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Overview

Coordinated care programs are designed to address problems that can arise when individuals with
multiple chronic conditions seek health care. They might need attention from several doctors, which
can result in duplicative tests or prescriptions for contraindicated medications. Coordinated care
programs attempt to minimize these problems by helping individuals make appropriate use of the
health care system. Such programs may be an important policy option for aged and disabled Medicaid
recipients, who account for almost 75 percent of Medicaid spending,

This report presents two-year results from an MDRC evaluation of a pilot coordinated care program
run by Kaiser Permanente Colorado, which is part of the Kaiser Permanente managed care consorti-
um. Kaiser Permanente Colorado care managers assessed each individual’s health care and social
service needs, provided educational information about medical conditions, coordinated care across
providers, and helped individuals make and keep medical appointments. The program aimed to
improve the quality of care while reducing Medicaid costs by helping individuals use appropriate care
that is intended to reduce hospital admissions and emergency department visits.

To understand whether the Kaiser Permanente Colorado program had effects, about 2,600 blind or
disabled Medicaid recipients in two Denver-area counties were assigned at random to either a
program group, which had access to the coordinated care program, or a control group, which did not.

Key Findings

e Care managers faced a number of challenges implementing the program. For example, they
had difficulty contacting eligible individuals, who did not always have a permanent address or
phone service.

e The program increased the use of specialists and nonphysician providers, but had little
effect on other aspects of health care use. The frequency of primary care visits, hospital admis-
sions, emergency department visits, and use of prescription medications was similar for the pro-
gram and control groups. The program did increase the use of specialists, perhaps because indi-
viduals could use specialists from the Kaiser Permanente system. It also increased care from
providers who are not medical doctors, such as optometrists and physical therapists.

¢ Results from other coordinated care programs suggest how to improve program design.
More effective programs have used in-person contact, targeted individuals at high risk of hospi-
talization, and focused on managing transitions from hospital to home. In contrast, Kaiser Per-
manente Colorado care management occurred mostly by telephone, included a broad cross-
section of disabled Medicaid recipients, and did not have information on hospital admissions
outside the Kaiser Permanente system.

Although the program had only modest effects on health care use, they were generally more positive
than for a similar pilot run by Colorado Access. This disparity may reflect differences in the pilots.
For instance, Kaiser Permanente care managers and providers used one electronic records system,
which was not the case for Colorado Access. In addition, the evaluation did not measure quality of
care, use of social services, and patients’ satisfaction with care, which were all program goals.
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Preface

Within the Medicaid system for low-income individuals, the elderly and individuals with
disabilities account for only 25 percent of recipients but almost 75 percent of spending. Many
individuals in this high-needs group face multiple chronic conditions, which can result in the
use of expensive prescription medications or frequent trips to the hospital emergency room.
These problems may be exacerbated by the fee-for-service Medicaid system, which provides
little incentive for health care providers to avoid duplicative care, to provide preventive care, or
to keep track of the entirety of a patient’s health care needs.

One promising idea for helping this high-needs group is to use health care professionals
— care managers — to assess an individual’s health care needs and to work with doctors to
make sure those needs are being addressed. Many states have some form of coordinated care for
Medicaid recipients, but few rigorous studies have been conducted on the effects of such
services for a broad group of recipients with disabilities. This report helps to fill the gap by
presenting results from a pilot coordinated care program that was operated in the Denver area
by Kaiser Permanente Colorado. Conceived by the Colorado Department of Health Care Policy
and Financing and the Center for Health Care Strategies, the evaluation included more than
2,600 Medicaid recipients with disabilities, some of whom were assigned at random to be
eligible for the Kaiser Permanente coordinated care program.

Several aspects of the Kaiser Permanente program stand out. First, care managers and
Kaiser Permanente doctors used the same electronic health care system, which provided care
managers with access to information about the person’s appointments, prescribed medications,
test results, and admissions to hospitals in the Kaiser Permanente system that could be used in
communicating with clients and doctors. In addition, program group members could use Kaiser
Permanente specialists, who generally did not see other Medicaid recipients. The coordinated
care program also built on the organization’s considerable experience — for example, using an
existing service to intervene with individuals who made frequent visits to the emergency room.
Finally, Kaiser Permanente used a multidisciplinary care team that included nurses to help with
medical needs, social workers to help with behavioral health problems, and community special-
ists to help individuals with other social service needs.

While the program did increase the use of specialty care and nonphysician providers
such as physical therapists, it had little impact on use of preventive care, in part because most
individuals saw a primary care provider even without the program, so there was little room for
improvement. Nonetheless, the evaluation provides unusually rigorous information about the
effects of a typical program that may help in designing more effective services in the future.

Gordon L. Berlin
President, MDRC
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Executive Summary

Coordinated care programs are designed to address and circumvent problems that can arise
when individuals with multiple chronic conditions seek health care. Their health care needs
might require the attention of several specialists, which can result in duplicative tests or pre-
scriptions for contraindicated medications, especially if they don’t have a primary care provider
or their primary care provider is not keeping track of their overall health care use or needs. Lack
of primary care might also mean that some chronic conditions remain undetected, which might
require the patient to seek emergency care or to be admitted to the hospital, increasing health
care costs. Coordinated care programs attempt to minimize these problems by using care
managers to assess individuals’ health care needs and help them make appropriate use of the
health care system before a medical emergency occurs. Such programs may be an important
policy tool for aged and disabled Medicaid recipients, who account for about 25 percent of the
Medicaid population but almost 75 percent of Medicaid spending.'

This report presents results through two years from an evaluation conducted by MDRC
of a pilot coordinated care program run in the Denver area by Kaiser Permanente Colorado,
which is part of the Kaiser Permanente national managed care consortium based in Oakland,
California. This pilot program and a similar program run by Colorado Access were part of the
Colorado Regional Integrated Care Collaborative (CRICC), which was a multiyear partnership
of the Colorado Department of Health Care Policy and Financing (HCPF), the Center for Health
Care Strategies, local health plans and providers, and other stakeholders that was designed to
improve care for high-needs Medicaid recipients.

As part of this program, Kaiser Permanente CRICC care managers undertook a number
of activities, mostly by telephone. First, they made sure that each individual in the program had
a primary care provider, who could be considered the individual’s first contact for care and
would have some responsibility for ensuring that the individual’s health care needs were being
addressed. Early on, the care manager also assessed each individual’s health care needs and
social service needs. These assessments were used to develop goals that are related to health
care (such as reducing emergency department use) and social service needs (such as arranging
for transportation to a doctor’s office or helping the individual find stable housing). Based on
the health assessment, care managers scheduled more frequent calls with individuals who were
categorized as “high risk” based on their health and recent hospitalizations or emergency
department use, or who had greater needs than others based on the care manager’s clinical
judgment. Depending on an individual’s needs, care managers provided educational infor-
mation on medical conditions, coordinated care across providers, and helped individuals use the

'Vladeck (2003).

ES-1



health care system (for example, by making appointments for them and accompanying them to
those appointments).

The goals of the Kaiser Permanente CRICC program were to encourage people to
make greater use of preventive health care and thereby to reduce hospital admissions and
visits to the emergency department in the long term. Since care managers might uncover
unmet medical needs, use of other types of care — such as specialty care — might also
increase in the short term.

To understand whether the program affected health care use in these ways, the evalua-
tion used a random assignment design. Between June 2009 and September 2010, all blind or
disabled Medicaid recipients in Jefferson and Denver counties who were eligible for the study
and the program (and who were in the traditional Medicaid fee-for-service system) were
assigned at random to a program group, which had access to the Kaiser Permanente CRICC
coordinated care program, or to a control group, which did not have access to coordinated care.
In total, 2,618 people were randomly assigned, with 70 percent (1,831 people) assigned to the
program group and 30 percent (787 people) assigned to the control group. Random assignment
ensures that the program and control groups were similar in all respects when they entered the
study. Comparing subsequent outcomes for the two groups, therefore, provides reliable esti-
mates of the effects of being assigned to the program group.

Maximus, the state’s enrollment broker, sent a letter to program group members explain-
ing that they had been assigned to Medicaid managed care and asking them to choose one of
three managed care programs — Kaiser Permanente Colorado, Denver Health, or the Primary
Care Physician Program — or to choose to remain in traditional fee-for-service Medicaid.
Individuals who did not make a choice by the end of the month were automatically (that is,
“passively”) enrolled in the Kaiser Permanente Colorado system. Kaiser Permanente CRICC
staff then attempted to recruit their enrollees into an enhanced version of their standard coordi-
nated care services, which were available for up to two years. In addition to covering health care,
the enhanced program focused on social and other nonclinical needs more intensively than the
standard Kaiser Permanente Colorado services. Control group members remained in the fee-for-
service system without coordinated care services for the two years of the evaluation.

