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ABSTRACT

BACKGROUND

The 4-year, multipayer Comprehensive Primary Care Initiative was started in October
2012 to determine whether several forms of support would produce changes in care
delivery that would improve the quality and reduce the costs of care at 497 primary care
practices in seven regions across the United States. Support included the provision of
care-management fees, the opportunity to earn shared savings, and the provision of data
feedback and learning support.

METHODS

We tracked changes in the delivery of care by practices participating in the initiative and
used difference-in-differences regressions to compare changes over the first 2 years of
the initiative in Medicare expenditures, health care utilization, claims-based measures
of quality, and patient experience for Medicare fee-for-service beneficiaries attributed to
initiative practices and a group of matched comparison practices.

RESULTS

During the first 2 years, initiative practices received a median of $115,000 per clinician
in care-management fees. The practices reported improvements in approaches to the
delivery of primary care in areas such as management of the care of high-risk patients
and enhanced access to care. Changes in average monthly Medicare expenditures per
beneficiary did not differ significantly between initiative and comparison practices when
care-management fees were not taken into account (-$11; 95% confidence interval [CI],
—$23 to $1; P=0.07; negative values indicate less growth in spending at initiative prac-
tices) or when these fees were taken into account ($7; 95% CI, —$5 to $19; P=0.27). The
only significant differences in other measures were a 3% reduction in primary care
visits for initiative practices relative to comparison practices (P<0.001) and changes in
two of the six domains of patient experience — discussion of decisions regarding
medication with patients and the provision of support for patients taking care of their
own health — both of which showed a small improvement in initiative practices relative
to comparison practices (P=0.006 and P<0.001, respectively).

CONCLUSIONS
Midway through this 4-year intervention, practices participating in the initiative have
reported progress in transforming the delivery of primary care. However, at this point
these practices have not yet shown savings in expenditures for Medicare Parts A and B
after accounting for care-management fees, nor have they shown an appreciable im-
provement in the quality of care or patient experience. (Funded by the Department of
Health and Human Services, Centers for Medicare and Medicaid Services; ClinicalTrials.
gov number, NCT02320591.)
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EE-FOR-SERVICE PAYMENTS GIVE PROVID-

ers the incentive to favor volume over value

in the delivery of health care and can pro-
duce fragmented care that often lacks coordina-
tion, is not patient-centered, and is not proactive
in population health management.”® Although
efforts to improve the delivery of care through
changes in primary care (e.g., the use of patient-
centered medical homes [PCMHs]) have expand-
ed rapidly in recent years,*> early evidence of
their effect on the quality and cost of health care
is mixed.®

In October 2012, the Centers for Medicare and
Medicaid Services (CMS), in collaboration with
39 private and public payers, launched the Com-
prehensive Primary Care Initiative. The initiative
was intended to test a new approach to the pay-
ment and delivery of primary care for 4 years in
seven regions across the United States, with the
goal of improving quality and reducing costs.’”
The participating primary care practices were
required to make changes in care delivery that
would build their capability in five functional
areas: access to and continuity of care, planned
care for preventive and chronic needs, risk-
stratified care management, engagement of pa-
tients and their caregivers, and coordination of
care with patients’ other care providers. The ini-
tiative did not require practices to have or obtain
external recognition as PCMHs.® The initiative
supports the efforts of these practices by offering
enhanced payment, data feedback, and learning
support.’

The initiative presents an opportunity to evalu-
ate a new multipayer model of payment and
primary care delivery in a large and diverse set
of practices. In this study, we assess the effects
of the initiative on Medicare expenditures, the
use of services, selected measures of the quality
of care, and patient experience during the first
2 years of the initiative.

METHODS

INTERVENTION

The CMS selected seven regions — including
four states (Arkansas, Colorado, New Jersey, and
Oregon) and three metropolitan areas (Cincin-
nati-Dayton [Ohio and Kentucky], Hudson Valley—
Capital District [New York], and Tulsa, Oklahoma)
— on the basis of the extent of payer interest in
the initiative and geographic diversity.”!! Multi-

payer participation helps facilitate practice trans-
formation by aligning incentives.”> Within the
selected regions, CMS chose 502 practices (de-
fined according to physical address) from 978
applicants, using, in large part, a score that
weighted meaningful use of electronic health
records (EHRs) heavily and did not include ex-
penditures or measures of quality (with “mean-
ingful use” referring to the use of EHR technol-
ogy to improve the quality of health care and to
meet other objectives specified by CMS incentive
programs). Scores were not associated with a
practice’s expenditures per Medicare beneficiary
at baseline or at follow-up. Most of the practices
included in the initiative had substantial room to
improve care delivery when the initiative began.?

