beneficiaries attributed to comparison practices in the same time period while controlling for beneficiary characteristics and (selected) outcomes at baseline.

¢ Ambulatory visits are identified as face-to-face or non-face-to-face based on procedure codes, telehealth modifiers, and place of service (carrier file only) on Medicare claims. Visits such as telephone
and online assessment and management and E&M are included in the non-face-to-face measure, making it broader than CMS’s definition of “telehealth” visits.

4Measures include only beneficiaries with non-zero counts of visits or expenditures. Sample sizes for each measure shown in table.
*[**[*** Significantly different from zero at the 0.10/0.05/0.01 level, two-tailed test.
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C. Claims-based quality of care

C.1. Planned care and population health measures

There were modest improvements (generally 1 percentage point or less) among CPC+
Track 1 practices relative to comparison practices in quality of care for diabetes over the
first four program years. Specifically, over the first four program years, among patients with
diabetes attributed to Track 1 practices relative to those in comparison practices (Table 5.A.8),
the likelihood of:

e Receiving HbAlc testing increased by 0.3 percentage points (p = 0.08).
e Receiving an eye exam increased by 0.9 percentage points (p < 0.01).
e Receiving attention for nephropathy increased by 0.8 percentage points (p < 0.01).

e Receiving all three recommended tests (HbA1c testing, eye exam, and attention for
nephropathy) increased by 1.1 percentage points (p < 0.01).

e Receiving none of the three tests declined by 0.2 percentage points (p < 0.01).

Notably, before CPC+ began, more than 90 percent of beneficiaries at Track 1 CPC+ and
comparison practices with diabetes were receiving HbA 1¢ testing. It may, therefore, be difficult
for practices to improve substantially on this measure. In contrast, in the year before CPC+, only
64 percent of beneficiaries received eye exams, 81 percent received attention for nephropathy,
and 52 percent received all three tests, leaving more room for improvement in each measure.

Estimates were generally similar in magnitude across the program years. However, these
estimates translate to only small increases in the additional number of beneficiaries receiving
these services at CPC+ Track 1 practices relative to comparison practices because of the small
number of patients with diabetes at any practice. For example, these estimates imply that, per
practice, an additional 0.9 patients with diabetes received an eye exam and 1.1 beneficiaries with
diabetes received all three tests.

Improvements in two of the five measures for patients with diabetes occurred mainly among the
non-SSP practices, though the sizes of the estimates were still smaller than 2 percentage points in
that subgroup. Specifically, the increases in the likelihood of receiving an eye exam and the
composite measure of receiving all three recommended tests were 1.5 percentage points and 1.6
percentage points, respectively, among Track 1 non-SSP practices (p < 0.01 for both tests), and
significantly different from the even smaller changes for both measures among Track 1 SSP
practices (p = 0.02 and p = 0.10, respectively, for the difference by SSP subgroup). Effects on
the other diabetes measures were similar across SSP and non-SSP practices.

Among Track 1 practices, CPC+ was also associated with a less than 1 percentage point
increase in breast cancer screening. About 73 percent of female beneficiaries ages 52 through
74 attributed to Track 1 or comparison practices received breast cancer screening at baseline.
Over the first four program years, there was a 0.7 percentage point larger increase (p < 0.01) in
breast cancer screening for Track 1 practices relative to their comparison practices, translating to
additional 1.2 female beneficiaries (aged 52 through 74) receiving breast cancer screening per
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practice per year at CPC+ practices. The overall impact was driven by non-SSP practices, where
the estimate was 1.4 percentage points (p < 0.01) and significantly different (p < 0.01 for the
difference by SSP subgroup) from the estimate among SSP practices, which was close to zero.

There was little evidence that CPC+ Track 1 improved appropriate medication use?’ over
the first four program years. In fact, the few statistically significant effects that we did observe
in the measures of appropriate use of medications were unfavorable (Table 5.A.8). For example,
in the percentage of beneficiaries who were adherent to renin-angiotensin system antagonists,
where there was a small annual average decrease in adherence of 0.3 percentage points (p = 0.02)
among Track 1 CPC+ practices relative to comparison practices between baseline and the
intervention period. The estimates for other medication measures (such as the percentage of
beneficiaries who were adherent to diabetes medications or statins) were not statistically
significant.

C.2. Measures for continuity of care

The estimates for our measures of continuity of care were less than a percentage point—
and in most cases were not meaningful or statistically significant. We examined three claims-
based continuity-of-care measures: (1) the percentage of primary care ambulatory visits at the
beneficiary’s assigned practice, (2) the percentage of visits with the usual provider of care, and
(3) the reversed Bice-Boxerman Index (rBBI).?® For the last two measures, we created two
versions: one that treated each practitioner associated with the beneficiary’s assigned practice
separately, and another that treated all practitioners in the assigned practice as a single
practitioner. We did so because fragmentation calculated at the practitioner level could overstate
true fragmentation when there is team-based care. The overall impact estimates for all five
measures of continuity of care were small in magnitude—Iess than 1 percentage point or less
than 1 on an index scale ranging from 0 to 100—and were mostly not statistically significant.

For the two measures of the percentage of visits with the usual provider of care, the average
annual estimate indicated a relative decrease of 0.2 percentage points (p = 0.03 when each
practitioner in the beneficiary’s assigned practice is treated separately, and p = 0.04 when they
are treated as a single practitioner), and the estimated decrease was more pronounced in PY 4
(Table 5.A.8). Importantly, the annual means for the percentage of visits with the usual provider
of care increased in PY 4 compared to previous years for both CPC+ Track 1 and comparison
groups, which could result from fewer ambulatory visits overall (or smaller denominators for the
measure) during the pandemic. This COVID-19-induced disruption possibly resulted in greater

27 The five measures of appropriate use of medications in the planned care and population health domain were
defined as: (1) percentage of beneficiaries with cardiovascular disease who were prescribed statin therapy, (2)
percentage of beneficiaries on diabetes medications with >80 percent of days covered by medication, (3) percentage
of beneficiaries on renin-angiotensin system antagonists with >80 percent of days covered by medication, (4)
percentage of beneficiaries on statins with >80 percent of days covered by medication, and (5) percentage of
beneficiaries with both coronary artery disease (CAD) and diabetes who were prescribed angiotensin-converting
enzyme (ACE) inhibitor or angiotensin receptor blocker (ARB) therapy.

28 As described in Appendix 5.B, the rBBI identifies the number of practitioners providing ambulatory services to a
beneficiary and the percentage of care each practitioner provides. rBBI values range from 0 (all visits made to the
same practitioner) to 100 (each visit made to a different practitioner). Higher rBBI scores indicate more fragmented
care.
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measured continuity of care for both Track 1 and comparison practices in PY 4, but with a
smaller magnitude for Track 1 practices. This could happen if CPC+ Track 1 practices were
more successful in directing patients into alternative care settings including telehealth visits
during the pandemic.

C3. Other quality-of-care measures

Estimated effects of CPC+ Track 1 on unplanned readmissions and unplanned acute care
following hospital or ED discharges were neither sizable nor statistically significant.
Specifically, for Track 1 practices, the rate of unplanned readmissions within 30 days of a
hospital discharge did not differ relative to comparison practices (0.2 percentage points, p =
0.12) (Table 5.A.8). Similarly, the estimates on the percentages of index acute hospital
discharges or ED discharges followed by unplanned acute care (hospitalization or ED visit
including observation stays) within 30 days were close to zero. There were also no effects on
these outcomes measured at the beneficiary level (instead of the discharge level).