Using data on health care use provided by the Colorado Department of Health Care Pol-
icy and Financing, this report estimates the effects of passive enrollment into the Kaiser Perma-
nente Colorado system on the use of health care services. The results indicate that the Kaiser
Permanente CRICC program increased use of specialty care and care by providers who are not
doctors, such as physical therapists and optometrists. (See Table ES.1 for the estimated impacts
of passive enrollment into the Kaiser Permanente CRICC coordinated care program on key

ES-2



Colorado Regional Integrated Care Collaborative: Kaiser Permanente

Table ES.1

Estimated Impacts of CRICC Pilot, Months 1-24 After Month of
Passive Enrollment

Program Control Difference

Outcome Group Group  (Impact)
Use of outpatient services (%)
Any type of visit with a primary care physician 73.7 71.0 2.7

Wellness visit 62.6 61.4 1.1
Nonphysician visit 233 19.9 3.4 **
Specialist visit 72.0 68.4 3.6 **
Hospital admissions and emergency department use (%)
Ever admitted to a hospital 21.7 23.4 -1.7
Readmitted within 30 days 5.4 4.4 1.0
Ever used an emergency department 51.5 53.4 2.0
Filling prescription medications (%)
Filled any prescription medication 77.5 75.3 2.2
Sample size (total = 2,618) 1,831 787

SOURCE: MDRC calculations based on Medicaid claims data from the Colorado Department of
Health Care Policy and Financing and on Kaiser Permanente data.

NOTE: A two-tailed t-test was applied to differences between the outcomes for the program and
control groups. Statistical significance levels are indicated as follows:
*#* = 1 percent, ** = 5 percent, * = 10 percent.

outcomes across the two-year study period.) These effects were concentrated among individuals
who had multiple chronic conditions or had used substantial Medicaid resources in the past (not
shown in the table). Although the program did appear to affect health care use over the two-year
period, the effects of the program were generally small and not statistically significant on the
more immediate targets of the intervention: primary care, hospital admissions and readmissions,
and emergency department visits. An implementation study suggests some reasons why the
program may have had few effects. In particular, care managers struggled to engage individuals
in coordinated care services. In addition, most care management was provided by telephone,
while recent research suggests that intensive in-person contact may be needed in order for care
coordination to be effective.’

Although the results suggest that Kaiser Permanente’s CRICC program had relatively
little effect on Medicaid use, the study had several limitations that are worth keeping in mind.

Brown (2009).
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First, the study did not have information about other types of outcomes, such as use of social
services and quality of care, both of which were targeted by the Kaiser Permanente CRICC
program. Second, just more than half of the program group remained in the Kaiser Permanente
CRICC program and thus had access to its enhanced coordinated care services. Although the
analysis attempted to adjust for this, the results may still have missed some areas where the
program was effective. Finally, there is some evidence that coordinated care may take longer
than two years to reduce hospital admissions, so the program might have had greater effects if it
had been in operation for a longer time. Nevertheless, the small estimated effects are consistent
with recent findings that suggest that coordinated care programs should have more intensive, in-
person services than those that were included in the Kaiser Permanente CRICC program.

MDRC is releasing two additional reports in 2013 on related pilots. A report on an-
other CRICC pilot program in Colorado, the Colorado Access Coordinated Care Pilot
Program, was released in April. Like the Kaiser Permanente CRICC program, the Colorado
Access CRICC program was found to increase the use of nonphysician providers.” However,
the effects of the Colorado Access program were generally smaller than those presented in the
current report. In addition to reports on the two Colorado pilots, a report will be released in
fall 2013 on the Chronic Illness Demonstration Project, which provided coordinated care for
high-needs Medicaid recipients with multiple chronic conditions in New York’s fee-for-
service Medicaid system.

*Michalopoulos, Manno, Kim, and Warren (2013).
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Introduction

Coordinated care programs are designed to address and circumvent problems that can arise
when individuals with multiple chronic conditions seek health care. Such individuals might
need to see several specialists, which can result in duplicative tests or prescriptions for contrain-
dicated medications, especially if they don’t have a primary care provider (PCP) or their PCP is
not keeping track of their overall health care use or needs. In addition, complications from
undetected conditions might necessitate emergency care or hospitalization, increasing health
care costs. Coordinated care programs attempt to minimize these problems by using care
managers to assess individuals’ health care needs and help them make appropriate use of the
health care system before a medical emergency occurs. Such programs may be an important
policy tool for aged and disabled Medicaid recipients, who account for about 25 percent of
Medicaid recipients but almost 75 percent of Medicaid spending. To date, more than 20 states
have introduced coordinated care programs for Medicaid recipients. '

This report presents results through two years from an evaluation conducted by MDRC
of a pilot coordinated care program run in the Denver area by Kaiser Permanente Colorado,
which is part of the Kaiser Permanente national managed care consortium based in Oakland,
California. This pilot program and a similar program run by Colorado Access are part of the
Colorado Regional Integrated Care Collaborative (CRICC), which was a multiyear partnership
of the Colorado Department of Health Care Policy and Financing (HCPF), the Center for Health
Care Strategies (CHCS), local health plans and providers, and other stakeholders that was
created to improve care for high-needs Medicaid recipients. CRICC is part of the four-state
Rethinking Care Program (RTC) developed by CHCS to design and test care management
interventions for high-needs Medicaid recipients. In addition to Colorado, RTC included pilots
in New York (also being evaluated by MDRC), Pennsylvania, and Washington.

The Kaiser Permanente CRICC pilot program was an enhanced version of its standard
coordinated care services, focusing more intensively on participants’ social service and other
nonclinical needs in addition to their medical needs. The program sought to increase the use of
preventive care and to uncover unmet medical needs in order to reduce the need for hospital
admissions and the use of emergency department (ED) care.” To understand whether the
enhanced coordinated care program changed health care use, the evaluation used a random
assignment design. Between June 2009 and September 2010, 2,618 blind or disabled Medicaid

'Wladeck (2003).

It is possible that coordinated care affected other outcomes, including use of health and social services,
especially in light of the fact that care managers tried to help individuals take care of social service needs.
However, information on those outcomes was not available to the study team and therefore was not included in
the evaluation, which focuses solely on health care use through Medicaid.



recipients were randomly assigned to a program group that had access to the enhanced coordi-
nated care program, or to a control group that did not have access to the program.

The MDRC evaluation included two components. An impact analysis estimated the ef-
fects of the program on different types of health care provided through the Medicaid system,
while an implementation study was developed to learn about the design of the program and how
it operated. Results through two years indicate that the program increased use of specialty care,
especially physical therapists and optometrists, but showed few effects on primary care, hospital
admissions, emergency department visits, or filling prescriptions for medications. The imple-
mentation study suggests some reasons why the program may have had few effects on those
outcomes. In particular, care managers struggled to locate individuals and engage them in the
enhanced coordinated care services. In addition, most care management was provided by
telephone, while recent research suggests that intensive in-person contact may be needed in
order for care coordination to be effective.’

The remainder of this report summarizes the research on coordinated care programs,
describes the study design and study sample, describes the Kaiser Permanente CRICC program,
and presents the estimated effects of the program.

*Brown (2009).



Background on Coordinated Care Programs

Coordinated care programs are intended to increase appropriate use of medical care while
reducing unnecessary emergency department visits, hospital admissions, and use of other
medical services. To meet patients’ needs, care managers — who are usually nurses or mas-
ter’s-level clinicians — undertake a number of activities. They may encourage patients to seek
proper treatment, help them make appointments with health care professionals, make sure they
keep appointments and take prescribed medications, and educate them about treatment effec-
tiveness.* Effective care managers will also address patients” social service needs, such as those
related to unstable housing or concerns about being able to buy enough food. Care managers
may also work directly with primary care providers, giving them information that is designed
to help them monitor a patient’s overall health care use and communicate with other health
care providers.

Many states have some form of coordinated care for Medicaid recipients, but the inter-
ventions differ with regard to what coordinated care means and who is targeted.’ For example,
[llinois uses nurses, social workers, behavioral health workers, and clinic-based staff to provide
care management to adults with disabilities and children with persistent asthma.® Oklahoma
provides patient education and care management services to recipients of Temporary Assistance
for Needy Families (TANF) and aged, blind, and disabled Medicaid recipients.” lowa, Kansas,
New Hampshire, Rhode Island, Texas, Virginia, Washington, and Wyoming provide care
management via telephone and education materials to Medicaid recipients with chronic illnesses
such as asthma, diabetes, and congestive heart failure.® North Carolina uses a system of local
networks of providers to support and manage high-cost, high-risk Medicaid recipients.’

Although several of these state coordinated care programs have been studied, those
studies have not generally used the most rigorous statistical methods, leading to questions about
the validity of their results. For example, a study in Oregon found that disease management via
telephone for Medicaid recipients with asthma decreased emergency department visits and
increased office visits." However, that study compared outcomes for a group of Medicaid
recipients before and after they were part of the disease management program. Because it did
not have a comparison group of individuals who did not receive the program, it is unclear how
much of the change over time was a result of the program and how much would have happened

“Rittenhouse and Robinson (2006); Wagner et al. (2001).

> Arora et al. (2008).

%Saunders (2008).

" Arora et al. (2008).

¥ Arora et al. (2008).