Enhanced payment to initiative practices by
CMS and most of the 39 other participating pay-
ers was in the form of care-management fees
that were not based on visits but were paid on a
per-beneficiary per-month basis (in addition to
traditional fee-for-service payments) for patients
attributed to practices to support and maintain
the delivery of enhanced primary care services.
(Details of the intervention are provided in Sec-
tion 1 in the Supplementary Appendix, available
with the full text of this article at NEJM.org.)
Medicare fee-for-service beneficiaries were attrib-
uted on a quarterly basis to practices that deliv-
ered the plurality of their primary care visits
during a 2-year look-back period (Section 2 in
the Supplementary Appendix). For each attrib-
uted Medicare beneficiary, CMS paid risk-based,
care-management fees that ranged from $8 to $40
per beneficiary per month in the first 2 years of
the initiative. The fee level was based on the
patient’s hierarchical condition category (HCC,
a measure of risk for subsequent expenditures) at
the time a beneficiary was first attributed to an
initiative practice. Other payers (including Medi-
care Advantage plans, Medicaid managed care,
commercial insurers, and CMS [on behalf of
Medicaid fee-for-service agencies in some regions])
paid lower fees, in part reflecting the lower aver-
age acuity level of their patients.

Annually, beginning in year 2, practices were
eligible to share in any Medicare fee-for-service
savings resulting from reduced total expendi-
tures, including care-management fees. Many
non-Medicare payers also offered practices the
opportunity to share in savings. Approaches to
calculating shared savings varied across payers.
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The approach of Medicare involves calculating
savings at the regional level. If a region achieves
savings, a practice in that region is eligible to
share savings only if it first obtains a minimum
number of quality points on the basis of its per-
formance across a set of claims-based measures
of quality, electronic measures of clinical quality,
and measures of patient experience. The first
shared savings distributions occurred in 2015
and were based on savings from 2014 (see Sec-
tion 1 in the Supplementary Appendix).

Practices also received practice-level feedback
reports with quarterly data on Medicare fee-for-
service expenditures and service use at the re-
gional, practice, and patient level and received
annual data on patient experience and practices’
approaches to care delivery. CMS also funded
activities that supported clinician learning, in-
cluding webinars, in-person meetings, and indi-
vidualized practice coaching.

STUDY DESIGN
We analyzed the 497 practices that were still par-
ticipating at the end of the first quarter of the
initiative (5 practices dropped out after assess-
ing the terms and conditions of participation).
We used propensity score matching to select
7 groups of comparison practices — 1 for each
region. We selected up to 5 comparison practices
per initiative practice to ensure that there were
similar characteristics across patients (e.g., age,
sex, chronic conditions, and prior expenditures
and use of services), practices (e.g., meaningful
use of EHRs and number of clinicians), and
markets (e.g., mean county income) (Section 3
in the Supplementary Appendix).”® There were a
total of 908 comparison practices.

We drew 30% of comparison practices from
those that applied to the initiative but were not
selected and 70% of comparison practices from
those in areas that were near initiative regions
and had similar demographic and market fac-
tors. Applicants that were not selected to par-
ticipate in the initiative provided a strong set of
potential comparison practices because they ex-
pressed the same motivation to participate in
the initiative (motivation cannot be observed for
practices in external markets), were in the same
markets as the initiative practices, and did not
differ significantly from initiative practices in
baseline risk-adjusted Medicare expenditures or
service use (Section 4 in the Supplementary Ap-

pendix). Because there were too few unselected
applicant practices to ensure close matches for
all initiative practices on the matching criteria,
we also included comparison practices from near-
by markets.

STUDY OVERSIGHT

The New England Institutional Review Board
(IRB) granted the initiative an IRB exemption on
the basis of the federal common rule (section 45
CFR 46.101[b][5]), because the purpose of the
study was to evaluate a public benefit program.
The CMS program team designed and adminis-
tered the execution of the model for the initia-
tive. The manuscript was approved for submis-
sion through a standard CMS communications
clearance process.