Track 1 practices had 0.1 percentage point relative increases in the proportion of
beneficiaries using hospice services and 3 more days in their average days of hospice use
among hospice users. CPC+ practices are expected to engage patients and caregivers in
planning and making decisions on health care use and end-of-life planning. Over the first four
program years, there was an increase of 0.1 percentage point (p < 0.01) in the proportion of
beneficiaries with any use of hospice services during the year for Track 1 practices relative to the
comparison practices (Table 5.A.8). Because only about 3 percent of beneficiaries in both

Track 1 and comparison practices used hospice services at baseline, a 0.1 percentage point
increase is small, but meaningful, signifying a 2.9 percent increase (or an average of 0.7
additional beneficiaries receiving hospice services per practice per year). The average number of
days in hospice (among hospice users) increased by 3 days (4.5 percent) for CPC+ Track 1
practices relative to comparison practices during the first four program years (p < 0.01) (Table
5.A.8). There was also an increase in the length of hospice stay when calculated among the full
sample of beneficiaries (regardless of whether they were hospice users or not) of 0.2 days (8.1
percent, p < 0.01). The results were similar between SSP and non-SSP groups.

CPC+ Track 1 had an impact on only one of three additional medication-related quality-of-
care measures we examined, as potential opioid overuse fell more between the baseline and
follow-up periods for Track 1 relative to comparison practices. We analyzed the impact of
CPC+ on three medication-related quality-of-care measures: (1) use of high-risk medications in
the elderly (defined as the percentage of beneficiaries age 65 and older who received two or
more medications with a high risk designation within the same class); (2) any long-term use of
opioids (defined as having 90 or more days’ supply of opioids in a year with no more than a 7-
day gap between prescriptions); and (3) potential overuse of opioids (defined as the use of
opioids at a daily dosage of 90 morphine milligram equivalents [MMEs] or more among long-
term users). Of these measures, we found a 0.9 percentage point reduction in potential opioid
overuse in PY 3 (p <0.01) and a 0.8 percentage point reduction in PY 4 (p = 0.02) among

Track 1 practices; this translated to an average annual decrease of 0.4 percentage points (p =
0.08) over the first four program years. Although CPC+ does not have the explicit goal of
reducing high-dose opioid prescribing, the participating practices were required to implement
several approaches that could have improved prescribing behaviors (such as comprehensive
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medication management [CMM], screening for behavioral health conditions, and either co-
locating a credentialed behavioral health staff member in the practice or designating a
practitioner or team member to provide care management for behavioral health conditions).
However, the estimates for other medication-related measures—long-term opioid use and high-
risk medication use (such as antispasmodics, antithrombotics, and non-benzodiazepine
hypnotics; see Appendix 5.B for more details on this measure definition)—were close to zero
and were not statistically significant. For both measures, the estimated impacts differ between
SSP and non-SSP practices—that is, the estimates were favorable (for the long-term opioid use)
or not statistically significant (for the high-risk medication use) in the Track 1 SSP group, while
the corresponding estimates in the Track 1 non-SSP group were mostly unfavorable (with
average annual increases of 0.3 percentage points [p < 0.01] and of 0.2 percentage points [p =
0.09], respectively). These differential effects by SSP status led to the null findings in the overall
sample for both outcomes when all four years were combined.?’

C.4. Mortality

CPC+ did not affect mortality. There were no meaningful or statistically significant differences
between beneficiaries attributed in the first quarter of the intervention to Track 2 CPC+ versus
comparison practices with respect to the percentage of beneficiaries dying during the next 12
months (4 percent), 24 months (8 percent), 36 months (12 percent), or 48 months (17 percent) of
the model (results not shown).

29 For the long-term use of opioids, the results for Track 1 non-SSP practices should be interpreted with caution,
because we found that CPC+ and comparison practices experienced different trends in long-term opioid use in the
Track 1 non-SSP group even before CPC+ began (see Appendix 5.H for more details).
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Table 5.A.8. Regression-adjusted means and estimated impact of CPC+ on selected claims-based quality-of-care measures for attributed
Medicare FFS beneficiaries over the first four program years, Track 1

Track 1—Overall Track 1—SSP Track 1—Non-SSP

mpact estimate®
90% confidence
CPC+ mean?
Impact estimate®
90% confidence
CPC+ mean?
Impact estimate®
90% confidence

©
1=
I
@
£
+
(&)
o
o

my
»

|
(

Planned care and population health measures for beneficiaries ages 18-75 with diabetes (percentage)

Received HbA1c test
Baseline 90.8% 916% NA NA NA 91.9% 92.1% NA NA NA 89.8% 91.0% NA NA NA
PY1 91.1% 91.9% ?doz) (02,03) 076 92.1% 92.3% ?(512) (0.2,04) 069 90.1% 91.4% ?(502) (04,04) 094
PY2 91.2% 91.8% ?612) (02,04) 053 92.3% 92.1% 3642) (00,08)  0.06 90.0% 91.5% (gg) (07,02) 045
PY3 91.3% 91.7% ?('142*) (00,08)  0.09 92.4% 91.9% ?(584) (02,14)  0.04 90.3% 91.5% ?(503) (05,05 093
PY4 88.3% 88.5% ?663) (02,10) 002 89.4% 88.9% 3674) (01,13)  0.05 87.3% 88.1% 3653) (04,10) 0.5
PY 1 through 4 05%  909% ?('132*) (00,06) 008 o16%  913% ?(552) (01,09 003 89.4%  906% ?(512) (03,05 076
Received eye exam
Baseline 63.5% 64.4% NA NA NA 64.6% 66.2% NA NA NA 624% 62.6% NA NA NA
PY1 64.8% 65.0% ?('172) 03,11) 0.0 65.0% 66.8% (gg) (08,03) 042 64.6% 63.1% (1673) (12,22) 0.0
PY2 65.7% 65.3% (1633) 09,17)  0.00 66.2% 67.1% 2’664) (00,12)  0.11 65.2% 63.4% (2604) (14,26)  0.00
PY3 65.6% 65.9% ?063) 04,11) 004 66.2% 67.2% ?(554) (02,11) 023 65.1% 64.5% ?(585) (00,16)  0.09
PY4 61.3% 61.1% (1613) 06,17)  0.00 61.3% 62.0% 2’684) (01,15) 007 61.3% 60.1% (1655) (07,23)  0.00
PY 1 through 4 64.3% 64.3% 09 (05,13)  0.00 64.7% 65.8% 04 (01,09) 023 64.0% 62.7% 1.5 (09,24)  0.00
02) (0.3) (03)

Received attention for nephropathy
Baseline 80.9% 80.9% NA NA NA 82.4% 81.7% NA NA NA 79.3% 80.0% NA NA NA
PY1 81.9% 81.2% ?(562) 02,10) 0.1 83.2% 82.0% ?(543) (01,09) 047 80.5% 80.4% ?(594) (03,15) 002
PY?2 82.4% 81.3% (1603) (06,15 000 83.7% 82.2% ?684) 02,14) 002 81.0% 80.4% (1635) (0520) 001
PY3 82.4% 81.7% ?(573) (02,13) 003 83.7% 82.8% ?(524) (04,09) 056 81.1% 80.5% (1625) (04,21) 002
PY4 789% 78.2% ?(574) 01,13 006 80.0% 79.2% ?625) (06,09 072 77.8% 77.2% (1636) (04,23 002
PY 1 through 4 08 04 1.2

9 81.4% 80.6% 0 03,12 000 82.6% 815% 0 (01,100 021 80.1% 79.6% 64 (0519 000
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Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

Impact estimate®
90% confidence
Impact estimate®
(SE)

90% confidence
Impact estimate®
90% confidence

CPC+ mean?
CPC+ mean?

