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T he patient-centered medical home (PCMH) is an approach 

to delivering patient-centered, community-based primary 

care.1 The PCMH model engages all elements of healthcare 

(the community, health system, self-management support, delivery 

system design, decision support, and clinical information systems) 

to facilitate greater patient involvement in healthcare decisions 

and to deliver better-coordinated, timely, and effective care.2-5 This 

primary care delivery model aims to reduce unnecessary utiliza-

tion and expenditures while ensuring better access and improved 

quality of care, with some evidence of success.6,7

Many states and payers endorse the PCMH model, including CMS 

through its sponsorship of the Multi-Payer Advanced Primary Care 

Practice (MAPCP) Demonstration. Under the MAPCP Demonstration, 

CMS joined 8 state-led, multipayer initiatives in Maine, Michigan, 

Minnesota, New York, North Carolina, Pennsylvania, Rhode Island, 

and Vermont in late 2011 and early 2012 to support primary care 

practices in their transformation to advanced primary care practices 

with a PCMH model at their core.8 Participating payers—Medicare, 

the state Medicaid agency, and commercial payers—offered 

participating practices a per-member per-month payment to 

support key transformation activities, including extending office 

hours, staffing care teams, coordinating care, and enhancing 

electronic health record capabilities. Medicare’s support not only 

provided additional Medicare payments to each state’s participating 

practices, but practices also received technical assistance and 

data reports. Additional details on each state’s PCMH initiative 

are included in Table 1.

Because the demonstration sought to improve the quality 

and coordination of healthcare services among participants,9 we 

evaluated whether these primary care practices improved the 

quality and safety of healthcare.8 Specifically, we assessed whether 

quality of care and patient outcomes for Medicare and Medicaid 

beneficiaries changed during the demonstration period relative 

to those of a comparison group using administrative claims data.

Multi-Payer Advanced Primary Care Practice 
Demonstration on Quality of Care
Musetta Leung, PhD; Christopher Beadles, MD, PhD; Melissa Romaire, PhD; and Monika Gulledge, MPH; 
for the MAPCP Evaluation Team

ABSTRACT

OBJECTIVES: We evaluated whether primary care practices 
in the Medicare Multi-Payer Advanced Primary Care Practice 
(MAPCP) Demonstration improved the quality of care and 
patient outcomes for beneficiaries.

STUDY DESIGN: For our quantitative analyses, we 
employed a pre-post study design with a comparison group 
using enrollment data, Medicare fee-for-service claims 
data, and Medicaid managed care and fee-for-service claims 
data, covering the period 2 to 4 years before Medicare joined 
the state patient-centered medical home initiatives through 
December 2014. We used difference-in-differences (DID) 
regression analysis to compare quality and outcomes in the 
period before and after the demonstration began.

METHODS: We examined the extent to which MAPCP and 
comparison group beneficiaries received up to 11 process and 
preventive care measures, as well as 4 measures of potentially 
avoidable hospitalizations to assess patient outcomes.

RESULTS: Analyses of Medicare and Medicaid data did 
not consistently reflect the positive impacts intended 
by the demonstration. Our descriptive and DID analysis 
found an inconsistent pattern among the process-of-care 
results, and there were some significant unfavorable 
associations between participation in MAPCP and 
avoidable hospitalizations.

CONCLUSIONS: Our analyses showed few statistically 
significant, favorable impacts on quality metrics among 
Medicare or Medicaid beneficiaries receiving care from 
MAPCP practices.
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STUDY DATA 
AND METHODS
Study Design and Data Sources
For our quantitative analyses, we employed a 

pre-post study design with a comparison group. 

Files used included Medicare and Medicaid 

enrollment data, Medicare fee-for-service 

claims data, and Medicaid managed care and 

fee-for-service claims data, covering the period 

2 to 4 years before Medicare joined the state 

initiatives through December 2014.

MAPCP and Comparison Group Identification

MAPCP practices were primary care practices selected by the 

states to participate in the state PCMH initiatives. Comparison 

group practices were nonparticipating primary care practices 

that did not have PCMH recognition by the National Committee 

for Quality Assurance. Medicare or Medicaid beneficiaries were 

attributed to the MAPCP or comparison practice with which they 

had the plurality of their primary care visits, with some caveats 

(eAppendix A [eAppendices available at ajmc.com]). To ensure 

that the comparison group closely resembled the MAPCP sample 

on a set of observable characteristics, comparison group data were 

entropy-balanced weighted based on beneficiary, practice, and 

geographic characteristics.10 These included sociodemographic 

TAKEAWAY POINTS

 › Impacts of the Multi-Payer Advanced Primary Care Practice (MAPCP) Demonstration on 
quality of care were mixed across 8 participant states.