OUTCOMES AND DATA
Measures of practice transformation were devel-
oped with the use of 37 items from a care-delivery
module in a survey of practices that were self-
scored on a scale of 1 to 12 points, with higher
scores reflecting better approaches to the deliv-
ery of primary care. Data were collected from all
initiative practices in two survey rounds fielded
on the Internet in months 1 through 3 of the
initiative and again in months 19 through 22.
Twenty-five items were taken from the PCMH
assessment instrument (PCMH-A, version 1.3).1¢
The other items were taken from other surveys
or created for the evaluation of the initiative.
Members of the evaluation team also visited 21
diverse initiative practices across the seven re-
gions to gather detailed information on pro-
gram implementation.

We used Medicare claims files (research-
identifiable files) from the Virtual Research Data
Center. We assessed the effect of the initiative
on our primary outcome measures — annual-
ized expenditures in Medicare Parts A and B per
beneficiary per month without accounting for
care-management fees (gross expenditures) and
with accounting for care-management fees (net
expenditures). These expenditures did not include
beneficiary payments or capitated payments from
Medicare for prescription drugs.

To explore the reasons for any changes in
expenditures, we also examined utilization mea-
sures as secondary outcomes. These outcomes
included the annualized number of hospitaliza-
tions and outpatient emergency department visits
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(i.e., visits that did not lead to an admission),
numbers of visits to specialists and primary care
clinicians, unplanned readmissions within 30
days after a hospital discharge, and hospitaliza-
tions for ambulatory-care—sensitive conditions
(conditions for which appropriate ambulatory
care can prevent or reduce the need for admis-
sion to the hospital). Other secondary measures
included measures of quality of care (whether
patients with diabetes underwent testing for
glycated hemoglobin, lipid, and urinary protein
levels and had an eye examination, as well as
summary measures of whether patients received
all or none of these tests, and whether patients
with ischemic vascular disease underwent test-
ing for lipid levels) for all beneficiaries and for
beneficiaries in the top HCC quartile; continuity
of care (determined on the basis of the propor-
tion of primary care office visits at the attributed
practice) (see Section 5 in the Supplementary
Appendix for a definition of claims-based out-
comes); and measures of patient experience.

Outcomes for patient experience were drawn
from two rounds of a patient survey distributed
by regular mail 8 to 12 months and 21 to 24
months after the initiative began. We sampled a
cross section of Medicare fee-for-service benefi-
ciaries who had been attributed to the practice
and had visited the practice in the preceding
year. More than 25,000 beneficiaries attributed
to initiative practices and nearly 9000 beneficia-
ries attributed to comparison practices respond-
ed in each round (we oversampled initiative
practices to support practice-level feedback). The
survey included six domains of the Consumer
Assessment of Healthcare Providers and Systems
Clinician and Group Patient-Centered Medical
Home Survey (Section 6 in the Supplementary
Appendix).”” Response rates for patients from
initiative and comparison practices were 45% and
46%, respectively, in the first round and 48%
and 47% in the second round.

STATISTICAL ANALYSIS

The sample for our claims-based analysis in-
cluded 432,080 Medicare beneficiaries attributed
to initiative practices and 890,110 beneficiaries
attributed to comparison practices during any
quarter of the first 2 years of the initiative (Oc-
tober 1, 2012, through September 30, 2014). Our
analyses were based on a difference-in-differences
framework. For most analyses, each beneficiary

contributed up to one observation to the regres-
sion analysis during the baseline period (Octo-
ber 1, 2011, through September 30, 2012), one
during the first year of the initiative (October 1,
2012, through September 30, 2013), and one
during the second year of the initiative (October
1, 2013, through September 30, 2014); however,
for the analysis of continuity of care, each benefi-
ciary contributed only two observations, one for a
2-year baseline period (October 1, 2010, through
September 30, 2012) and one for a 2-year inter-
vention period (October 1, 2012, through Sep-
tember 30, 2014).

Beneficiaries new to Medicare after the initia-
tive began were included in the analysis but did
not contribute a baseline observation. We as-
signed beneficiary-level weights equal to the
product of the share of the year for which the
beneficiary was covered by the Medicare fee-for-
service program, and a weight ensuring that
initiative and comparison practices were bal-
anced (Section 3 in the Supplementary Appen-
dix). Our intention-to-treat approach continued
to include in the sample beneficiaries who had
died or were no longer attributed to their origi-
nal practice (because they had begun to obtain
the plurality of their primary care visits from a
different practice). This approach also continued
to include beneficiaries if the practice to which
they had been attributed had closed (4 practices),
had withdrawn from the initiative (12 practices),
had been removed from the initiative (4 practic-
es), had merged (2 practices became 1 practice),
or had split (3 practices became 6 distinct prac-
tices) (Section 7 in the Supplementary Appendix).