©
=
I
@
£
+
(&)
o
o

Diabetes Composite Measure 1 (received all three tests above: HbA1c test, eye exam, attention for nephropathy)

Baseline 51.0% 51.9% NA NA NA 53.2% 53.9% NA NA NA 48.8% 49.8% NA NA NA
PY1 52.4% 52.8% 5’6_53) (01,10)  0.04 53.7% 54.8% (gj) (10,02) 030 51.1% 50.6% (16.54) (09,24)  0.00
PY2 53.7% 53.0% (16?33) (14,24) 0.0 55.4% 55.0% (16?4) (04,18) 0.1 52.0% 50.9% (26?5) (14,29)  0.00
PY3 53.6% 53.6% 36?4) (03,15) 002 55.4% 55.2% ?d?s) ©04,17)  0.08 51.8% 51.9% ?d?e) (00,19)  0.09
P4 47.9% 47.3% 1.5 08,21) 000 48.9% 486% 1.1 02,19) 004 46.9% 46.0% 1.9 09,29) 000
(0.4) (0.5) (0.6)

PY 1 through 4 519%  517% (1613) (07,16) 000 533%  534% ?(574) (00,13 008 504%  49.8% (1664) (09,23 000
Diabetes Composite Measure 2 (received none of the three tests above)

Baseline 25% 2.3% NA NA NA 23% 2.1% NA NA NA 2.7% 2.5% NA NA NA
PY1 23% 23% (gf) (03,-01)  0.01 21% 21% (8% (04,-01)  0.03 25% 24% (8% (04,00) 0.6
PY?2 23% 2.3% (gf) (03,0.0) 002 2.2% 2.1% (81) (03,0.0) 030 2.4% 2.4% (g?) (05,00) 002
PY3 23% 22% (gf) (0.3,00)  0.06 21% 21% (81) (03,01) 050 24% 24% (8?) (05,00)  0.05
PY4 3.5% 3.6% (gf) (04,000 004 3.4% 3.4% (81) (03,0.0) 042 3.7% 3.7% (gg) (06,-0.1)  0.04
PY 1 through 4 26% 26% (gf) (0.3,-01)  0.01 24% 24% (81) (03,00) 047 27% 28% (8?) (05,-01)  0.02

Unweighted sample sizes for the diabetes measuresc

Number of 243,297 830,919 123,462 476,251 120,140 356,397
beneficiaries
Number of 658,490 2,228,058 332,637 1,276,018 325,853 952,040

beneficiary-years
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Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

mpact estimate®
Impact estimate®
90% confidence
Impact estimate®
90% confidence

90% confidence
(SE)

CPC+ mean?
CPC+ mean?

©
=
I
@
£
+
(&)
o
o

my
»

|
(

Planned care and population health measures for female beneficiaries ages 52-74 (percentage)

Received breast cancer screening

Baseline 72.6% 73.2% NA NA NA 73.6% 74.0% NA NA NA 71.5% 72.3% NA NA NA

PY 1 73.5% 73.7% 0.4% (0.2,0.7) 0.01 74.3% 74.6% 0.1 (-0.2,0.4) 0.67 72.7% 72.7% 0.8 (0.4,1.1) 0.00
0.2) 0.2) 0.2)

PY 2 74.3% 74.0% 0.9%* (0.6, 1.3) 0.00 74.9% 75.1% 0.2 (-0.3,0.6) 0.49 73.7% 72.8% 1,74 (1.2,2.2) 0.00
(02) (03) (03)

PY 3 74.9% 74.7% 0.8 (0.4,1.2) 0.00 75.4% 75.8% 0.1 (-0.5,0.6) 0.86 74.4% 73.6% 1.64* (1.1,2.1) 0.00
0.2) 0.3 0.3)

PY 4 73.0% 72.9% 0.7 0.3,1.1) 0.00 73.1% 73.6% -0.1 (-0.7,0.4) 0.70 72.8% 72.1% 1.5%* (0.9, 2.1) 0.00
(02) (03) (04)

PY 1 through 4 73.9% 73.8% 0.7+ (0.4,1.0) 0.00 74.4% 74.8% 0.0 (-0.4,0.5) 0.85 73.4% 72.8% 1.4+ (1.0, 1.9) 0.00
(0.2) (0.2) 0.3

Unweighted sample sizes for the breast cancer screening measurec

Number of 399,365 1,331,511 204,063 774,487 195,858 560,202

beneficiaries

Number of 1,115,160 3,701,562 566,741 2,146,134 548,419 1,555,428

Planned care and population health measures for beneficiaries ages 21 and olderd
Percentage of beneficiaries with cardiovascular disease who were prescribed and filled statin therapy

Baseline 58.9% 59.1% NA NA NA 58.6% 59.6% NA NA NA 59.2% 585% NA NA NA
PY 1 60.2% 60.4% 3601) (02,01) 073 60.0% 61.1% (gf) (04,0.0) 024 60.5% 59.7% ?611) (0.1,04) 044
PY?2 59.4% 59.8% (gf) (04,00) 016 58.9% 60.2% (8‘2") (06,-0.1)  0.04 60.0% 59.2% ?(502) (03,03) 096
PY 3 \ \ 02 ] \ \ 02 ] , \ 01 ]

60.7% 61.0% 02 (04,0.0) 025 60.3% 61.5% 02 (06,0.0) 023 61.1% 60.4% 02 (05,03) 068
PY 4 \ , 03" ] \ , 03 ] \ , 03 ]

61.4% 61.9% 03 (06,000 008 61.1% 62.3% 03 (06,0.0) 023 61.7% 61.3% 03 (07,02) 032
PY 1 through 4 60.5% 60.8% (gf) (-04,00) 0.5 60.1% 61.3% (gg) (-0.5,00)  0.10 60.8% 60.2% (8;) (04,03) 074
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Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

Impact estimate®
90% confidence
Impact estimate®
90% confidence
Impact estimate®
90% confidence

CPC+ mean?
CPC+ mean?
CPC+ mean?

Unweighted sample sizes for the statin therapy measurec
Number of 767,430 2,540,262
beneficiaries

Number of 2,295,674 7,538,405

408,544 1,497,449 359,927 1,048,431

1,219,842 4,442,370 1,075,832 3,096,035

Planned care and population health measures for beneficiaries ages 18 and olderd
Percentage of beneficiaries on diabetes medications with proportion of days covered by medication > 80%

Baseline 79.5% 79.6% NA NA NA 80.0% 80.2% NA NA NA 78.9% 78.9% NA NA NA

PY 1 80.4% 80.7% 0.2 (-06,02) 033 80.9% 81.0% 0.1 (-0.4,0.6) 0.74 79.8% 80.4% -0.6* (-1.2,0.0) 0.09
(0.2) (0.3) (03)

PY 2 81.5% 81.7% -0.2 (-0.6,0.2) 049 81.9% 81.9% 0.2 (-0.3,0.7) 0.59 81.0% 81.5% -0.5 (-1.1,0.1) 0.15
0.2) (0.3) (0.4)

PY3 82.5% 82.6% 0.1 (-05,03) 076 82.8% 83.0% 0.0 (-0.5,0.5) 0.91 82.1% 82.3% 0.2 (-0.8,0.4) 0.61
(0.2) (0.3) (04)

PY 4 84.5% 84.4% 0.2 (-0.2,0.6) 043 84.7% 84.6% 0.3 (-0.3,0.8) 0.44 84.3% 84.2% 0.0 (-0.6,0.7) 0.90
0.2) (0.3) (0.4)

PY 1 through 4 82.3% 82.5% -0.1 (-04,03) 073 82.7% 82.7% 0.1 (-0.3,0.6) 0.58 81.9% 82.2% 0.3 (-0.8,0.2) 0.31
0.2) 0.3) 0.3)

Percentage of beneficiaries on renin-angiotensin system antagonists with proportion of days covered by medication > 80%

Baseline 81.0% 80.7% NA NA NA 81.3% 81.2% NA NA NA 80.6% 80.3% NA NA NA

PY 1 83.5% 83.5% 0.2 (-0.5,0.0)  0.08 83.8% 84.0% 0.3 (-0.6,0.0) 0.06 83.1% 82.9% 0.1 (-0.4,0.2) 0.57
(0.1) (0.2) (0.2)