? Arora et al. (2008); Community Care of North Carolina (2008).
"Linden, Berg, and Wadhwa (2007).



even without the intervention. A study of disease management for congestive heart failure,
diabetes, asthma, and hypertension in Florida found improvement in a range of health behaviors
and outcomes such as fewer hospital stays and emergency department visits,'' but it compared
people who volunteered with those who did not, and it is likely that volunteers differ from
others in ways that would affect the results of the study.'” In Virginia, a chronic disease man-
agement program for Medicaid recipients found decreased emergency department visits,
hospital admissions, and physician office visits within the first two years." However, that study
compared those who received the intervention with a comparison group who had similar
demographics and pre-intervention health care use, but it did not use random assignment to
create the two groups. Although the program group and comparison group looked similar, such
methods can only adjust for observed differences between the groups but cannot adjust for
unobserved differences such as motivation or health care preferences.'* In other contexts, such
comparison groups have been found to produce unreliable estimates of the effects of social
service programs. "’

Three recent studies of coordinated care for Medicaid recipients have used a more rig-
orous, random assignment design. In Indiana, a chronic disease management program reduced
Medicaid spending for individuals with congestive heart failure but not diabetes.'® Random
assignment was also used in the Rethinking Care pilot in Washington that is described in the
Introduction to this report.'” This program focused on a subset of aged, blind, and disabled
Medicaid recipients who exhibited evidence of mental illness or chemical dependency and who
were identified as being at high risk of having excessive medical expenses in the future. A
community-based, multidisciplinary care management team that was led by registered nurses
used in-person and telephone support to enable clients to address their own health care needs
and to enhance the coordination, communication, and integration of services across safety net
providers (that is, providers who offer health services to low-income populations and others
without health insurance). However, the intervention did not generally show statistically
significant changes in health care use during the first two years — meaning that the changes that
were observed were likely a result of chance rather than the program. The third study was a
random assignment evaluation of the Colorado Access CRICC coordinated care pilot program,

“Morisky, Kominski, Afifi, and Kotlerman (2009); Afifi, Morisky, Kominski, and Kotlerman (2007).
Bell, Orr, Blomquist, and Cain (1995).

*Zhang et al. (2008).

"Rosenbaum and Rubin (1983).

Michalopoulos, Bloom, and Hill (2004).

®Holmes et al. (2008).

"Bell et al. (2012).



mentioned earlier, which had little effect on health care use but did increase the use of providers
who are not medical doctors, such as optometrists and podiatrists.'®

Randomized control trials have also been used to study coordinated care programs out-
side of the Medicaid system for severely ill patients with specific chronic conditions such as
diabetes mellitus, asthma, depression, coronary artery disease, and congestive heart failure."
These studies have shown that such programs can improve health outcomes for patients with
those conditions. For instance, studies have shown that coordinated care helps to control
diabetes,” reduces problems from cardiovascular disease,” and reduces hospitalization for
patients with congestive heart failure.” In addition, coordinated care has increased the use of
preventive care, such as cancer screening,” and improved the overall health of the elderly while
reducing their ED visits.** Coordinated care has encouraged patients with depression to talk to
mental health specialists, reduced their depression, and improved work performance and job
retention.”” Among Medicaid recipients, there is evidence that in-person care management is
effective when it targets conditions such as diabetes, asthma, and congestive heart failure,* but
less effective when targeting coronary artery disease.”’

Although most rigorous studies of coordinated care have focused on individuals who
are suffering from particular chronic conditions such as depression or diabetes, there is some
evidence that broad-based programs can be effective. In particular, a randomized trial of
telephone support for nearly 200,000 individuals who were insured through one of seven
employers found evidence of reduced health care costs, primarily through reduced hospitaliza-
tions.** It is not clear whether this approach would work for the more vulnerable group included
in the current study, who are unlikely to be employed, have low income and complex health
care needs, and rely on public rather than commercial health insurance.

Another source of positive findings for broader groups comes from the Medicare Coor-
dinated Care Demonstration (MCCD), a random assignment study of 15 coordinated care

18Micha10poulos, Manno, Kim, and Warren (2013).

Mattke, Seid, and Ma (2007); Wagner et al. (2001).

20Villagra and Ahmed (2004); Dorr et al. (2005); Chin et al. (2007); Glazier, Bajcar, Kennie, and Willson
(2006); Sidorov et al. (2002).

'Harris et al. (2003); Sequist et al. (2006).

Dewalt et al. (2006): Gorski and Johnson (2003).

“Dietrich et al. (2006); Dietrich et al. (2007).

*Counsell et al. (2007).

»Wang et al. (2007); Mohr et al. (2008).

% Arora et al. (2008); Warsi et al.(2004).

*7 Arora et al. (2008).

*Wennberg et al. (2010). The research samples in the Colorado studies were more vulnerable and disad-
vantaged than the sample in the Wennberg et al. study, which could account for the positive findings despite
the fact that the program was conducted via telephone rather than in person.



programs for Medicare recipients.” Of the 15 programs included in MCCD, three included
patients with a broad set of diagnoses while the remainder focused on either one or a small
number of chronic conditions. The study found that the programs generally succeeded in
providing health education but had few effects on individuals’ overall satisfaction with care,
adherence to care, health care use, or health care costs.™

Although the MCCD programs had few effects overall, three of the programs reduced
hospital admissions and health care costs over a four-year period. Comparing these three
programs with the other twelve suggests that six structural and operational components influ-
ence the effectiveness of coordinated care for Medicare recipients:*'

e Targeting. Success is more likely when coordinated care targets patients
who are at substantial risk of needing hospitalization in the coming year.

e In-person contact. The most successful programs averaged nearly one in-
person contact per month during the patient’s first year in the program.

e Access to timely information about hospital and ED admissions. Con-
necting with patients shortly after flare-ups of chronic conditions that require
hospitalization or ED visits is critical to providing care during the transition
to home and avoiding readmissions.

e Close interaction between care managers and primary care providers.
Occasional face-to-face interaction with physicians and ensuring that all pro-
gram patients who are seeing a particular physician are assigned to the same
care manager creates a strong working relationship.

e Services provided. The most successful programs assessed patients’ needs,
developed care plans, and coached patients on managing their conditions and
taking medications properly. Successful programs were also more likely to
provide social supports, such as help accessing resources like transportation
and housing assistance.

o Staffing. More successful programs relied primarily on registered nurses to
deliver the bulk of the intervention, and the median case load was 70. The
role of social workers is important but it is unclear whether they should be
care managers.

*Brown et al. (2007); Peikes, Chen, Schore, and Brown (2009); Chen et al. (2008).
*peikes, Chen, Schore, and Brown (2009).
*'Brown (2009).



Although these lessons from MCCD are intriguing, again it is unclear whether they
would apply to the group served in the Kaiser Permanente CRICC pilot, which is probably
younger but more likely to have a disability than the group studied in MCCD.

As the discussion above indicates, there has been a great deal of research on the effects
of coordinated care for specific chronic conditions. However, except for MDRC’s evaluation of
the Colorado Access coordinated care pilot program,* there have been no rigorous evaluations
of coordinated care programs for a diverse set of high-needs Medicaid recipients with multiple
chronic conditions. This is an important gap in the research because more than 20 states have
some form of coordinated care for Medicaid recipients. ™

32Micha10poulos, Manno, Kim, and Warren (2013).
3Rosenman et al. (2006); Arora et al. (2008).






Overview of the Study

Individuals were eligible for the study if they were receiving Medicaid through one of three
programs: (1) Aid to the Needy Disabled, which provides cash assistance to individuals who
have a disability that is expected to last at least six months and that precludes them from
working; (2) Aid to the Blind, which provides cash assistance to low-income individuals who
meet the Social Security Administration’s definition of blindness;** and (3) Old Age Pension-
B, which provides financial assistance to low-income individuals under age 65. Individuals
were to be excluded from the study if they were under 21 years of age or 65 or older, were
eligible for both Medicare and Medicaid, were receiving Medicaid through Home and Com-
munity-Based Services waivers for individuals with brain injury or AIDS, or were in a nursing
facility or long-term care facility.” All individuals were receiving fee-for-service Medicaid
when they entered the study.™

Figure 1 illustrates the flow of people into the study. Each month, Maximus — Colora-
do’s enrollment broker — sent MDRC a list of people who were supposed to be eligible for the
program in Denver and Jefferson counties. MDRC randomized the group so that 70 percent
were placed into a program group and 30 percent were placed into the control group. Between
June 2009 and September 2010, MDRC randomly assigned 2,618 Medicaid recipients to the
study, with 1,831 assigned to the program group and 787 assigned to the control group. The
program group was larger than the control group to ensure that Kaiser Permanente CRICC care
managers had enough individuals to serve.

At the beginning of each month after randomization, Maximus sent letters to the pro-
gram group telling them that they were being enrolled in Medicaid managed care and asking
them to choose one of three managed care programs — Kaiser Permanente Colorado, Denver
Health, or the Primary Care Physician Program — or to choose to remain in fee-for-service

*The Social Security Administration defines statutory blindness as having “central visual acuity of 20/200
or less in your better eye with use of a correcting lens” or having “a visual field limitation in your better eye,
such that the widest diameter of the visual field subtends an angle no greater than 20 degrees.” See Social
Security Administration (2013).

*Home and Community-Based Services waivers provide Medicaid benefits to certain groups who would
not otherwise be eligible for Medicaid and who agree to receive services in their home or community rather
than in a nursing facility or through long-term hospital care. See Colorado Department of Health Care Policy
and Financing (n.d.).