We estimated linear regressions for measures
of patient experience and Medicare expenditures
with and without care-management fees; zero-
inflated negative binomial models for overall
hospitalizations, hospitalizations for ambulatory-
care—sensitive conditions, and emergency depart-
ment visits; negative binomial models for the
number of primary care and specialist visits; and
logistic models for readmissions and claims-
based quality-of-care measures. The regressions
controlled for beneficiary characteristics before
the initiative began — demographics (age, race
and ethnic group, and sex), region, original rea-
son for Medicare eligibility, Medicaid dual eligi-
bility status, and HCC score — and the baseline
characteristics of the beneficiary’s attributed
practice, thus netting out remaining observable,
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preexisting differences between initiative bene-
ficiaries and comparison beneficiaries that were
not accounted for by the matching of practices’
mean patient characteristics. Regressions for pa-
tient experience also controlled for patients’ prior
use of services and self-reported educational
level and were weighted to adjust for a potential
bias toward nonresponse. All standard errors
accounted for the clustering of patient outcomes
within practices (Section 3 in the Supplementary
Appendix). We performed all statistical analyses
with Stata software, version 13.

For two-tailed tests at the 5% significance
level, our analysis had 80% power to detect dif-
ferences in annualized Medicare expenditures
that were at least 2% higher or lower than the
mean for comparison practices ($16 per benefi-
ciary per month, which is less than the average
care-management fee). We did not adjust P val-
ues for multiple comparisons but did attempt to
avoid type I errors by focusing on summary
measures when possible and by using a conser-
vative significance level of 0.01 for all measures
of secondary outcomes.

RESULTS

ENHANCED PAYMENTS

The median total care-management fees from all
payers combined over the first 2 years of the
initiative were approximately $389,000 per prac-
tice, or about 15% of annualized practice reve-
nue, which translates to a median amount of
$115,000 per clinician or a mean of $131,000 per
clinician. This amount varied according to prac-
tice and region depending on the number of
participating payers, the number of patients at-
tributed to practices by each participating payer,
and each payer’s payment amount.

CHANGES IN PRIMARY CARE DELIVERY

The responses of the practices to the modified
PCMH-A survey suggested considerable improve-
ment overall since the start of the initiative
(from an average of 6.5 at baseline to an average
of 8.8 after 2 years on the basis of a 12-point
scale used to assess approaches to the delivery
of primary care, with higher numbers indicat-
ing better approaches), particularly with regard
to risk-stratified care management and access to
care, for which the averages increased from 4.6
to 9.7 and from 7.0 to 9.6, respectively (Section 8

in the Supplementary Appendix). The practice
survey and site visits indicated that efforts to
undertake transformation were often challeng-
ing. Common challenges included refining work-
flows and procedures for the purpose of imple-
menting, documenting, and reporting initiative
requirements, trying to incorporate new staff
roles (such as that of care manager) into the
primary care team, and trying to overcome the
incompatibility of EHRs when attempting to
communicate with other providers. Initiative
practices began to stratify patients according to
risk systematically and hired or repurposed staff
to help manage the care of high-risk patients,
particularly with respect to providing patient
education, monitoring the care of patients with
chronic conditions, and providing follow-up
after discharge from the hospital or emergency
department. To improve patients’ access to care,
practices worked on increasing patients’ use of
patient portals, decreasing wait times for appoint-
ments, increasing telephone access to the prac-
tice, and increasing after-hours access to clini-
cians by means of e-mail, telephone, or in-person
visits.

Selected comparison practices and initiative
practices had similar characteristics, and the ex-
penditures for and use of services by their attrib-
uted Medicare fee-for-service beneficiaries were
similar at baseline. (Table 1, and Section 3 in the
Supplementary Appendix). The trajectory of Medi-
care expenditures was similar in the two groups
in the 2 years before the initiative began (Fig. 1);
regression-adjusted quarterly expenditures in-
creased over time in both groups as beneficia-
ries became older or died.’® Nearly 4% of both
initiative and comparison beneficiaries died dur-
ing each of the first 2 years of the initiative
(P=0.34 and 0.72, respectively).