 › Our analyses showed few statistically significant, favorable impacts of the demonstration 
on the quality of care received by Medicare or Medicaid beneficiaries.

 › Our null or sometimes unfavorable quality-of-care findings may mean that our comparison 
group practices were also improving their care processes and quality of care in general.

 › Lessons and limitations learned from the MAPCP Demonstration can help set expectations 
for policy makers and payers around which quality measures may be most actionable for 
providers and most relevant for payers in monitoring provider progress in a new demonstration.

TABLE 1. Key MAPCP Demonstration Features in 8 States

State
Geographic 

Scope

Number of 
Medicare 

Participants
Number of  

Beneficiaries

Payers 
(including 
Medicare)

PCMH Certification 
Requirement

Medicare  
PMPM Payment 

to Practice

New York
Regional 

(4 counties)
Providers: 192
Practices: 37

All-payer: 93,262
Medicare: 29,093
Medicaid: 47,271

9
NCQA: Level 2 + state-

specific mandatory criteria 
(within 12-18 months)

$7.00

Rhode Island Statewide
Providers: 104
Practices: 16

All-payer: 65,174
Medicare: 13,636
Medicaid: 27,402

5
NCQA: Level 1 + state-

specific “must-pass” NCQA 
elements (within 6 months)

$3.00-$6.00

Vermont Statewide
Providers: 645
Practices: 125

All-payer: 281,880
Medicare: 84,151
Medicaid: 127,319

5
NCQA: Level 1 + state-

specific mandatory criteria
$1.20-$2.39

North Carolina
Regional 

(7 counties)
Providers: 161
Practices: 40

All-payer: 83,353
Medicare: 33,393
Medicaid: 20,411

4
NCQA: Level 1  

(by end of first year)
$2.50-$3.50

Minnesota Statewide
Providers: 2732
Practices: 213

All-payer: 1,050,003
Medicare: 159,435
Medicaid: 685,104

–a
Minnesota state-

determined standardsb
$10.14-$58.20

Maine Statewide
Providers: 508
Practices: 70

All-payer: 140,082
Medicare: 59,524
Medicaid: 73,124

6
NCQA: Level 1  

+ 10 core expectations
$6.95

Michigan Statewide
Providers: 1709
Practices: 312

All-payer: 1,175,586
Medicare: 299,907
Medicaid: 456,877

5
BCBS Michigan’s PGIP: 

PCMH designation  
or NCQA: Level 2

$2.00-$6.50

Pennsylvania
Regional 

(2 regions)
Providers: 316
Practices: 36

All-payer: 153,597
Medicare: 41,636
Medicaid: 45,925

5
NCQA: Level 1  

+ state-specific must-pass 
NCQA elements

$2.10-$6.14

Total –
Providers: 6367
Practices: 849

All-payer: 3,042,937
Medicare: 724,775

Medicaid: 1,483,433
–

BCBS indicates Blue Cross Blue Shield; MAPCP, Multi-Payer Advanced Primary Care Practice; NCQA, National Committee for Quality Assurance; PCMH, patient-
centered medical home; PGIP, Physician Group Incentive Program; PMPM, per member per month.
aThe exact number of commercial payers participating in the MAPCP Demonstration is unknown because Minnesota did not report individual commercial insur-
ance plan participation in its quarterly reports to CMS. However, commercial payers did participate, as did Medicare and Medicaid.
bAll states were required to have PCMH recognition, and most states aligned with the NCQA levels; however, Minnesota aligned recognition with the Health Care 
Home levels, and BCBS of Michigan’s PGIP called for recognition of Michigan PCMH designation or alignment with NCQA levels.
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factors (eg, age, race, dual Medicare-Medicaid enrollment, risk 

scores) and other factors (eg, practice type and size, percentage of 

primary care providers, county-level household income, population 

density). Reweighting resulted in the intervention and comparison 

groups looking more similar on all observable characteristics.