3%«Fee-for-service” is the traditional approach to paying for health care in the United States, in which pa-
tients can visit the physician of their choice — both PCPs and specialists — and the physician determines the
fees for specific services. In a typical managed care approach, by contrast, a health plan contracts with a
network of providers who are paid a set fee for services, and members of the health plan must get their care
from the network providers (to whom they make a copayment) or pay extra to use providers outside the
network; managed care plans generally also require preauthorization for a visit to a specialist.



Colorado Regional Integrated Care Collaborative: Kaiser Permanente
Figure 1
Flow of Recipients into the Kaiser Permanente Colorado (KP) Program
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Medicaid. The mailing also contained a chart with information about the four options, a
brochure about choosing a Medicaid health plan, a health plan report card, and a list of
doctors who were associated with each health plan. Individuals could indicate their choice by
calling a toll-free number by the end of the month in which the mailing went out. Those who
did not make a choice by the end of the month were enrolled in Kaiser Permanente Colora-
do’s CRICC program (passive enrollment). All individuals could change their choice within
90 days of the mailing or one year after the mailing (and in practice they could change their
choice at any time).

Here is an example of the process for program group members, who were eligible to re-
ceive CRICC coordinated care services through the Kaiser Permanente Colorado program. In
June 2009, 220 Medicaid recipients in Denver and Jefferson counties were randomized to the
program group. On July 1, Maximus mailed enrollment letters to those individuals. Anyone
who did not respond by July 31 was assigned (passively enrolled) to Kaiser Permanente’s
CRICC program. Each person had until the end of September (three months after the letter was
mailed) to make a different decision or to opt out of Kaiser Permanente Colorado (for those
who had been assigned to it by default).

The control group remained in fee-for-service Medicaid without coordinated care ser-
vices. To receive permission from the Centers for Medicare and Medicaid Services (CMS) to
allow individuals to be randomized, control group members were allowed to volunteer for
managed care. This allowed the state to argue that it was not denying access to the program to
anyone who was eligible for it.

Kaiser Permanente Colorado attempted to find program group members who were en-
rolled in its system in order to engage them in the program’s enhanced coordinated care
services. Individuals who enrolled in a different managed care plan or who opted to remain in
fee-for-service Medicaid did not receive Kaiser Permanente CRICC coordinated care services.

The program and control groups were maintained for two years after randomization.
That is, program group members could receive an enhanced version of Kaiser Permanente’s
standard coordinated care services for two years, as long as they were in Kaiser Permanente
Colorado, and control group members could remain in fee-for-service Medicaid for two years
(at which point the state had the option of placing them into a managed care program). The
enhanced coordinated care program focused more intensively on social and other nonclinical
services than did the standard program.

Table 1 shows some characteristics of the counties that were included in the evaluation,
and compares them with Colorado overall and with the United States. Of Colorado’s population
of roughly five million, 22.8 percent live in Denver and Jefferson counties. Not surprisingly, the
two counties are more urban than the rest of the state, with population density ranging as high as
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Colorado Regional Integrated Care Collaborative: Kaiser Permanente
Table 1
Characteristics of the CRICC Service Area

Denver Jefferson

Characteristics County County  Colorado United States
Demographic and economic

Population 584,563 528,564 4,884,568 301,237,703
Median annual household income (8$) 45,002 65,909 56,574 52,175
Residents below the federal poverty level (%) 18.7 7.9 11.9 13.2
Language other than English spoken at home (%) 29.7 11.1 11.9 13.2
High school graduate, over age 25 (%) 82.5 92.3 88.6 84.5
Bachelor’s degree or higher, over age 25 (%) 38.0 38.1 35.0 27.4
Unemployment rate (%) 59 5.4 53 6.4
Public transportation use® (%) 8.2 3.7 33 4.9
Type of health insurance

Medicaid 68,839 70,631 576,691 42,600,000
Uninsured" 117,919 77,305 687,670 46,340,000
Supplemental Security Income (SSI) recipients

Number of recipients 12911 4,387 60,004 10,289,474
Number of blind or disabled recipients 10,384 3,758 51,148 8,765,288

SOURCES: U.S. Census Bureau, Annual Social and Economic Supplement to 2009 Current Population
Survey, 2008 American Community Survey; 2008-2009 Colorado Household Survey; Social Security
Administration (SSA), 2008; Centers for Medicare and Medicaid Services, 2008-2010.

NOTES:

Includes high school equivalency.

YThis measure is the percentage of all workers, age 16 and over, who use public transportation
(excluding taxicab) to travel to work.

°Data drawn from the 2008-2009 Colorado Household Survey. U.S. numbers are estimates from the
2008 SSA report, Income, Poverty, and Health Insurance Coverage in the United States: 2008.

3,873.0 people per square mile in Denver County, compared with 48.5 people per square mile
for the state and 87.4 for the country. While Denver County is worse off economically than the
rest of the state, Jefferson County is better off.

There was substantial variability in demographics across the counties. For example,
11.1 percent of Jefferson County residents speak a language other than English at home
compared with 29.7 percent in Denver County. Educational attainment likewise varied, with
83 percent of Denver County residents having graduated from high school compared with 92
percent in Jefferson County. About 38 percent of residents in both counties had graduated
from college.

In terms of health care, the percentage of individuals on Medicaid was 13.4 percent in
Jefferson County and 11.8 percent in Denver County. The Medicaid recipients in this study
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were thus part of a small minority in each county. Consistent with this, less than 1 percent of
adults in Jefferson County and less than 3 percent of adults in Denver County received Supple-
mental Security Income, a program that provides cash assistance for low-income individuals
with disabilities and that most individuals in the study were required to apply for.

According to interviews with Kaiser Permanente Colorado staff, most medical services
were available in communities where members lived. The first source of care was Kaiser
Permanente Colorado providers, whom CRICC members were required to use for primary care.
Access to specialist physicians was also not challenging because members had full access to
Kaiser Permanente Colorado’s specialists and could also see any specialists who accepted
Medicaid patients. Another common source of care for Medicaid recipients is Federally Quali-
fied Health Centers (FQHCs), or community health centers, of which there were 9 in Jefferson
County and more than 50 in Denver County.’” There are also several safety net hospitals
throughout the region, such as Denver Health and University of Colorado Hospital, although
Kaiser Permanente CRICC staff rarely interacted with the safety net system.

Staff did express some concern about the availability of several types of services. First,
they noted that it took up to six weeks to get an appointment at the Jefferson Center for Mental
Health. In addition, access to dental services was limited because Medicaid in Colorado covers
only extractions and few dentists do pro bono work or have sliding fee scales. Medicaid also did
not generally pay for eye care. Finally, staff said that social services — including affordable
housing and food resources — were also limited.

*7U.S. Department of Health and Human Services, Health Resources and Services Administration. See
http://findahealthcenter.hrsa.gov/Search HCC.aspx.
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Analytical Issues

Random assignment ensures that the program and control groups are similar in all respects
when they enter the study except that one group — the program group — was passively
enrolled in the Kaiser Permanente Colorado system and eligible for its coordinated care services
if they did not select one of the other managed care programs or if they elected to remain in the
Medicaid fee-for-service plan. Because the two groups are similar, the effects of passive
enrollment are estimated by comparing later outcomes for the full program and control groups.
This approach is referred to as an “intent-to-treat” comparison because the intent was to provide
the program to all individuals in the program group, even though it was understood that this was
unlikely to happen because not everyone who was assigned to the program group would
necessarily enroll or participate in the Kaiser Permanente CRICC managed care program (and
thus in its enhanced coordinated care services).*®

The comparability of the program and control groups at baseline means that comparing
outcomes for the two groups after random assignment provides reliable estimates of the effects
of passive enrollment. These estimates will understate the effects of Kaiser Permanente
CRICC coordinated care, however, to the extent that program group members joined a differ-
ent managed care program or opted to remain in fee-for-service Medicaid. Nonetheless,
finding statistically significant differences (explained below) between the program and control
group outcomes would provide evidence that the Kaiser Permanente CRICC program did
change health care use.

To assess whether the program made a difference, statistical significance is used. Brief-
ly, statistically significant impact estimates are ones that are large enough that they are unlikely
to have resulted from a program with no true effect. To assess statistical significance, two-tailed
t-tests were performed at the 10 percent significance level. That means two things. First, using a
two-tailed t-test means that either a large positive or a large negative difference would be
interpreted as evidence of the program’s effect. This is appropriate because the coordinated care
program might have increased health care use if it uncovered unmet needs, or reduced care from
specialists and emergency department use through increased preventive care. Second, using a
10 percent significance level means that there is a 10 percent chance that a program with no true
effect could generate a statistically significant impact estimate on any particular outcome. Thus,

*¥Estimated effects were generated using linear regression adjustment to increase the statistical precision
of the estimates. Covariates include number of Chronic Illness and Disability Payment System (CDPS)
conditions, age, gender, the presence of certain categories of chronic conditions (cardiovascular, central
nervous system, diabetes, gastrointestinal, psychiatric, pulmonary, and skeletal and connective tissue), county,
and health care use through Medicaid in the past year (primary care visits, nonphysician visits, specialist visits,
ED visits, hospital admissions, and number of prescription medications).