EFFECTS ON EXPENDITURES AND SERVICE USE

During these first 2 years, difference-in-differences
estimates showed no significant differences (at
the 5% level) in the growth of expenditures,
without or with the inclusion of care-manage-
ment fees. Without fees, average expenditures in
the initiative practices increased $11 less (95%
CI, —$23 to $1) per beneficiary per month than
those in the comparison practices (difference,
1.3%; P=0.07) (Table 2). With fees, average ex-
penditures in the initiative practices increased
$7 more (95% CI, —$5 to $19) per beneficiary per
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Table 1. Baseline Characteristics of Initiative Practices and Matched Comparison Practices.*

Difference between

Initiative and
Initiative Comparison Comparison
Characteristic Practices Practices Practices P Value
Percentage of practices with =1 clinician who was a Medicare mean- 79 79 0 1.0
ingful EHR user as of June 20127
Percentage of practices with state- or NCQA medical-home recogni- 39 37 3f 0.20
tion by autumn 2012
Mean no. of clinicians§ 4.2 4.6 0.4 0.64
Percentage of practices’ clinicians with primary care specialty§ 94 94 0 0.92
Percentage of practices owned by larger organization§ 55 54 1 0.85
Percentage of practices located in medically underserved area€ 11 14 -3 0.17
Percentage of practice’s county that is urban|| 78 75 3 0.08
Mean no. of attributed Medicare beneficiaries** 635 698 -63 0.14
Percentage of attributed Medicare beneficiaries who are white** 91 92 -1 0.23
Mean HCC score among attributed Medicare beneficiaries |1 0.99 1.00 -0.01 0.57
Annualized inpatient hospital visits among attributed Medicare benefi- 0.26 0.26 0 0.91
ciaries (mean no./patient) **
Annualized emergency department visits among attributed Medicare 0.57 0.58 -0.01 0.48
beneficiaries (mean no./patient)**
Average annualized total Medicare Part A and B expenditures among 7224 7172 52 0.71

attributed Medicare beneficiaries ($)**

The same data sources were used for practices in the Comprehensive Primary Care Initiative and comparison practices. Means are weight-
ed to account for matching. Patient-level averages are based on the services used between January 2010 and February 2012 among
Medicare fee-for-service beneficiaries attributed to practices during the period before the beginning of the initiative (May 2010 through
April 2012). NCQA denotes National Committee for Quality Assurance.

A meaningful electronic-health-record (EHR) user is a clinician who qualifies for Centers for Medicare and Medicaid Services (CMS) incen-
tive programs by having used certified EHR technology to improve the quality of health care and to meet other objectives specified by CMS.
The actual difference was 2.9; the apparent discrepancy is due to rounding.

Data are from SK&A, a health care marketing vendor.

Numbers are based on 2009 data from the Health Resources and Services Administration (HRSA).

Data are from the 2009 Area Health Resource Files provided by the HRSA.

* Data are from the CMS Virtual Research Data Center.

i Hierarchical condition category (HCC) scores were calculated by CMS such that the average for the Medicare fee-for-service population
nationally was 1.0. A patient with a risk score of 1.30 was predicted to have costs that would be approximately 30% above the average,
whereas a patient with a risk score of 0.70 was expected to have costs that would be approximately 30% below the average.
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month than those in the comparison practices
(difference, 0.9%; P=0.27). A one-sided equiva-
lence test did not support the conclusion that
reductions in expenditures without fees equaled
or exceeded the fees CMS paid (P=0.87).
Results for overall expenditures were gener-
ally consistent across variations in model speci-
fications, the length of time before the initiative
included in the baseline, the composition of the
comparison practices, and the composition of
the sample (i.e., whether we followed beneficia-
ries attributed in any quarter versus only those
attributed in the first quarter), and they did not
vary systematically across key subgroups of prac-
tices. The estimated effects on Medicare expen-

ditures were larger in magnitude but similar in
percentage for high-risk beneficiaries. Effects on
expenditures varied across initiative regions.
Relative to the comparison group, initiative prac-
tices had significant reductions in expenditures
when fees were not included in two regions —
New Jersey and Tulsa (P=0.005 and 0.026, re-
spectively) — and significant increases in net
expenditures when fees were included in Cincin-
nati—-Dayton (P=0.006) (Section 4 in the Supple-
mentary Appendix).

Relative to comparison practices, the number
of hospitalizations did not change significant-
ly for initiative practices over the 2-year period
(P=0.13) (Table 2), but growth in the number of
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Figure 1. Regression-Adjusted Medicare Expenditures without Care-Management Fees.

to the Comprehensive Primary Care Initiative.

Mean values were adjusted with the use of a regression analysis that controlled for patient characteristics (including
hierarchical condition category scores, which are a measure of risk for subsequent expenditures) and practice charac-
teristics. Data are based on Medicare claims for October 2010 through September 2014. The term “initiative” refers

visits to primary care physicians was 3% less for
initiative practices than for comparison practices
(P<0.001). There were no significant differences
in other outcomes for utilization.