PY 2 84.4% 84.2% 0.0 (0.2,0.2)  0.98 84.7% 84.6% -0.1 (-0.4,0.2) 0.73 84.1% 83.7% 0.1 (-0.3,04) 0.77
0.1) 0.2) 0.2)

PY3 84.0% 84.3% -0.54** (-0.7,-0.3)  0.00 84.2% 84.6% -0.5** (-0.9,-0.2)  0.00 83.8% 83.9% 0.5 (-0.8,-0.1)  0.02
(0.1) (0.2) (0.2)

PY 4 86.2% 86.3% -0.3* (-05,-0.1)  0.02 86.5% 86.6% 0.2 (-0.6,0.1) 0.21 85.9% 85.9% -0.4% (-0.7,-0.1)  0.05
(0.1) (02) (02)

PY 1 through 4 84.6% 84.6% -0.3* (-0.5,-0.1)  0.02 84.8% 85.0% -0.3* (-0.6,0.0) 0.06 84.3% 84.2% -0.2 (-0.5,0.0) 0.16
0.1) 0.2) 0.2)
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Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

Percentage of beneficiaries on statins with proportion of days covered by medication > 80%

©
=
I
@
£
+
(&)
o
o

Impact estimate?

90% confidence

CPC+ mean?

Impact estimate?

90% confidence

CPC+ mean?

Impact estimate®

90% confidence

Baseline 78.5% 78.7% NA NA NA 78.7% 79.2% NA NA NA 78.3% 78.2% NA NA NA

PY 1 78.4% 78.6% -0.1 (-0.3,0.2) 0.68 78.6% 79.3% -0.2 (-0.5,0.1) 0.26 78.1% 77.9% 0.1 (-0.2,0.5) 0.57
0.1) 0.2) 0.2)

PY 2 81.9% 82.0% 0.1 (-0.1,0.3) 0.45 81.9% 82.3% 0.1 (-0.2,0.3) 0.72 81.8% 81.6% 0.1 (-0.2,0.5) 0.52
(0.1) (0.2) (0.2)

PY 3 82.5% 82.9% -0.2 (-0.4,0.0) 0.19 82.5% 83.3% -0.3 (-0.6,0.0) 0.13 82.6% 82.6% 0.1 (-0.5,0.3) 0.64
0.1) 0.2) 0.2)

PY 4 85.1% 85.3% 0.0 (-0.3,0.2) 0.80 85.1% 85.5% 0.1 (-0.2,0.4) 0.58 85.0% 85.1% -0.2 (-0.5,0.2) 0.48
(0.1) (0.2) (0.2)

PY 1 through 4 82.1% 82.4% 0.0 (-0.2,0.2) 0.73 82.2% 82.7% 0.1 (-0.3,0.2) 0.64 82.1% 82.0% 0.0 (-0.3,0.3) 0.97
0.1) (0.1) (0.2)

Percentage of beneficiaries with both coronary artery disease (CAD) and diabetes who were prescribed and filled angiotensin-converting enzyme (ACE) inhibitor or angiotensin receptor blocker (ARB) therapy

Baseline 76.8% 75.9% NA NA NA 76.4% 75.7% NA NA NA 77.2% 76.1% NA NA NA

PY 1 76.6% 75.9% -0.2 (-0.7,0.2) 0.40 76.5% 75.7% 0.1 (-0.4,0.7) 0.69 76.7% 76.2% 0.7 (-1.4,0.0) 0.1
(0.3) 0.3 (0.4)

PY 2 76.1% 75.4% -0.2 (-0.7,0.3) 0.50 75.8% 74.8% 0.2 (-0.4,0.8) 0.56 76.4% 76.0% -0.7 (-1.5,0.1) 0.15
(0.3) (0.4) (0.5)

PY 3 75.9% 75.4% -04 (-0.9,0.1) 0.21 75.5% 74.9% 0.1 (-0.7,0.5) 0.77 76.4% 76.0% 0.7 (-1.6,0.1) 0.14
(0.3) (0.4) (0.5)

PY 4 74.4% 74.1% -0.6* (-1.2,0.0) 0.07 74.2% 73.7% -0.3 (-1.0,0.4) 0.53 74.7% 74.4% -0.9 (-1.7,0.0) 0.10
(03) (04) (05)

PY 1 through 4 75.7% 75.2% -04 (-0.8,0.1) 0.15 75.5% 74.8% 0.0 (-0.5,0.5) 0.94 76.0% 75.6% 0.7 (-14,-0.1)  0.07
(0.3) (0.3) (0.4)

Unweighted sample sizes for percentage of beneficiaries on diabetes medications with proportion of days covered by medication> 80%

Number of 170,119 569,135 88,417 331,048 81,877 239,163

beneficiaries

Number of 464,150 1,545,487 240,741 898,906 223,409 646,581

beneficiary-years

Unweighted sample sizes for percentage of beneficiaries on renin-angiotensin system antagonists with proportion of days covered by medication > 80%

Number of 516,404 1,727,261 266,468 1,008,120 250,520 722,467

beneficiaries

Number of 1,448,824 4,806,203 741,776 2,804,762 707,048 2,001,441

beneficiary-years
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Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

Impact estimate?
90% confidence
Impact estimate?
90% confidence
Impact estimate®
90% confidence

CPC+ mean?
CPC+ mean?
CPC+ mean?

Unweighted sample sizes for percentage of beneficiaries on statins with proportion of days covered by medication > 80%

Number of 591,195 1,986,374 309,499 1,174,485 282,402 815,975
beneficiaries
Number of 1,732,595 5,796,573 903,052 3,430,638 829,543 2,365,935

beneficiary-years
Unweighted sample sizes for percentage of beneficiaries with both CAD and diabetes who were prescribed and filled ACE inhibitor or ARB therapy

Number of 143,440 446,566 77,847 259,361 65,716 187,768
beneficiaries

Number of 297,314 921,528 160,752 536,985 136,562 384,543
beneficia

Measures for continuity of caree
Percentage of primary care ambulatory visits at assigned practice

Baseline 75.5% 73.7% NA NA NA 75.7% 74.1% NA NA NA 75.3% 73.2% NA NA NA

PY 1 72.5% 70.6% 0.0 (-04,05)  0.86 72.5% 71.1% 0.2 (-0.7,04) 058 72.4% 70.1% 0.3 (0.3,09) 042
(0.2) (0.3) (0.4)

PY2 64.0% 61.7% 04 (-04,12) 038 63.8% 62.2% 0.0 ~1.1,11) 097 64.1% 61.2% 0.9 (02,19 047
(0.5) (0.7) (0.6)

PY3 61.4% 58.8% 08 (0.0,16) 0.2 61.2% 59.0% 06 (0.6,18) 045 61.6% 58.5% 10 (01,22)  0.15
(0.5) (0.7) (0.7)

PY 4 54.6% 52.4% 04 (-08,17) 057 53.7% 52.5% 0.4 (20,13) 071 55.5% 52.1% 14 (05,33) 021
(0.8) (1.0) (1.1)

PY 1 through 4 62.7% 60.5% 04 (-0.3,1.1) 030 62.5% 60.8% 0.0 (1.0,10)  0.99 63.0% 60.0% 0.9 (01,19  0.42
(0.4) (0.6) (0.6)

Across all PCPs and specialists providing care to a patient, where each practitioner in the beneficiary’s assigned practice is treated separately

Percentage of visits with the usual provider of care (UPC)

Baseline 48.4% 48.4% NA NA NA 47.4% 47.8% NA NA NA 49.3% 49.0% NA NA NA

PY 1 47.4% 47.4% 0.1 (-0.2,00) 029 46.5% 46.8% 0.0 (-0.1,0.2) 0.88 48.3% 48.1% 0.2 (-0.4,0.0) 0.12
(0.1) (0.1) (0.1)