Quality-of-Care and Health Outcomes Metrics

We examined the extent to which MAPCP and comparison group 

beneficiaries received up to 11 quality-of-care measures. Nine of 

the 11 were process-of-care measures as defined using the 2013 

Healthcare Effectiveness Data and Information Set Technical 

Specifications for Physician Measurement.11 The first set of measures 

examined diabetes-related services (ie, low-density lipoprotein 

[LDL] cholesterol test, glycated hemoglobin [A1C] test, retinal eye 

exam, medical attention for nephropathy) for Medicare beneficiaries 

aged 18 to 75 years and Medicaid beneficiaries aged 18 to 64 years 

with a claims-based diagnosis of type 1 or type 2 diabetes. We 

also included 2 all-or-nothing diabetes composite measures: one 

focused on comprehensive care, as defined by receiving all 4 of 

these diabetes-related tests, and the other focused on poor care, as 

defined by receiving none of these 4 diabetes-related tests.

In addition, for Medicare beneficiaries 18 years and older with a 

claims-based diagnosis of ischemic vascular disease, we assessed 

receipt of a total lipid panel test. Our third set of measures focused 

on the younger Medicaid population: We examined receipt of breast 

cancer screening among women aged 40 to 64 years, receipt of 

cervical cancer screening among women aged 24 to 64 years, and 

appropriate use of asthma medications among beneficiaries aged 5 

to 64 years with persistent asthma (stratified by children and adults).

We included 4 measures of potentially avoidable hospitaliza-

tions to assess patient outcomes. Three of the measures were 

Agency for Healthcare Research and Quality prevention quality 

indicators (PQIs) developed to highlight potentially avoidable 

hospitalizations. We assessed PQIs by acute conditions, chronic 

conditions, and combined. We also calculated a measure of avoidable 

catastrophic events, defined as hospitalizations with the following 

primary diagnoses: hip fracture, acute myocardial infarction, acute 

cerebrovascular accident (stroke), and sepsis. We limited these 

measures to Medicare beneficiaries given the low frequency of 

PQIs or avoidable catastrophic events among our Medicaid sample.

Statistical Analyses

We used difference-in-differences (DID) regression analysis to 

compare outcomes in the periods before and after Medicare joined 

each state’s initiatives, among both beneficiaries assigned to MAPCP 

practices and those assigned to comparison group practices. We 

used logistic regression to examine the likelihood of receiving a 

service related to patient care and negative binomial regression 

to examine rates of avoidable hospitalizations and catastrophic 

events. In all regressions, we adjusted for patient-, practice-, and 

area-level characteristics (eAppendix A).

RESULTS
Analyses of Medicare and Medicaid data did not consistently 

reflect the positive impacts intended by the demonstration. First, 

in eAppendix B, we provide unadjusted performance rates for 

the process-of-care measures used in this evaluation. The results, 

covering the 4 pre- and 3 postdemonstration periods, showed 

complex and varied patterns depending on the quality measure and 

the state. In general, we found that the MAPCP practices tended to 

have higher quality in the predemonstration period, but improve-

ments as well as declines in quality performance occurred for all 

practices over time.

Second, from the DID analysis, an inconsistent pattern emerged 

among the process-of-care findings (Table 2). For the diabetes 

quality-of-care measures, only New York’s and Minnesota’s MAPCP 

Medicare beneficiaries had an increased likelihood of recommended 

care compared with the comparison group (DID estimates for 

retinal eye examinations, 3.36 and 3.40, respectively; both P <.05). 

TABLE 2. Performance in Care Processes in Medicare and Medicaid Samples

  New York Rhode Island Vermont North Carolina

  Medicare Medicaid Medicare Medicaid Medicare Medicaid Medicare Medicaid

A1C testing –0.02 1.34 5.81 7.93* –0.86 –1.66 0.68 –3.51

Retinal eye examination 3.36* –5.88 –1.31 –0.21 –0.77 –0.20 0.08 8.92*

LDL cholesterol screening 2.10 3.33 1.82 6.16 –0.36 –7.68* 0.24 –2.99

Medical attention for nephropathy 1.89 0.90 –0.49 –3.55 0.35 –0.06 2.93 –0.23

All 4 diabetes tests 1.95 1.95 0.45 1.76 0.57 1.13 0.53 5.19

None of the 4 diabetes testsb –0.05 –0.13 –1.42 –0.33 0.27 0.28 –0.25 0.08

Total lipid panel (patients with IVD)c 0.12 – –0.79 – –2.97 – 0.72 –

Cervical cancer screeningd – 5.02* – –0.66 – –1.50 – –1.75

Breast cancer screeningd – –0.03 – 3.23 – 0.88 – –6.84*

Appropriate use of asthma medication (children)d – –3.67 – NAa – –9.01 – –4.37

Appropriate use of asthma medication (adults)d – −0.32 – 1.39 – −10.26** – −7.23

(continued »)
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On the other hand, MAPCP Medicare beneficiaries in Minnesota 