15



using statistical significance reduces the chance of incorrectly concluding that the program had
an effect, but it does not eliminate it.

High-Needs Subgroup

When CRICC was being conceived, coordinated care was expected to have its largest
effects for individuals who had made the greatest use of the health care system in the past
year and had been diagnosed with the greatest number of chronic conditions. This is also
consistent with the synthesis of coordinated care programs discussed earlier, which found the
greatest success when coordinated care was targeted to patients who were at substantial risk
of needing hospitalization in the coming year. Many in this group make frequent visits to the
emergency department and are often hospitalized. By linking them to a primary care provider
and helping them manage their conditions, coordinated care could help reduce their ED use
and keep their conditions in check so they are less likely to be hospitalized. Thus, this report
presents results both for the full sample involved in CRICC and for a subgroup of high-needs,
frequent health care users.

To study this high-needs group, MDRC ranked individuals based on the costs of Med-
icaid services that they had used in the year before entering the study and their Chronic Illness
and Disability Payment System (CDPS) score (also called the “Kronick score”), a method of
predicting future health care costs of Medicaid recipients.”” The two rankings were added
together, and the top 20 percent highest-ranking cases were defined to be the high-needs
subgroup.* Individuals with a number of serious health conditions that were not thought to be
amenable to coordinated care were excluded from the high-needs subgroup, regardless of their
previous health care use or CDPS score. These individuals included patients with hemophilia,
sickle cell anemia, pulmonary hypertension, and major organ transplants, as well as patients
who were on life support and patients who were being actively treated for cancer.*!

High-Participation Subgroup

As noted later in this report, about half of the individuals who were assigned to the pro-
gram group never enrolled in Kaiser Permanente Colorado (because they selected one of the

¥Kronick, Gilmer, Dreyfus, and Lee (2000).

“OThis ranking was developed for the MDRC study of the Colorado Access pilot, and was developed in
consultation with Colorado Access, HCPF, and the Center for Health Care Strategies

*'Specifically, individuals were excluded from the high-needs subgroup if they had ever had one of the
following ICD-9 diagnosis codes at any time prior to random assignment: 286.XX (hemophilia); 282.41,
282.42,282.49, 282.5, 282.6X, 282.7, 282.8, 282.9 (sickle cell); 416.XX (pulmonary hypertension); V42.XX
or 996.XX (major organ transplant). Individuals were also excluded from the high-needs subgroup if they had a
CPT procedure code of 94005, 99504, E0450, E0460-E0461, E0463-E0464, E048 (life support) or 96401-
96549 or 77261-77499 (cancer) in the 12 months prior to random assignment.
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other managed care plans or chose to remain in fee-for-service Medicaid) and therefore could
not have benefited from its coordinated care services. Because they could not have benefited
from the program, including them in the analysis understates the effects of the program. The
report therefore includes results for a “high-participation” subgroup of individuals; 67 percent of
these program subgroup members were enrolled in Kaiser Permanente Colorado.

This subgroup was defined by looking at which demographic characteristics and which
characteristics of their prior Medicaid use predicted which program group members were ever
in the Kaiser Permanente Colorado system. This analysis resulted in a predicted probability of
being in Kaiser Permanente Colorado for each individual in the sample. The sample was then
divided in half, so program group and control group members who had the highest predicted
probabilities were placed into the high-participation subgroup. Although it would be natural to
compare program group members who actually enrolled in the program with the entire control
group, enrollees are likely to differ from others in unobserved ways. For this reason, the analysis
was based on a predicted probability of being an enrollee, which resulted in a subgroup of
program group members who were much more likely to be enrolled in CRICC than were others
in the sample.

Data Sources

Data that are used in this analysis come from Medicaid claims provided to MDRC by
the Colorado Department of Health Care Policy and Financing. These claims provided infor-
mation on Medicaid use for the entire sample before and for two years following passive
enrollment. In addition, Kaiser Permanente Colorado provided information, by month, on which
sample members were enrolled in its system.

HCPF data were available at the claim level. That is, information was available on the
dates, location, procedures, diagnoses, and providers for each episode of care. Each claim was
categorized as either involving outpatient care, having taken place in an ED, or involving a
hospital admission. Outpatient care was classified as being primary care, specialty care, or
nonphysician care, using information about the doctor’s specialty associated with its National
Provider Identifier number (a number assigned by CMS for Medicare reimbursement), provider
type code, and provider specialty code. Claims were then aggregated by individual and time
period to determine the percentage of patients who were using different types of care over time
and the amount of care used (such as number of visits to a primary care provider or number of
inpatient days). Appendix A provides more information about how outcomes were defined.

HCPF data also provided information about Medicaid enrollment. This was used to ex-
amine the proportion of individuals who remained on Medicaid throughout the evaluation as
well as which Medicaid recipients enrolled in a different managed care program other than
Kaiser Permanente’s CRICC program, such as Denver Health. This information is important for
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understanding the intent-to-treat effects, as neither of those groups could have benefited from
CRICC coordinated care services.

Although these sources of data provide information on most Medicaid care during the
study period, they are missing several key pieces of information. First, data may have been
incomplete while individuals were in other managed care organizations, such as Denver Health.
Second, behavioral health services are provided to the Medicaid population as a carve-out based
on county of residence; Medicaid recipients are assigned to a behavioral health organization
based on where they live. Data may have been incomplete for care that these organizations
provided. Thus, the analysis may understate the amount of Medicaid-funded health care used by
individuals in the study.

Outcomes

The evaluation includes a range of outcomes that could be examined using Medicaid
claims data and reflects the logic of the coordinated care model — namely, that the program
will encourage people to make greater use of preventive care and thereby reduce hospitaliza-
tions and visits to the emergency department.

e Emergency department visits. A successful coordinated care program
should reduce ED visits by linking patients to a primary care provider and
helping them make and keep appointments with that provider. The evaluation
consequently examined impacts on the proportion of individuals who made
an ED visit and the number of visits per person.

e Hospital admissions. The expected effect of coordinated care on hospital
admissions is less clear. In the short term, the program might increase hospi-
tal admissions if care managers uncover unmet needs that warrant inpatient
care. Over the longer term, however, coordinated care should increase use of
preventive care and compliance with treatment, thus reducing the severity of
illness and reducing the number and length of hospital stays. By working in-
tensively with patients after they are released from hospital care, coordinated
care might also keep them from being rehospitalized. For these reasons, the
evaluation examined the effects of passive enrollment on the proportion of
individuals ever admitted to the hospital, the number of hospital admissions,
the average number of inpatient days, and the proportion of individuals who
were readmitted within 30 days.

e OQOutpatient care. The program was expected to increase visits to primary
care providers. It might also have increased visits to specialists if care man-
agers or the primary care provider uncovered unmet medical needs, or be-
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cause being a Kaiser Permanente CRICC member provided access to the or-
ganization’s specialty care. Care coordination might also have reduced visits
to specialists over the longer term if primary care providers were taking care
of those medical needs. The evaluation therefore estimated the effect of the
program on the use of various types of outpatient care.

Prescription medications. Coordinated care might also affect the use of pre-
scription medications. Care managers were expected to encourage individu-
als to take recommended medications and refill prescriptions. At the same
time, care managers might have uncovered combinations of medications that
are contraindicated, and then worked with health care providers to change the
prescribed drug regimen. Because the appropriate drug regimen for individu-
als with multiple chronic conditions is sometimes unclear, this document re-
ports only the average number of prescriptions filled by the program group
compared with the control group. Thus, changes in the specific medications
that individuals are taking will not be detected in the analysis if they do not
change the number of prescriptions that are filled.
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Characteristics of the Sample

Table 2 describes the study sample, including two measures of demographics (age and gender)
and health care use and diagnoses under Medicaid for the year prior to passive enrollment.
Because randomization resulted in similar program and control groups, the table does not show
the characteristics of each group. Also, because program group members were allowed to opt
out of Kaiser Permanente Colorado, the second and third columns of the table show characteris-
tics for those who did and did not opt out at some time following passive enrollment.

The average age for sample members is about 44 years, and about 44 percent of the
sample is male. The sample was quite sick, with the average person having been diagnosed with
nearly three chronic conditions in the year before entering the study. Common conditions
diagnosed in the prior year include cardiovascular disease (38.2 percent of the study sample),
diseases of the central nervous system (22.4 percent), gastrointestinal disorders (25.1 percent),
psychiatric disorders (32.3 percent), pulmonary system disorders (29.6), and skeletal and
connective tissue disorders (26.8 percent), all of which were somewhat higher in the non-
enrollee sample than among the Kaiser Permanente CRICC enrollees. In addition, the CDPS
score was 1.8 for the full sample, meaning that they were expected to use about 80 percent more
health care than the average Medicaid recipient with disabilities. The bottom panel of the table
suggests some ways that the CRICC program could make a difference, as more than 40 percent
of the sample had made an ED visit in the prior year, 20 percent had been hospitalized, and the
average sample member used nearly $16,500 in paid Medicaid care.