PY 2 46.2% 46.3% 0.2 (-0.3,0.0)  0.07 45.3% 45.7% 0.1 (-0.2,0.1) 0.52 47.1% 47.0% 0.2 (-0.5,0.0) 0.07
(0.1) (0.1) (0.1)

PY3 45.5% 45.6% 0.1 (-0.2,0.1) 032 44.7% 44.9% 0.1 (-0.1,0.3) 0.44 46.3% 46.2% 0.3 (-0.5,-0.1)  0.04
(0.1) 0.1) 0.1)

PY 4 47.9% 48.2% -0.4%** (-0.5,-0.2)  0.00 47.2% 47.7% 0.2 (-0.4,0.0) 0.09 48.6% 48.8% 0.5 (-0.8,-0.3)  0.00
(0.1) (0.1) 0.2)

PY 1through4  46.7% 46.9% -0.2* (-0.3,0.0)  0.03 45.9% 46.3% 0.0 (-0.2,0.1) 0.72 47.5% 47.5% 0.3 (-0.5,-0.1)  0.01
01 0.1 0.1

Reversed Bice-Boxerman fragmentation of care index
Baseline 76.9 77.2 NA NA NA 77.6 7.7 NA NA NA 76.2 76.7 NA NA NA
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Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP
2 3 2 3 2 3
z E § z E § z E g
S = =] © = =4 © = =
&z 3 = &z 3 e &z 3 S
£ - o £ -— o £ -— o
S S2 = 5 Sz = 5 Sz o=
5 Ea 8 5 Ea 8 5 Es g
PY 1 779 78.2 0.0 (-0.1,0.1) 0.80 785 78.7 -0.1 (-0.2,0.1) 0.48 773 776 0.1 (-0.1,0.3) 0.35
(0.1) (0.1) (0.1)
PY 2 79.1 79.3 0.1 (-0.1,0.2) 0.40 79.6 79.8 0.0 (-0.2,0.2) 0.88 785 78.8 0.1 (-0.1,0.4) 0.32
0.1) (0.1 0.1
PY 3 79.8 80.1 0.0 (-0.2,0.1) 0.83 80.3 80.6 -0.1 (-0.3,0.1) 0.24 79.3 79.6 0.1 (-0.1,0.4) 0.45
(0.1) 0.1) (0.1)
PY 4 80.1 80.3 0.1 (-0.1,0.2) 0.53 80.6 80.7 0.1 (-0.3,0.2) 0.70 79.6 79.8 0.2 (-0.1,0.5) 0.24
0.1) (0.1 0.2)
PY 1through4  79.3 79.5 0.0 (-0.1,0.2) 0.67 79.8 80.0 -0.1 (-0.2,0.1) 0.51 78.7 79.0 0.1 (-0.1,0.3) 0.26

04) (041) 041)
Across all PCPs and specialists providing care to a patient, where all practitioners in the beneficiary’s assigned practice are treated as a single practitioner

Percentage of visits with the usual provider of care (UPC)

Baseline 51.0% 51.0% NA NA NA 49.9% 50.2% NA NA NA 52.1% 51.9% NA NA NA

PY 1 49.9% 50.0% -0.1 (-0.2,00) 0.14 48.8% 49.2% 0.1 (-0.2,0.1) 0.45 50.9% 50.9% 0.1 (-0.3,0.0) 0.19
(0.1) 0.1) 0.1)

PY 2 48.1% 48.4% -0.2* (-04,-0.1)  0.03 47.1% 47.7% -0.2* (-04,-0.1)  0.03 49.2% 49.1% 0.2 (-0.4,0.1) 0.28
(0.1) (0.1) 02

PY 3 48.0% 48.2% -0.1 (-0.3,0.1) 040 47.0% 47.3% 0.0 (-0.3,0.2) 0.77 49.1% 49.1% 0.1 (-0.4,0.1) 0.37
(0.1) 0.1) 0.2)

PY 4 49.9% 50.2% -0.3* (-05,-0.1)  0.03 48.9% 49.6% -0.4* (-0.6,-0.1)  0.01 50.8% 50.9% 0.3 (-0.6,0.1) 0.26
(0.1) 02 02)

PY 1through4  49.0% 49.2% -0.2* (-0.3,0.0)  0.04 48.0% 48.4% 0.2 (-0.3,0.0) 0.09 50.0% 50.0% 0.2 (-0.4,0.0) 0.19
(0.1) 0.1) 0.1)

Reversed Bice-Boxerman fragmentation of care index

Baseline 741 74.3 NA NA NA 75.0 75.1 NA NA NA 731 73.5 NA NA NA

PY 1 75.2 754 0.0 (-0.1,02)  0.54 76.0 76.2 0.0 (-0.1,0.2) 0.75 74.3 74.6 0.1 (-0.1,0.3) 0.59
0.1 0.1) 0.1

PY 2 77.0 771 0.2 (0.0,0.3) 0.14 77.8 77.8 0.2 (0.0,0.4) 0.08 76.2 76.4 0.1 (-0.2,0.4) 0.60
(0.1) (0.1) 0.2)

PY3 771 774 0.0 (-02,02)  0.99 77.9 78.1 0.0 (-0.3,0.2) 0.98 76.2 76.6 0.0 (-0.3,0.3) 0.98
0.1 (02 02

PY 4 77.9 78.1 0.1 (-0.2,03) 072 78.7 78.7 0.1 (-0.2,0.4) 0.45 771 775 0.0 (-0.5,0.4) 0.96
(0.2) 0.2) (0.3)

PY 1through4  76.9 771 0.1 (-0.1,02)  0.50 .7 7.7 0.1 (-0.1,0.3) 043 76.0 76.3 0.0 (-0.2,0.3) 0.81
0.1 0.1 02

Unweighted sample sizes for percentage of primary care ambulatory visits at assigned practicec

beneficiaries
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APPENDIX 5.A. DETAILED RESULTS OVER THE FIRST FOUR PROGRAM YEARS OF CPC+ MATHEMATICA® INC.

Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

Impact estimate?
90% confidence
Impact estimate?
90% confidence
Impact estimate®
90% confidence

CPC+ mean?
CPC+ mean?
CPC+ mean?

Number of 3,320,259 11,073,570 1,950,609 7,505,092 1,875,403 5,354,551
beneficiary-years
Unweighted sample sizes for percentage of visits with the usual provider of carec

Number of 1,262,966 4,283,394 649,801 2,504,279 615,144 1,790,597
beneficiaries
Number of 4,035457 13,558,454 2,061,992 7,914,305 1973465 5,644,149

beneficiary-years
Unweighted sample sizes for reversed Bice-Boxerman fragmentation of care indexc

Number of 1,140,331 3,843,495 589,114 2,253,495 552,857 1,599,463
beneficiaries
Number of 3,320,259 11,073,570 1,712,075 6,500,045 1,608,184 4,573,525

beneficiary-years
Other quality of care
Percentage of index acute care hospital discharges that were followed by an unplanned readmission within 30 days

Baseline 15.5% 15.8% NA NA NA 15.4% 15.9% NA NA NA 15.6% 15.7% NA NA NA

PY 1 15.7% 15.8% 0.1 (-0.1,04) 042 15.4% 15.7% 0.1 (-0.2,0.4) 0.68 16.0% 15.9% 0.1 (-0.2,0.5) 0.50
(0.1) 0.2) 0.2)

PY 2 15.8% 15.9% 0.2 (0.0, 0.5) 0.14 15.9% 16.0% 0.4* (0.0,0.7) 0.06 15.8% 15.8% 0.1 (-0.3,0.4) 0.83
(02) (02) 02

PY3 15.8% 16.0% 0.0 (-0.2,03) 078 15.9% 16.1% 02 (-0.1,0.6) 0.27 15.8% 16.0% 0.2 (-0.5,0.2) 0.47
0.2) 0.2) 0.2)