and Michigan had lower likelihoods of total lipid panel assessment 

relative to the comparison group (DID estimates, –2.11 and –2.98, 

respectively; both P <.05).

Among the Medicaid sample only, there were also several findings 

of increased appropriate care among MAPCP practices (Table 2). 

In New York and Minnesota, the likelihood of receiving cervical 

cancer screening and breast cancer screening, respectively, was 

higher in the postdemonstration period among MAPCP beneficiaries 

relative to the comparison group (5.02 [P <.05] and 6.14 [P <.001], 

respectively). Several positive findings emerged in the MAPCP 

practices’ Medicaid population in Minnesota across the measures. 

Both Minnesota and Maine saw higher likelihood of appropriate 

use of asthma medication during the postdemonstration period 

among MAPCP children with asthma (3.45 and 11.22, respectively; 

both P <.05) relative to the comparison group, but no evidence was 

seen of improved use of asthma medication among MAPCP adults 

with asthma. We also found negative results for LDL cholesterol 

screening in Vermont and for medical attention for nephropathy 

in Maine; Medicaid MAPCP beneficiaries were less likely to receive 

these recommended services over time relative to the comparison 

group (DID estimates, –7.68 [P <.05] and –8.56 [P <.01], respectively).

As shown in Table 3, there were few significant associations 

between participation in the MAPCP and avoidable hospitalizations. 

In the states where there were significant findings, results were 

contrary to expectations. We found a positive association for the 

overall composite PQI admissions in Vermont (1.55; P <.01) and North 

Carolina (1.48; P <.05) and for avoidable catastrophic events in Maine 

(0.83; P <.05), suggesting that the rates of these avoidable events 

grew faster for the MAPCP group relative to the comparison group.

DISCUSSION
One of the goals of the MAPCP Demonstration is to improve 

health outcomes for all patients.2,5 Anecdotally, we heard from 

key stakeholders that practice transformation activities were put 

in place to improve patient outcomes, including the increased use 

of health information technology (eg, patient registries), quality 

measurement, and patient follow-up (particularly after an acute 

health event). In addition, stakeholders described onboarding 

care managers or a care team to improve care coordination and 

provider–patient communication, including outreach after hospital 

discharges or emergency department visits, teaching patients 

disease self-management, performing medication reconciliation, 

connecting patients to community-based services, and developing 

and implementing individualized care plans.