Individuals could opt out of the Kaiser Permanente Colorado system and remain in fee-
for-service for any reason. Because those who did not opt out were required to use primary care
providers in the Kaiser Permanente system, individuals may have opted out so they could
continue seeing doctors with whom they had an established relationship. If that is true, it would
suggest that those who opted out used more health care than those who enrolled in the Kaiser
Permanente CRICC program.

Consistent with this possibility, in the year before passive enrollment, those who en-
rolled in the Kaiser Permanente CRICC program (that is, those who did not opt out of the
program) used $15,537 in paid Medicaid claims compared with $16,868 for those who opted
out. In addition, the CDPS score was 1.8 for the full sample, as mentioned above, and 1.7 for
Kaiser Permanente CRICC enrollees, indicating that enrollees were expected to use about 10
percent less health care than other sample members.

As discussed earlier, it was anticipated that the effects of the CRICC program would be
larger for a high-needs subgroup that was expected to make the greatest use of the health care
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Table 2

Selected Demographics, Health Care Use, and Chronic Health Conditions,
Year Before Study Entry, by Full Sample and Enrollment Status of
Program Group

Program Group
Enrolled in  Not enrolled in

Kaiser Kaiser
Characteristic Full sample = Permanente Permanente
Demographics
Average age (years) 44.0 43.1 46.2 ***
Male (%) 44.4 449 44.6
Health care use in prior year
Had emergency department visit (%) 433 44.2 42.5
Average number of emergency department visits 1.4 1.5 1.2 **
Had hospital admission (%) 20.1 18.7 20.6
Average number of hospital admissions 0.4 0.4 0.4
Average number of days in hospital 33 3.2 33
Total Medicaid costs ($) 16,449 15,537 16,868
Chronic conditions
Average number of chronic conditions 29 2.7 3.0 **
Chronic condition (%)
Cancer 7.0 53 9.2 ***
Cardiovascular 38.2 36.2 404 *
Central nervous system 224 23.0 21.2
Developmental disability 4.2 43 3.5
Diabetes, type 1 or 2 15.6 14.7 14.9
Gastrointestinal 25.1 239 259
Hematological 6.2 6.0 7.0
Infectious 9.7 9.1 11.4
Metabolic 15.1 14.4 16.5
Pregnancy 2.5 2.8 1.3 **
Psychiatric 323 32.4 333
Pulmonary 29.6 27.1 32.4 **
Renal 13.4 12.3 13.7
Skeletal and connective tissue 26.8 26.1 273
Skin 10.3 10.3 10.9
Substance abuse 14.4 13.8 15.7
Cerebrovascular 3.4 2.5 3.5
Genital 4.9 3.7 5.9 **
None 22.9 25.4 19.7 ***
Average CDPS score® 1.8 1.7 1.8 *
Sample size 2,618 1,048 783

SOURCE: MDRC calculations based on Medicaid claims data from the Colorado Department of Health
Care Policy and Financing.

NOTES: The statistical significance levels of differences between Kaiser Permanente enrollees and
nonenrollees are indicated as follows: *** = 1 percent, ** = 5 percent, * = 10 percent.
aThe higher the CDPS score, the higher the expected use of the health care system.
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system. Table 3 (see next page) compares characteristics of the high-needs subgroup with the
remainder of the sample. As expected, the high-needs subgroup is much sicker on average and
made much greater use of the health care system in the previous year. They spent about two and
a half times more on health care that was paid through Medicaid in the prior year than the
remainder of the sample ($31,780 versus $12,612), made more than twice as many ED visits,
had more than twice as many hospital stays, and spent more than twice as many days in hospi-
tals (5.9 versus 2.6 days). The high-needs subgroup also had a CDPS score that was about twice
as high as the remainder of the sample, and they faced many more chronic conditions: nearly 60
percent had cardiovascular disease and about 50 percent or more suffered from disorders of the
central nervous system, gastrointestinal disorders, pulmonary disease, psychiatric disorders, and
skeletal and connective tissue disorders. In fact, the high-needs subgroup suffered from about
five chronic conditions on average, compared with about two for the remainder of the sample
(shown in Table 3).

Another source of information about client characteristics was Kaiser Permanente Colo-
rado. According to Kaiser’s data, common medical diagnoses for CRICC members in 2010
included diabetes, heart failure, seizures, hypertension, and obesity.* One doctor who was
interviewed by the evaluation team noted that the Medicaid population requires a lot more work
than the traditional Kaiser Permanente Colorado members because of their higher incidence of
substance abuse and mental health conditions. The care team also described the members as
medically complicated, often with multiple physical and behavioral health diagnoses and co-
occurring conditions.

“Conference call with MDRC, CHCS, Kaiser Permanente, and HCPF, April 6, 2010.
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Table 3

Selected Demographics, Health Care Use, and Chronic Health Conditions,
Year Before Study Entry, High-Needs Subgroup and Remainder

of the Sample
High-Needs Remainder of
Characteristic Subgroup the Sample
Demographics
Average age (years) 44.8 43.8
Male (%) 43.1 44.7
Health care use in prior year
Had emergency department visit (%) 69.9 36.7 ***
Average number of emergency department visits 2.6 1.1 %%
Had hospital admission (%) 44.9 13.9
Average number of hospital admissions 0.8 0.3 #**
Average number of days in hospital 59 2.6 ***
Total Medicaid costs ($) 31,780 12,612 ***
Chronic conditions
Average number of chronic conditions 53 2.3 HHE
Chronic condition (%)
Cancer 9.5 6.3 **
Cardiovascular 57.8 33.2 H**
Central nervous system 51.2 15.2 #%*
Developmental disability 9.4 3.0 ***
Diabetes, type 1 or 2 26.9 12.7 ***
Gastrointestinal 49.2 19.1 ***
Hematological 10.5 5.1 #*xx
Infectious 21.2 6.9 ***
Metabolic 31.5 11.0 ***
Pregnancy 2.5 2.5
Psychiatric 52.7 27.2 FH*
Pulmonary 56.5 22.9 ***
Renal 27.7 9.8 ***
Skeletal and connective tissue 49.8 21.0 ***
Skin 20.8 7.7 *xx
Substance abuse 26.2 11.4 ***
Cerebrovascular 6.5 2.6 ***
Genital 7.8 4.1 Hkx
None 0.0 28.6 *H*
Average CDPS score” 2.9 1.5 ok
Sample size 524 2,094

SOURCE: MDRC calculations based on Medicaid claims data from the Colorado Department of

Health Care Policy and Financing.

NOTES: The statistical significance levels of differences between Kaiser Permanente enrollees and
nonenrollees are indicated as follows: *** =1 percent, ** = 5 percent, * = 10 percent.
aThe higher the CDPS score, the higher the expected use of the health care system.
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Enroliment in Managed Care and Coordinated Care

As noted above, individuals who were assigned to the program group could opt out of the
Kaiser Permanente Colorado system, either by choosing a different managed care provider or
choosing to stay in fee-for-service Medicaid. Likewise, control group members could volunteer
for Kaiser Permanente’s CRICC program and thus qualify for its enhanced coordinated care
services. Finally, those who enrolled in the Kaiser Permanente CRICC program could ask to be
disenrolled for many reasons — for example, they may have preferred fee-for-service care,
wanted to transfer to another program, or did not want to change their primary care provider to
one in the Kaiser Permanente Colorado network.

To the extent that those events happened, the intent-to-treat estimates will understate the
effects of Kaiser Permanente CRICC enhanced coordinated care. A natural question in light of
the design is how consistently individuals were enrolled in the Kaiser Permanente Colorado
system, whether program group members opted for other managed care providers, and whether
control group members volunteered for managed care. In the ideal scenario, everyone would
have remained on Medicaid throughout the follow-up period and all program group members
would have been enrolled in Kaiser Permanente’s managed care program throughout.

An analysis of HCPF Medicaid enrollment data and Kaiser Permanente CRICC enroll-
ment information showed the following:

e Most sample members stayed enrolled in Medicaid through the 24 months
following passive enrollment. By the end of two years, 90 percent of the pro-
gram group remained enrolled in Medicaid.

e Just more than half of the program group — 57.2 percent — were in Kaiser
Permanente’s CRICC program at some point during the two years following
random assignment. Although control group members could volunteer for
the CRICC program — reducing the treatment contrast between the program
and control groups — only three control group members had done so (0.4
percent).

e Enrollment in the Denver Health managed care program — the main man-
aged care program other than Kaiser Permanente Colorado that study mem-
bers used — was about 9 to 12 percent following passive enrollment and was
a similar rate for the program and control groups, suggesting that the results
would not be biased by differential enrollment in the Denver Health program.
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Outreach and Enrollment

Enrolling individuals in the Kaiser Permanente Colorado system was only the first step
toward providing them with CRICC coordinated care. The next step was to engage individuals
in those services.

As noted earlier, for the purposes of this study, Maximus notified recipients in writing
of their assignment to Kaiser Permanente Colorado. Members who did not opt out within 30
days of receiving this notice were entered into Kaiser Permanente Colorado’s membership
system, which initiated the mailing of a Kaiser Permanente Colorado welcome card to the new
member. This mailing often prompted individuals to ask about their placement into Kaiser
Permanente Colorado.