PY 4 16.2% 16.0% 0.4 0.2,0.7) 0.01 16.2% 16.0% 0.6™ (0.2,1.0) 0.01 16.3% 16.1% 0.3 (-0.1,0.7) 0.21
(02) (02) (02)

PY 1 through 4 15.9% 15.9% 0.2 (0.0,0.4) 0.12 15.8% 16.0% 0.3* (0.0, 0.6) 0.08 16.0% 15.9% 0.1 (-0.2,0.4) 0.72
(0.1) 0.2) 0.2)

Percentage of index acute care hospital discharges that were followed by an unplanned acute care hospitalization or ED visit (including observation stays) within 30 days

Baseline 25.8% 26.0% NA NA NA 25.3% 25.8% NA NA NA 26.3% 26.3% NA NA NA

PY 1 25.9% 26.1% 0.1 (-0.2,03) 076 25.1% 25.8% 0.2 (-0.6,0.2) 0.34 26.7% 26.4% 04 (-0.1,0.8) 0.17
(0.2) 0.2) (0.3)

PY 2 26.1% 26.2% 0.2 (-0.1,05)  0.34 25.8% 26.0% 0.3 (-0.1,0.7) 0.28 26.4% 26.4% 0.1 (-0.4,0.5) 0.78
(02) (02) (03)

PY3 26.1% 26.5% 0.1 (-04,02)  0.50 25.9% 26.3% 0.1 (-0.3,0.5) 0.78 26.3% 26.7% 0.3 (-0.8,0.1) 0.23
(0.2) 0.2) (0.3)

PY 4 25.8% 25.7% 0.3 (0.0, 0.6) 0.11 25.4% 25.5% 0.3 (-0.1,0.7) 0.27 26.2% 25.9% 0.3 (-0.1,0.8) 0.24
(0.2) (03) (03)

PY 1 through 4 26.0% 26.1% 0.1 (-0.2,03)  0.55 25.6% 25.9% 0.1 (-0.2,0.4) 0.64 26.4% 26.4% 0.1 (-0.3,0.5) 0.69
(0.1) 0.2) 0.2)

Percentage of index ED (including observation stays) discharges that were followed by an unplanned acute care hospitalization or ED visit (including observation stays) within 30 days

Baseline 29.5% 30.0% NA NA NA 28.6% 29.2% NA NA NA 30.3% 30.8% NA NA NA
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MATHEMATICA® INC.

Table 5.A.8 (continued)

PY 1
PY 2
PY3
PY 4

PY 1 through 4

Baseline
PY 1

PY 2
PY3
PY 4

PY 1 through 4

CPC+ mean?

29.3%

29.0%

29.0%

29.1%

29.1%

11.9%
12.1%

11.9%

14.3%

14.2%

13.2%

29.9%

29.7%

29.7%

29.7%

29.8%

12.1%
12.3%

12.2%

14.2%

14.1%

13.3%

Track 1—Overall

Impact estimate®

(SE)
90% confidence

B
(=] -
-
=

Percentage of beneficiaries receiving hospice services

Baseline
PY 1

PY 2
PY 3
PY 4

PY 1 through 4

Length of hospice stay, in days (for beneficiaries receiving hospice services)

Baseline
PY 1

PY 2

2.7%
2.8%

2.9%
3.1%
3.3%

3.0%

60
62

66

2.7%
2.7%

2.8%
2.9%
3.1%

2.9%

65
66

69

CPC+ mean?

Track 1—SSP

Impact estimate®

(3]

90% confidence

0.1 (-0. 0.41 28.5% 29.2% 0.2 (-0.5,0.2)
(02) 02
-0.2 (-0.5,0.1)  0.29 281% 28.8% 0.1 (-0.5,0.3)
(0.2) 0.2)
0.2 (-05,0.1) 035 28.2% 28.9% 0.1 (-0.6,0.3)
(02) (02)
-0.1 (-04,03) 0.75 28.5% 28.9% 0.2 (-0.3,0.6)
(0.2) (0.3)
0.1 (-0.4,0.1) 0.33 28.3% 28.9% 0.1 (-0.4,0.3)
(0.2) 0.2)

Percentage of 65 and older Medicare FFS beneficiaries who received two or more prescriptions for high risk medications in the same class¢
NA NA NA 11.6% 11.6% NA NA
0.0 (-0.1,0.1) 085 11.8% 11.9% 0.1 (-0.2,0.0)
(0.1) 0.1)
-0.1* (-0.2,0.0)  0.06 11.5% 11.8% -0.2* (-0.4,-0.1)
(0.1) (0.1)
0.2** (0.1,04) 0.02 14.0% 13.9% 0.1 (-0.1,0.4)
(0.1) (0.1)
0.2* (0.0,0.4) 0.04 13.8% 13.7% 0.1 (-0.1,0.4)
(0.1) (0.1)
0.1 (0.0,0.2) 0.28 12.8% 12.9% 0.0 (-0.2,0.1)
(0.1) (0.1)
NA NA NA 2.7% 2.7% NA NA
0.1* (0.0,0.1) 0.09 2.7% 2.7% 0.1* (0.0,0.2)
(0.0) (0.0)
0.1* (0.0,0.1) 0.02 2.9% 2.8% 0.2"* (0.1,0.2)
(0.0) (0.0)
0.1%** 0.1,0.2) 0.00 3.1% 3.0% 0.2%* (0.1,0.2)
(0.0) (0.0)
0.1* (0.0,0.2) 0.01 3.3% 3.2% 0.1 (0.1,0.2)
(0.0) (0.0)
0.1%** (0.0,0.1) 0.00 3.0% 2.9% 0.1 (0.1,0.2)
(0.0) (0.0)
NA NA NA 60 65 NA NA
1.6 (0.0,3.3) 0.10 62 66 1.3 (-1.1,3.6)
(1.0) (14)
28" (0.9,4.6) 0.01 65 68 1.8 (-0.6,4.2)
(1.1) (1.5)

0.75

0.54

0.50

0.75

NA
0.28

0.02

0.33

0.35

0.84

NA
0.01

0.00

0.00

0.00

0.00

NA
0.38

0.21

CPC+ mean?

29.8%
29.8%
29.6%

29.8%

12.1%
12.5%

12.3%
14.6%
14.5%

13.5%

2.8%
2.8%

2.9%
3.1%
3.3%

3.0%

60
62

68

30.7%
30.5%
30.4%

30.6%

12.5%
12.8%

12.7%
14.6%
14.6%

13.7%

2.7%
2.6%

2.8%
2.9%
3.1%

2.9%

66
66

70

Track 1—Non-SSP

Impact estimate®
90% confidence

. (-0.5,0.3)
(0.3)
03 (-0.7,0.1)
(0.3)
0.2 (-0.6,02)
(0.3)
03 (-0.8,0.3)
(0.3)
0.2 (-0.6,02)
(0.2)
NA NA
0.1 (-0.1,02)
(0.1)
0.0 (-0.2,02)
(0.1)
04" (0.1,0.6)
(0.2)
0.3* (0.0,0.6)
(0.2)
0.2* (0.0,04)
(0.1)
NA NA
0.0 (-0.1,0.1)
(0.0)
0.0 (-0.1,0.1)
(0.1)
0.1 (0.0,0.2)
(0.1)
0.1 (0.0,0.1)
(0.1)
0.0 (0.0,0.1)
(0.0)
NA NA
2.1 (-0.3,4.4)
(14)
38" (1.0,6.5)
(1.7)

0.25

0.47

0.42

0.34

NA
0.42

0.87

0.02

0.06

0.09

NA
0.92

0.91

0.13

0.36

0.45

NA
0.15

0.03
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Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