Although MAPCP Demonstration practices made concerted 

efforts to improve care coordination for their patients, our analyses 

showed few statistically significant, favorable impacts of the 

demonstration on process-of-care metrics among Medicare or 

Medicaid beneficiaries receiving care from MAPCP practices. Our 

outcome metrics—measured by preventable hospitalizations—also 

demonstrated largely nonsignificant or unexpectedly unfavorable 

results across the states. Thus, our results were less favorable than 

the impacts of some PCMH initiatives that have been previously 

reported,6,12-15 but they were in line with the effects documented 

by another report.16

Our tepid findings for the MAPCP Demonstration may be 

disappointing for frontline providers who believed that their 

practice transformation and care coordination efforts made a 

positive difference in their patients’ well-being. Several factors 

TABLE 2. Performance in Care Processes in Medicare and Medicaid Samples

  New York Rhode Island Vermont North Carolina

  Medicare Medicaid Medicare Medicaid Medicare Medicaid Medicare Medicaid

A1C testing –0.02 1.34 5.81 7.93* –0.86 –1.66 0.68 –3.51

Retinal eye examination 3.36* –5.88 –1.31 –0.21 –0.77 –0.20 0.08 8.92*

LDL cholesterol screening 2.10 3.33 1.82 6.16 –0.36 –7.68* 0.24 –2.99

Medical attention for nephropathy 1.89 0.90 –0.49 –3.55 0.35 –0.06 2.93 –0.23

All 4 diabetes tests 1.95 1.95 0.45 1.76 0.57 1.13 0.53 5.19

None of the 4 diabetes testsb –0.05 –0.13 –1.42 –0.33 0.27 0.28 –0.25 0.08

Total lipid panel (patients with IVD)c 0.12 – –0.79 – –2.97 – 0.72 –

Cervical cancer screeningd – 5.02* – –0.66 – –1.50 – –1.75

Breast cancer screeningd – –0.03 – 3.23 – 0.88 – –6.84*

Appropriate use of asthma medication (children)d – –3.67 – NAa – –9.01 – –4.37

Appropriate use of asthma medication (adults)d – −0.32 – 1.39 – −10.26** – −7.23

(continued »)

TABLE 2. (Continued) Performance in Care Processes in Medicare and Medicaid Samples

Minnesota Maine Michigan Pennsylvania

Medicare Medicaid Medicare Medicaid Medicare Medicaid Medicare Medicaid

A1C testing 0.22 11.41*** 0.73 –4.24 0.77 6.98 0.44 NAa

Retinal eye examination 3.40* –0.36 0.66 0.40 –0.28 –2.78 0.23 NAa

LDL cholesterol screening –0.06 16.10*** 0.14 –2.94 –2.49 5.66 0.44 NAa

Medical attention for nephropathy 1.12 15.26*** –0.94 –8.56** –0.72 6.32* –1.07 NAa

All 4 diabetes tests 3.06 2.31 –1.49 –2.15 –1.86 0.81 –1.57 NAa

None of the 4 diabetes testsb 0.30 –5.60*** –0.33 1.69 0.05 –3.58 –0.16 NAa

Total lipid panel (patients with IVD)c –2.11* – –1.93 – −2.98* – –1.43 –

Cervical cancer screeningd – 0.60 – –0.86 – –0.80 – NAa

Breast cancer screeningd – 6.14*** – 0.89 – 0.35 – NAa

Appropriate use of asthma medication (children)d – 3.45* – 11.22* – –2.80 – NAa

Appropriate use of asthma medication (adults)d – –2.19 – 3.57 – −2.04 – NAa

A1C indicates glycated hemoglobin; IVD, ischemic vascular disease; LDL, low-density lipoprotein; MAPCP, Multi-Payer Advanced Primary Care Practice; NA, not 
available.

*P <.05; **P <.01; ***P <.001.
aAfter reviewing Pennsylvania’s Medicaid claims data related to quality of care, we determined that the data were incomplete. Rhode Island’s MAPCP program did 
not include children, so the asthma medication measure for children was not reported.
bThis “none” composite measure is expressed differently than the other measures, such that a negative value is a more favorable finding.
cWe assessed the IVD measure for Medicare beneficiaries only because Medicaid enrollees were younger and had a lower prevalence of IVD. 
dFor the last 4 measures, we focused on the younger Medicaid population only.
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may explain the largely null findings and seeming disconnect 

between practices’ reported systematic use of quality improvement 

activities and our quantitative results. First, some practices noted 

that they could change practice processes (eg, outreach to patients 

needing preventive care) relatively quickly, but those efforts may 

not correlate with immediate improvements in population-based 

quality metrics. Our outcomes measures were broad and were not 

always in alignment with more narrowly focused process-of-care 

measures, nor were they focused on individual disease states. 

For example, we measured diabetes process-of-care measures 

but assessed preventable admissions for multiple conditions; 

perhaps limiting the analysis to diabetes-related admissions 

would have been more appropriate. We also found metrics 

where the quality of care declined for both groups, suggesting 

measurement fatigue or change in practice patterns (eg, total 

lipid panel). Hence, patient care may not be affected as much by 

demonstration participation as by practice patterns of clinical 

peers or by evidence-based guidelines.

Our results should not be broadly interpreted as an indication 

of poor quality among MAPCP practices. Rather, our DID results 

may suggest exogenous factors affecting quality of care for better 

or worse across all settings. For example, identification of a true 

comparison group is particularly challenging given the innumerable 

concurrent private and public quality improvement, pay-for-

performance, and value-based purchasing initiatives in existence 

during the demonstration period. Our findings may simply mean 

that our comparison group practices were also improving their care 

processes and quality of care in general through participation in an 

uncaptured transformation or improvement initiative. Thus, the 

steady gains made by the demonstration practices were eclipsed 

by the simultaneous improvements in the comparison practices.