Kaiser Permanente Colorado staff were responsible for outreach to new members who
did not opt out. While many members could not be reached, would not return calls, or did not
want to complete the questionnaire that was administered to new members, they did receive
care within the Kaiser Permanente Colorado system.

Individuals who could be reached were administered a “triage” questionnaire before a
care manager was assigned to them. The triage questionnaire, which consisted of 10 questions
that were pulled from validated tools, was developed by researchers with the Kaiser Permanente
Institute for Health Research and an expert on chronic care programs. Based on their responses,
each person was given a rating, which was designed to help the care managers know the extent
of support that the member might need. Community specialists noted that they often began
providing community resource information to members, for example, about dental benefits or
transportation options in that first contact. Formal care coordination did not commence until the
care manager was assigned following the completion of the triage questionnaire.

One outreach challenge was the lack of accurate contact information. HCPF lists were
often missing information or had incorrect information, so community specialists spent a lot of
time making outreach attempts via phone and mail. Kaiser Permanente CRICC staft assessed
their efforts and made modifications to improve their outcomes, including making calls early in
the month shortly after state checks were received and when phones were still operational. They
also personalized outreach letters to look less like government mail and look more inviting to
open. As another means to improve contact outcomes, in 2010 Kaiser Permanente Colorado
began using Interactive Voice Recognition (IVR) to make initial outreach to newly assigned
members. Individuals received a letter inviting them to call the IVR line to answer the triage
questions. The majority of individuals did not call, so the IVR system called them. Use of this
technology saved time and helped the CRICC team to learn what phone numbers were valid.

Another outreach challenge was that, especially early on, the state assigned clients to
CRICC who Kaiser Permanente Colorado had determined were not eligible for reimbursement

26



under its contract. For example, some individuals who were assigned to CRICC were receiving
Medicaid under a waiver or were also receiving Medicare. The state eventually amended the
contract with Kaiser Permanente Colorado to allow reimbursement for these individuals.

Perhaps because of these challenges, as of March 2011, only 449 members were en-
rolled in Kaiser Permanente. This is about 43 percent of the program group members who did
not opt out of Kaiser Permanente Colorado for another managed care program or for fee-for-
service Medicaid, or one-fourth of the full program group.*

“Kaiser Permanente (2011).
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Program Implementation

Kaiser Permanente Colorado began operating its CRICC enhanced coordinated care program in
June 2009 within its comprehensive health care delivery system. The description of Kaiser
Permanente’s CRICC program is based on information that was gathered from interviews with
eight members of the health plan leadership, the care team supervisor, and five direct services
staff who were responsible for providing coordinated care to the members. The research team
also interviewed one Kaiser Permanente Colorado physician, one CRICC member, individuals
from Kaiser Permanente Colorado’s Institute for Health Research, and individuals from HCPF.
Interviews were conducted in May 2010 and March 2011, primarily in groups based on the
respective interviewees’ roles. Because the study did not have the resources to analyze Kaiser
Permanente Colorado’s detailed records of coordinated care services and Kaiser Permanente
Colorado told MDRC that it would be difficult to provide the information in electronic form,
this report cannot draw strong conclusions about members’ participation in or dosage of (that is,
amount and intensity of) coordinated care services.

Organizational Structure

Overview of Kaiser Permanente and Kaiser Permanente Colorado

Kaiser Permanente was founded in 1945 and is a working partnership of two organiza-
tions: (1) the not-for-profit Kaiser Foundation Health Plan and Hospitals, which comprises the
nation’s largest nonprofit integrated health care delivery system; and (2) the for-profit Perma-
nente Medical Groups, a physician group that sees only Kaiser health plan members. National-
ly, Kaiser Permanente operates in California, Colorado, Georgia, Hawaii, the mid-Atlantic, the
Northwest, and Ohio. Kaiser Permanente Colorado, operating since 1969, serves a half million
members in the areas surrounding Denver and Colorado Springs.*

In Colorado, the Kaiser Permanente system includes the following health care providers:
The Colorado Permanente Medical Group, P.C., is a multispecialty physician group practice of
more than 800 providers that contracts with Kaiser Foundation Health Plan in the state. Kaiser
Foundation Health Plan’s not-for-profit branch owns and operates 24 full-service medical offices
in the Denver region, and at least two are colocated with behavioral health entities.

For hospital care, Kaiser Permanente Colorado uses three core hospitals in Denver: Ex-
empla St. Joseph Hospital, Exempla Good Samaritan Medical Center, and The Children’s
Hospital. Kaiser Permanente Colorado physicians who work in the core hospitals have access to
the Kaiser Permanente Colorado medical records system, and each hospital includes Kaiser

*Kaiser Permanente (n.d.).
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Permanente Colorado discharge planning staff. Kaiser Permanente Colorado also contracts with
a number of other hospitals that have much weaker connections to the Kaiser Permanente
Colorado infrastructure.

During the demonstration, CRICC was a relatively small program within Kaiser Per-
manente Colorado’s large organization, with two lines of oversight. Kaiser Permanente Colora-
do’s Other Government Programs office oversaw general Medicaid operations, including the
contract with the state of Colorado. The Case and Care Coordination office oversaw the
enhanced coordinated care program in partnership with the Other Government Programs team.
Individuals from the Kaiser Permanente Institute for Health Research were involved as well —
for example, designing the triage questionnaire that was mentioned earlier and conducting
surveys of CRICC members about their satisfaction with program services.

Kaiser Permanente Colorado saw CRICC as an opportunity to contribute to its and the
community’s understanding of how to effectively meet the target population’s complex needs.
Although the organization served Medicaid recipients in the early 1990s, it mostly stopped
doing so in 2003, primarily because of Colorado’s low reimbursement rate, along with signifi-
cant administrative challenges and burdens.* Since little was known about the standard of care
for this population, the implementation of CRICC was used to help the health plan administra-
tors think about the following questions: What is effective? How many times do you need to
call a member? How do you manage certain situations and conditions? Although Kaiser
Permanente CRICC leadership thought its integrated care among primary care providers,
specialists, and behavioral health care providers worked well, the infrastructure was inadequate
for addressing the nonclinical and social needs of the CRICC population. Therefore, the
implementation of CRICC also helped the organization’s leaders think about the nonclinical
supports that the Medicaid population requires.

CRICC Contract Structure

Kaiser Permanente Colorado operated its CRICC program as an “administrative ser-
vices only/primary care case management model” rather than as a standard managed care
program. This means two things. First, because the program was not operated as a standard

“Kaiser Permanente Colorado continued to serve the most vulnerable Medicaid clients, who they believed
would have the most challenges seeking care in the community. Kaiser Permanente Colorado also continued to
care for its own commercial members who lost employer-sponsored coverage and became eligible for
Medicaid, to promote continuity of care. By 2011, over 50 percent of Kaiser Permanente Colorado’s Medicaid
members were children, and another large percentage (less than 25 percent) were adults receiving TANF,
mainly pregnant women or women with children. The remaining members were receiving Medicaid through
the Aged, Blind, and Disabled program, and some of them were eligible for CRICC. Kaiser Permanente
Colorado wanted to learn more about how to effectively meet the needs of this growing population.
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managed care program, Kaiser Permanente Colorado was reimbursed for all services that
CRICC members received rather than reimbursed a fixed monthly fee to provide health care.
One consequence of this structure was that CRICC members could receive specialty, emergen-
cy, and inpatient services from any provider who accepted Medicaid, as well as having access to
Kaiser Permanente Colorado providers. CRICC members were required to use a Kaiser Perma-
nente primary care provider, however. Second, being a primary care case management model
meant that Kaiser Permanente Colorado received a $20 fee from the state each month for each
CRICC member to provide coordinated care services.* Because this fee did not cover all costs
associated with providing enhanced coordinated care, Kaiser Permanente Colorado provided a
significant investment to support the program.

Information Technology, Quality Assurance, Data

HealthConnect, Kaiser Permanente Colorado’s electronic health record system, cap-
tured comprehensive health information for CRICC members for all the care that they received
within the Kaiser Permanente Colorado system of care. All Kaiser Permanente Colorado health
care professionals used and contributed to the system. The HealthConnect system also captured
Kaiser Permanente Colorado pharmacy activity, radiology services, and lab work. In addition,
hospitalists at core hospitals had access to the system and could add diagnostic and procedural
information.*” Although HealthConnect included a registry to indicate whether a member was in
a hospital, it did not generate automatic alerts about admissions for the CRICC care team.

CRICC care managers also recorded information about each contact with a member and
entered notes about the member in HealthConnect. The system used “smart sets,” which is a
queuing tool and charting template that prompted staff to discuss particular issues to help
members avoid future hospitalizations. Members also had access to portions of their health
records through a secure Kaiser Permanente Web site to see information about appointments
and medical tests, and could securely e-mail their providers; however, many CRICC members
did not have Internet access.

In 2011, Kaiser Permanente Colorado began developing HealthConnect to record in-
formation about nonclinical services that were provided to its members, such as housing search
assistance, dental referrals, transportation supports, or any other service that CRICC members
required. Kaiser Permanente Colorado was interested in analyzing this information to determine
whether social service supports might be associated with specific health outcomes.