EFFECTS ON QUALITY OF CARE AND PATIENT
EXPERIENCE
Generally, the initiative did not have significant
effects on the processes used as measures of the
quality of care for the full sample (Table 3).
However, for high-risk patients (the top HCC
quartile) with diabetes, the increase in the likeli-
hood of receiving all four recommended tests for
diabetes was significantly greater among pa-
tients in initiative practices than among patients
in comparison practices, with a difference of
approximately 3 percentage points in each follow-
up year (P=0.001 in year 1 and P=0.01 in year 2).
(See Section 4 in the Supplementary Appendix
for detailed results on secondary outcomes.)
Patient ratings of care indicated small im-
provements with regard to the support providers
offered to help patients take care of their own
health (3.8 percentage points, P<0.001) and to
discuss with patients decisions related to medi-
cation (3.2 percentage points, P=0.006). These
changes were driven by small improvements (<2
percentage points) in initiative practices and
small declines in comparison practices (Table 4).
There were no significant effects on other com-
posite measures: ability of patients to obtain
timely appointments, care, and information; how

well providers communicate with patients; pro-
vider’s knowledge of care patient received from
other providers; and overall rating of providers
by patients.

DISCUSSION

This evaluation of the large, multipayer initiative
after its initial 2 years contributes to our under-
standing of new approaches to the payment for
and delivery of primary care. Prior studies of
diverse interventions that focused on the trans-
formation of primary care have been limited and
have yielded mixed results.®3* Most published
studies either examined pilot interventions in
single markets'?® with small numbers of prac-
tices?” and one or a few payers*2*% or did
not examine expenditures.!*?*%%.2932 Five studies
were conducted in multiple markets and includ-
ed large numbers of practices or clinics,?3 but
three of these were executed in unusual settings
and involved only one payer,3*** and one has
not yet examined outcomes.*® In contrast, our
study involved a substantial investment from
CMS and others through multipayer collabora-
tion, included a large number of practices in di-
verse regions, and did not require PCMH recog-
nition but did require practices to meet specific
requirements across various aspects of care de-
livery.

Our results suggest that initiative practices are
transforming care delivery. However, midway
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through the intervention, relative to comparison
practices, the initiative has not yet generated
savings in Medicare Part A and B expenditures
that are sufficient to cover care-management
fees. The 3% reduction in primary care visits,
albeit a small contributor to total expenditures,
suggests that nonbillable calls, e-mails, and in-
teractions related to care management, supported
by initiative fees, may have supplanted or re-
duced the need for office visits. We did observe
statistically significant but small improvements
in two of six domains of patient experience but
no appreciable improvements in the quality-of-
care measures.

There are a few possible reasons why these
findings were not more favorable. First, practices
may need more time to fully implement changes
in care delivery that translate to improved out-
comes.>** In addition, since many practices were
not necessarily attuned to the details of shared
savings, more time may be required for the in-
centive of shared savings to influence care. It is
also possible that primary care practices need
stronger value-based incentives, accompanied by
consistent incentives for other providers who care
for the same patients. In addition, improvements
in care that occurred in comparison practices
owing to influences such as the growth of ac-
countable care organizations, the increase in
penalties for high readmission rates, and other
efforts to transform primary care may have
made it more difficult for initiative practices
to generate savings or broader improvements in
quality relative to the comparison practices.
Finally, it is possible that practices will reduce
expenditures enough to offset a lower fee; CMS
will reduce its average fee to $15 per beneficiary
per month in the last 2 years of the initiative,
reducing not only the gross savings required to

reach cost neutrality but also the resources avail-
able to achieve those savings.

This study has several limitations. First, prac-
tice participation in the initiative is voluntary, and
our analysis is limited to their attributed Medi-
care fee-for-service beneficiaries. Second, because
patient experience was not measured before the
initiative began, there may have been preexisting
differential trends between initiative and com-
parison practices. Finally, although comparison
practices were well matched to initiative prac-
tices on the basis of observed characteristics,
there could have been differences in unobserved
characteristics that influence outcomes.

Analysis of the final 2 years of the initiative
will determine the ultimate effect of this ap-
proach. As CMS increasingly pays for health care
through alternative payment models that reward
quality and value, the initiative may help inform
future policies guiding models for primary care
delivery in the United States.?
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