CPC+ mean?
Impact estimate®
90% confidence
CPC+ mean?
Impact estimate®
90% confidence
CPC+ mean?
Impact estimate®
90% confidence

© © ©
= c — c e
w K] w K] 2
@0 E 8 = =
PY3 4l 73 3.7 (1.3,5.0) 0.00 4l 72 3.2% (0.8,5.6) 0.03 72 75 3.0* (0.2,5.8) 0.08
(1.1) (1.5) (17)
PY 4 69 70 3.7 (1.8,5.7) 0.00 68 69 4.0 (1.3,6.6) 0.01 70 72 3.3* (0.3,6.3) 0.07
(1.2) (1.6) (1.8)
PY 1 through 4 68 70 2.9% (1.4,44) 0.00 67 69 2.6™ (0.5,4.7) 0.04 68 7 3.1 (0.8,5.4) 0.03
(0.9) (1.3) (1.4)
Length of hospice stay, in days (for all beneficiaries)
Baseline 1.6 1.8 NA NA NA 1.6 1.8 NA NA NA 1.7 1.8 NA NA NA
PY 1 1.7 1.8 0.1%** (0.0,0.1) 0.01 1.7 1.8 0.1 (0.0,0.2) 0.02 1.7 1.7 0.1 (0.0,0.1) 0.19
(0.0) (0.0) (0.0)
PY 2 1.9 1.9 0.1%** (0.1,0.2) 0.00 1.9 1.9 0.2"* (0.1,0.2) 0.00 20 20 0.1* (0.0,0.2) 0.07
(0.0) (0.0) 0.1)
PY3 22 2.1 0.2** (0.1,0.3) 0.00 22 2.1 0.2%* (0.1,0.3) 0.00 23 22 0.2* (0.0,0.3) 0.02
(0.0) (0.1) (0.1)
PY 4 2.3 22 0.2** (0.1,0.3) 0.00 22 2.1 0.3 (0.2,0.4) 0.00 23 22 0.1** (0.0,0.3) 0.03
(0.0) 0.1) 0.1)
PY 1 through 4 2.0 20 0.2** 0.1,0.2) 0.00 20 20 0.2%* (0.1,0.3) 0.00 2.1 20 0.1 (0.0,0.2) 0.02
(0.0) (0.0) (0.0)
Long-term opioid usef
Baseline 8.1% 7.9% NA NA NA 7.8% 7.2% NA NA NA 8.5% 8.7% NA NA NA
PY 1 7.6% 74% 0.0 (-0.1,0.1)  0.54 7.2% 6.8% -0.1* (-0.2,0.0)  0.08 7.9% 8.0% 0.2** (0.1,0.3) 0.02
(0.1) (0.1) (0.1)
PY 2 6.8% 6.6% 0.0 (-0.1,0.1) 091 6.5% 6.1% 0.2 (-0.3,-0.1)  0.02 7.2% 72% 0.3 (0.1,0.5) 0.00
(0.1) 0.1) 0.1)
PY3 6.1% 6.0% 0.0 (-0.1,0.1) 083 5.8% 5.5% 0.3 (-0.5,-0.1)  0.00 6.5% 6.4% 0.4+ (0.2,0.6) 0.00
(0.1) (0.1) (0.1)
PY 4 5.6% 5.5% 0.2 (-0.3,0.0)  0.08 5.3% 5.2% 0.5 (-0.6,-0.3)  0.00 5.9% 5.9% 02 (0.0,0.4) 0.11
(0.1) 0.1) 0.1)
PY 1 through 4 6.5% 6.3% 0.0 (-0.1,0.1) 062 6.1% 5.9% 0.3 (-0.4,-0.1)  0.00 6.8% 6.8% 0.3** (0.1,0.4) 0.01
(0.1) (0.1) (0.1)
Potential opioid overuses
Baseline 19.3% 18.2% NA NA NA 20.0% 18.8% NA NA NA 18.5% 17.7% NA NA NA
PY 1 17.4% 16.2% 0.1 (-0.3,05)  0.58 18.4% 17.2% 0.0 (-05,05) 091 16.4% 15.3% 0.3 (-0.3,09) 043
(02) (03) (04)
PY 2 15.5% 14.8% 0.3 (-08,02) 0.26 16.3% 16.3% -1.2%% (-1.9,-0.6)  0.00 14.7% 13.3% 05 (-02,1.3) 022
(0.3) (0.4) (0.4)
PY3 13.3% 13.2% -0.97* (-14,-04) 0.01 14.6% 14.5% 1A (-1.8,-0.3)  0.02 12.2% 12.1% 0.8 (-16,0.0) 0.2
(03) (0.5 (0.5
PY 4 12.5% 12.3% -0.8** (-14,-0.2)  0.02 13.9% 13.8% -1 (-1.9,-0.3)  0.03 11.2% 11.0% 0.6 (-15,02) 023
(0.4) (0.5) (0.5)
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Table 5.A.8 (continued)

Track 1—Overall Track 1—SSP Track 1—Non-SSP

2 2 2

8 3 8 3 8 3

© © [}
< £ 3 < £ 3 e £ S
© = = © = = © = =
o » = o » = o 7] =

(] f= (] f= ] f=
£ P 15} £ P 6 ® £ - 5]
5 8 = 5 g S 2 5 g :
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o E £ o E £ o E 2=

PY 1 through 4 14.8% 14.2% 04 (-08,0. 15.9% 15.4% (-13,0.2) 002 13.7% 13.0% .
(0.3) (0.3) (0.4)

Unweighted sample sizes for other quality of care measures

o
oo
o
o
o
S
~
o
4

Number of index 1,160,596 3,873,092 594,079 2,257,675 566,517 1,615,417
discharges for
readmission
Number ofindex ED 2,097,387 7,250,676 1,035,261 4,064,874 1,062,126 3,185,802
discharges

Number of 65 and 899,119 2,996,147
older Medicare FFS

beneficiaries for the

high-risk medication

measure

Number of 115,559 367,632
beneficiaries for length

of hospice stay

Number of 910,673 3,079,206
beneficiaries for long-

term opioid use

Number of 83,294 269,795
beneficiaries for

potential opioid

overuse

469,155 1,769,270 431,288 1,234,328

58,884 213,176 56,706 154,533

469,360 1,799,064 442,634 1,287,948

40,615 147,567 42,766 122,779

Source:  Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.

Notes: For the quality-of-care outcomes, we present the absolute impact estimate only. We do so because percentage impacts for some of the binary outcomes are likely to be misleadingly large,
given the low means for the outcome measures.

This table indicates which estimates are statistically significant; when we interpret evidence, we combine evidence from the magnitude of the effect, the p-values, findings on related outcomes,
subgroups, sensitivity tests, and other data sources on model implementation.

We grouped the claims-based quality-of-care measures into separate domains according to the Comprehensive Primary Care Functions under which they appear in the 2018 CPC+
Implementation Guide (CMMI 2018).

@We report the actual, unadjusted averages in the baseline period which are similar for the CPC+ and comparison groups due to matching. In the intervention periods, the comparison group mean is
computed by subtracting the regression adjusted difference between the CPC+ and comparison means in each time period from the CPC+ mean in that same time period.

b Each impact estimate is regression-adjusted using a difference-in-differences analysis that reflects the difference of the average outcome for Medicare FFS beneficiaries attributed to CPC+ practices in
the first four years of CPC+ to the average outcome in the baseline year, relative to the same difference over time for Medicare FFS beneficiaries attributed to comparison practices, while controlling for
beneficiary characteristics and practice fixed effects.