*Colorado Access, under its contract with HCPF, received a fee of $32 per member per month. In a simi-
lar chronic care management pilot in New York, programs received a monthly care coordination fee ranging
from $205.00 to $308.33 per member.

*"A “hospitalist” is a physician who focuses primarily on general medical care of hospitalized patients.
(See www.hospitalmedicine.org.)
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Staffing and Structure

CRICC staff included four full-time care managers — two registered nurses (RNs) and
two social workers — and two nonclinical community specialists who assisted the care manag-
ers and worked with CRICC members, as described in more detail below.* Collectively, the six
CRICC staff formed the “care team.” Members were assigned to care managers based on their
primary needs; someone with primarily behavioral health issues was assigned to a social worker
while someone with primarily medical issues was assigned to a nurse.

Although each CRICC member had a primary care manager, care managers advised
one another when needed and picked up one another’s cases when necessary. When interviewed
as a group, the care team demonstrated knowledge about one another’s cases and provided
many examples of how the team worked together to achieve results for members.

Care managers had considerable experience providing related services. Before joining
the CRICC team, both nurses had at least five years’ experience with Kaiser Permanente
Colorado’s existing coordinated care program for individuals with chronic conditions. The
social workers were licensed clinical social workers (LCSWs), also with years of experience
with similar populations before working with CRICC.*

Care managers had a caseload of about 130 members each, which is higher than the
median caseload of 70 reported in the Medicare Coordinated Care Demonstration. The staff
each worked out of a different Kaiser Permanente Colorado clinic (among 26 Kaiser Perma-
nente medical offices in the Denver area), but communicated regularly by instant messaging, e-
mail, or telephone.

While Kaiser Permanente Colorado had care managers in place for other member popu-
lations such as Medicare recipients, the community specialists were unique to CRICC. One
community specialist was an entry-level social worker and the other had a business background,
although both had years of other experience. Their primary responsibility was to support the
care managers by addressing nonclinical issues. The community specialists’ goal was to educate
members on how to access resources such as rental, food, or dental assistance. In that role, they
became experts on the resources that were available within the community and the funding
streams of community agencies. For example, the community specialists learned when each
agency received new funds, and made strategic calls at these times on behalf of members. They

*During much of the implementation period the team was short one social worker. There was also a series
of social worker interns who were supervised by a social worker care manager. These interns relieved some of
the nonclinical workload from the community specialists and had small caseloads of their own, under the social
worker care manager’s direction.

* Although the social workers were licensed, the program model did not intend for them to diagnose men-
tal illness like a treating clinician.
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also became experts in filling out requests or applications for financial support. Community
specialists also helped to resolve billing problems.

Although the care managers had experience with populations that were similar to those
in CRICC, they needed to learn a lot in order to serve the CRICC population fully. Staff were
not experts in the intricacies of the Medicaid system, so they had to train themselves and learn
how different government systems function. Many CRICC members had developmental
disabilities, which required staft to become familiar with the state systems for that population.
Furthermore, not all pharmacies accept Medicaid. Although the care team encouraged CRICC
members to use Kaiser Permanente Colorado pharmacies, staft had to learn the best ways for
members to fill prescriptions from other pharmacies.

Aside from having experience with similar populations, program leadership believed
that personalities of the care team were extremely important to its success. The ideal team
member was described as being passionate about making a difference; having patience, toler-
ance, and empathy; being a high achiever; having a “Type A” personality; and caring about the
target population. The downside of these characteristics was the lack of boundaries that care
managers set with their members, creating concerns about staft burnout as a result.

Although the care team worked rather autonomously, as is standard for Kaiser Perma-
nente Colorado, they were supervised by a nurse (in addition to the two RNs mentioned earlier).
This position experienced a great deal of turnover throughout the duration of the program,
which is common at Kaiser Permanente Colorado,™ but was trying for the care team. With each
turnover, for example, the care team had to take time to review their processes with the new
supervisor. Supervisors also differed in their expectations. For example, the care team thought
one supervisor had unrealistic expectations, which they found stressful, although the next
supervisor agreed with the care team’s assessment and changed some policies. The supervisor
was also expected to have a three-hour meeting with the care team every two weeks; one
supervisor used this time to emphasize the program’s vision rather than micromanaging cases,
as previous supervisors had done. The care team appreciated this supervisor’s broader approach,
which was informed by a background in coordinated care, business, Medicaid, and Medicare.

Missing from the supervisory system were clear benchmarks and guidelines to ensure
standardization across care managers and community specialists. For example, each care
manager followed a different process for conducting chart reviews, and the expectations for
chart reviews changed with each supervisor. The expectations around frequency of contact with
plan members were also open to interpretation. Care managers were also unsure what to do with

*%Personal communication between MDRC staff and Sheri Filak-Taylor, part of CRICC leadership at Kai-
ser Permanente.
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members who were approaching their one-year anniversary with CRICC. Typical Kaiser
Permanente Colorado members are prompted to get their annual physical, but specific guide-
lines for CRICC members were never set. Care managers were expected to reassess a member
if the level of care changed — because of a hospital stay, for example — but otherwise care
plans were based on the individualized needs of the patient.

Program Intervention

Kaiser Permanente Colorado’s CRICC program was a more intensive version of its ex-
isting coordinated care services for other membership populations, with a greater focus on
social and nonclinical service delivery than it offers as part of its standard services. The Kaiser
Permanente CRICC model was informed by early implementation of Colorado Access’s
CRICC program, other Kaiser Permanente Medicaid Learning Initiative projects, individuals
from Kaiser Permanente Colorado’s Institute of Health Research group, and outside experts (for
example, CHCS and a consultant with expertise in chronic care programs).

Although coordinated care was provided primarily by telephone, care managers some-
times met members in person, which was facilitated by having care team members in Kaiser
Permanente Colorado’s clinics. The care team had difficulty connecting with members and
keeping them engaged. The team described their efforts to contact some members multiple
times over many months through a variety of means. The care managers also described the
population as one that was challenging to keep healthy. Nevertheless, there were many exam-
ples of positive achievements by members who were engaged with CRICC and for whom the
care team helped to develop self-advocacy skills. One member told the evaluation team how
much more empowered she became after working with her care manager; likewise, the care
manager noted the member’s increased control over her life. Additional member stories appear
later in this section.

Assessment and Care Planning

As explained earlier, before being assigned a care manager, new members to CRICC
were administered a triage questionnaire by a community specialist or IVR. The triage ques-
tionnaire consisted of 10 questions taken from validated tools that asked respondents to rate
their health, report whether they had been recently hospitalized or visited the emergency
department, and report whether they were able to care for themselves by taking medication or
getting to appointments. Members scored a point for each question they answered in the
affirmative.

Kaiser Permanente Colorado originally planned to use the triage questionnaire to place
CRICC members into two risk groups. Members who answered in the affirmative to at least two
questions were categorized as high risk, as were those who rated their health as poor, who were
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hospitalized in the last year, or who had been to the emergency department in the last three
months. High-risk individuals would be eligible for Kaiser Permanente CRICC coordinated
care services while others would get Kaiser Permanente Colorado’s standard coordinated care
services. A member’s risk would be reassessed after a hospitalization to determine whether a
move into CRICC from standard coordinated care was advisable. Low-risk members were to
receive monthly follow-up for three months. If the member was stable, then contact was shifted
to quarterly with a monthly chart review. Meanwhile, the minimum contact for high-risk
members was a monthly call, although some received a daily or weekly call. Typically there
was to be frequent contact during the first three months of treatment and less frequent contact
after that, as determined by the member’s needs.

In practice, however, the care team did not use the risk-scoring system as a means to de-
termine level of contact, although it may have been used to determine the urgency of initial
outreach. Instead, consistent with Kaiser Permanente Colorado’s coordinated care philosophy,
the care manager could use her clinical judgment to determine the level of attention a person
required. The member’s desire to be involved in coordinated care also influenced the extent of
contact. As a result, members were typically contacted more regularly than the loosely estab-
lished expectations of monthly or quarterly contact.

After responding to the triage questions, a member’s information was placed in a
CRICC program admissions “in-box,” which was accessed electronically by the whole care
team. The care managers divided up the cases in the in-box and worked with those who had the
most pressing needs first (who are not necessarily the highest-risk individuals). As noted earlier,
members with primarily behavioral health concerns were paired with a social worker, while
those with primarily medical concerns were paired with a nurse.

The care managers attempted to make contact with new members to conduct a more de-
tailed clinical assessment within 24 to 48 hours after the member completed the triage question-
naire. The clinical assessments covered a wide range of information: physical health, behavioral
health, medications taken, medical history, and diagnoses, among other topics. It took at least
one hour to complete. If a member reported using five or more prescriptions, then the Kaiser
Permanente Colorado pharmacy reviewed each prescription to ensure that it was appropriately
prescribed and not contraindicated. Members were reassessed after each hospitalization;
otherwise, reassessments were done at least annually. There was no systematic process for
reassessing members after emergency department visits.

Although many new members had been recently reached by the community specialist
or IVR to complete the triage questionnaire, care managers often had a difficult time reaching
them for the assessment if, for