¢ The numbers of Track 1 CPC+ and comparison practices are same as in Tables 5.A.1 and 5.A.6, and hence, are not reported separately in this table. The beneficiary-level measures for recommended
services for diabetes, breast cancer screening, and continuity of care are affected only by matching weights (and not by time observed) because the measures require beneficiaries to have full year of
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Table 5.A.8 (continued)

eligibility in each program year. After accounting for matching weights, the effective sample size for the comparison group for the measures presented in this table is 43 to 52 percent of the size of the
actual comparison group.

4 These measures require that beneficiaries be continuously enrolled in Medicare FFS Parts A and B as well as in Medicare Part D, and not use hospice services during the measurement year.

¢ The continuity of care measures are calculated for beneficiaries who were in the ITT sample at the beginning of the year and were FFS eligible for the full year in each program year and had qualifying
ambulatory visits in the program year. Qualifying ambulatory visits are (1) office or other outpatient visit for E&M; (2) ophthalmological services: medical examination and evaluation; and (3) new enrollee
and annual wellness visits.

fTo be included in the analysis of both long-term opioid use and potential overuse, a beneficiary had to: (1) be assigned to a practice; (2) be continuously enrolled in Medicare Parts A, B, and D throughout
each calendar year or until death; and (3) have at least one opioid prescription during the measurement year. We further excluded beneficiaries for whom opioid use is appropriate: beneficiaries with a
diagnosis of cancer during the measurement year or one year before, or a diagnosis of sickle cell disease or hospice use during the measurement year. The regression models for both opioid use
outcomes additionally control for changes in state-level PDMP characteristics and opioid funding.

9 This measure is defined only among long-term users of opioids.

*I**[*** Significantly different from zero at the 0.10/0.05/0.01 level, two-tailed test.

C = comparison; FFS = fee-for-service; NA = not applicable; NPI = National Provider Identifier; PDMP = prescription drug monitoring program; PY = Program Year; SE = standard error; SSP = Medicare
Shared Savings Program.
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D. Aggregate impact estimates for key outcomes

The impact estimates presented above provide evidence on the direction and the magnitude of
the likely impact of CPC+ during the first four program years on individual Medicare FFS
beneficiaries, on average. For ease of interpretation, it can be useful to translate the beneficiary-
level impact estimates to aggregate estimates—for example, the total estimated dollar amount of
reduction in Medicare expenditures or the number of outpatient ED visits avoided among
Medicare FFS beneficiaries receiving the intervention. Therefore, we present aggregate impact
estimates over the first four program years combined across all Medicare FFS beneficiaries
assigned to Track 1 practices, for five outcome measures: (1) Medicare expenditures without
CMS’s enhanced payments, (2) Medicare expenditures including CMS’s enhanced payments,
(3) number of hospitalizations, (4) number of outpatient ED visits, and (5) 30-day unplanned
readmissions. For the first four outcomes, we used the beneficiary-level estimates from the
difference-in-differences regressions, together with the total FFS eligible months for
beneficiaries assigned to Track 1 practices in PY 1 through PY 4, to obtain the aggregate impact
estimates as well as the 90 percent confidence intervals for these estimates. For readmissions, we
used the discharge-level estimates and the total discharges for all assigned beneficiaries in

Track 1 practices to estimate the aggregate impacts. Consistent with the estimated impacts, the
only statistically significant estimates over the first four program years were (1) an increase in
Medicare expenditures including CMS’s enhanced payments of approximately $631 million,

(2) a relative reduction of 9,788 hospitalizations, and (3) a relative reduction of 30,931 outpatient
ED visits (Table 5.A.9). There were no effects on Medicare expenditures, excluding CMS’s
enhanced payments, or on 30-day readmissions.

Table 5.A.9. Aggregate impact estimates for key outcomes over the first four years of
CPC+: Track 1

90 percent CI 90 percent ClI

Outcome Estimate lower bound upper bound
Medicare expenditures without CMS’s enhanced  $78,865,492 -$155,689,997 $313,420,981
payments?
Medicare expenditures including CMS’s $631,158,711 $398,284,787 $864,032,636
enhanced payments?
Hospitalizations -9,788 -18,470 -1,106
Outpatient ED visits -30,931 -45,548 -16,313
30-day readmissions® 1,874 -103 3,852

Source: Mathematica’s analysis of Medicare claims data from January 2013 through December 2020.

Note: This table calculates the overall estimated effects on attributed Medicare FFS beneficiaries who were in the

intent-to-treat analysis sample in Track 1 practices during the first four years of CPC+. The total number of
beneficiaries attributed to Track 1 practices in the annual analysis sample during the intervention period
was 1,198,360. These beneficiaries had 32,685,633 eligible beneficiary months and 722,783 eligible index
discharges (for readmissions) over the first four years of CPC+. Impact estimates (shown in Tables 5.A.1,
5.A.6, and 5.A.8) are from difference-in-differences regressions using practice fixed effects and patient-
level control variables from the pre-CPC+ period. Yellow shading with bold, italicized text signifies that
the estimate was statistically significant at the p < 0.10 level.

a Expenditures for Part A and B services in PY 3 and PY 4 include QPP payment adjustments in 2019 and 2020,
which were based on practitioner performance in, respectively, 2017 and 2018. QPP payment adjustments include
(1) MIPS adjustments, which were applied directly to physician and outpatient claims in 2019 and 2020 (as a
percentage of the charges on the claims), and (2) lump-sum incentive payments, which were paid out to eligible
practitioners who participated in Advanced APMs in 2017 and 2018; they were calculated based on applicable
physician and outpatient claims for these practitioners in, respectively, 2018 and 2019. Note that the first QPP
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Table 5.A.9 (continued)
adjustments occurred in 2019 (two years after the start of QPP), so there are no QPP payments in the years before
2019.

b In the impact analysis, this outcome represents the percentage of discharges with an unplanned readmission within
30 days of the discharge. For this table, we translated the impact estimate into the total number of discharges for
which the initiative affected readmissions.

APM = Alternative Payment Model; ClI = confidence interval; CPCP = Comprehensive Primary Care Payment; ED =
emergency department; FFS = fee-for-service; QPP = Quality Payment Program.

5.A.2. Results for CPC+ Track 2 Practices

A. Expenditures for Medicare FFS beneficiaries

A.1. Medicare expenditures without CMS’s enhanced payments

During the first four program years, for Track 2 practices, CPC+ had no discernible effects
on Medicare expenditures without CMS’s enhanced payments. For Track 2 practices, these
expenditures include base Comprehensive Primary Care Payments (CPCPs). Relative to
expenditures among comparison practices, Medicare expenditures without CMS’s enhanced
payments did not differ for CPC+ Track 2 practices ($0.6 PBPM, 0.1 percent, p = 0.88) (Table
5.A.10). Results were mostly similar in sensitivity tests, including when using a triple-difference
approach. (See Appendix 5.G and Section A.4 in this appendix for more details.)

Track 2 and comparison practices had similar quarterly trends in Medicare expenditures without
CMS’s enhanced payments (Figure 5.A.2). For both CPC+ Track 2 and comparison practices,
due to the decline in overall health care utilization during the COVID-19 pandemic, there was a
similarly sharp drop in expenditures in the first two quarters of 2020, before expenditures
returned to pre-pandemic levels in the fourth quarter of 2020.
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Table 5.A.10. Regression-adjusted means and estimated impacts of CPC+ on selected Medicare expenditures outcomes for attributed
Medicare FFS beneficiaries over the first four program years, Track 2

Track 2—Overall Track 2—SSP Track 2—Non-SSP

Impact estimate®
Impact estimate®
Impact estimate®
(SE)

(SE)
Percentage

impacte

90 percent
confidence
CPC+ mean?
Percentage
impacte

90 percent
confidence
CPC+ meana
Percentage
impacte

90 percent
confidence

©
f=
[+
Q
=
+
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[
o

Medicare expenditures (per beneficiary per month)
Medicare Part A and B expenditures without enhanced payments for CPC+ and SSPd

Baseline $876 $877 