Limitations and Strengths

Our analyses were limited to a small set of claims-based quality-

of-care measures that can be reliably calculated from Medicare and 

Medicaid claims. Although we were able to focus on some common 

chronic conditions and a few screening measures important to 

MAPCP practices, we were unable to provide a more comprehensive 

picture of quality of care. Richer measurements of quality care, such 

as intermediate outcomes (eg, A1C results, optimal cholesterol 

levels, patient blood pressure management), preventive care 

actions (eg, tobacco screening), and care coordination actions (eg, 

medication reconciliation), could not be examined here, as these 

would have required resource- and cost-intensive medical record 

abstraction. We were also limited to claims-based health outcomes 

metrics; other metrics such as patient-reported outcomes and 

functional status measures were not available to us, and patient 

experience and satisfaction were not available during pre- and 

postdemonstration periods.

Despite these limitations, our study is unique as a comprehensive 

combined evaluation of 8 state-led all-payer PCMH initiatives, 

reporting the impact of this all-payer model on quality of care for 

Medicare and Medicaid samples. Previous studies have largely 

focused on single-payer initiatives13-16 or on a single state’s multi-

payer initiative.17 Our findings, albeit inconclusive, contribute to 

the growing literature on multipayer medical home initiatives on 

the healthcare reform landscape, including one that examined 

variations across the states’ practices.18,19

CONCLUSIONS
The MAPCP Demonstration was an early CMS initiative to incen-

tivize coordination of care within practices across multiple payers. 

Although evidence is mixed on the PCMH model’s ability to 

reduce unnecessary utilization and expenditures while improving 

the quality of care,18 the model is becoming entrenched in US 

healthcare. Since the MAPCP Demonstration, CMS has introduced 

other care-improvement, PCMH, and all-payer models, including 

the Transforming Clinical Practice Initiative, the Comprehensive 

Primary Care Plus Model, and the Vermont All-Payer Accountable 

Care Organization Model.20 Knowing what processes MAPCP 

practices opted to put in place to improve quality has informed 

CMS’ thinking on how to structure supports to help participants 

in these newer models. Lessons and limitations learned from the 

MAPCP Demonstration can also help set expectations for policy 

makers and payers around which quality measures may be more 

actionable for providers and most relevant for payers in monitoring 

provider progress in a new demonstration. n
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Appendix A. Methods - Additional Details on Data Sources, Eligibility, Attribution, and 

Regression Modeling 

 

Details on Data Sources 

We used Medicare and Medicaid administrative and claims data to conduct this analysis. 
Below, we list the specific data sources used: 

Medicare Data 

• Medicare Enrollment Data Base (EDB). We used this file to identify days of eligibility for 
the MAPCP Demonstration and provide an estimate of the fraction of the demonstration 
period for which beneficiaries are eligible. We also used this file for beneficiary demographic 
and Medicare eligibility information for the analyses. 

• Historical Denominator File. We used this file for information needed to assign 
beneficiaries to low, medium, and high risk categories based on the Hierarchical Condition 
Category risk score.   

• Medicare TAP files. The TAP files contain inpatient, hospital outpatient, physician, 
skilled nursing facility (SNF), home health agency (HHA), hospice, and durable medical 
equipment (DME) claims for demonstration and comparison beneficiaries from January 2011 
onward. We used these files to create our outcome measures of interest. 

• Medicare National Claims History (NCH) files. We used this file to obtain claims for 
hospital inpatient services, outpatient services, physician, durable medical equipment, home 
health, and hospice services before 2011. 

• Lists of practices and beneficiaries in other CMS demonstrations that were excluded 
from comparison group practices and beneficiaries. We used the Master Data 
Management (MDM) file to identify and exclude practices and beneficiaries participating in 
other CMS demonstrations from the comparison group. The other CMS demonstrations 
included the Medicare Health Care Quality Demonstration, Independence at Home 
Demonstration, Health Quality Partners, Physician Group Practice Transitional 
Demonstration, and Comprehensive Primary Care Initiative. Further, organizations 
participating in the FQHC Advanced Primary Care Practice Demonstration were not in the 
MDM but were identified by a CMS contractor and excluded from the comparison group. 

• Area Resource File. Area-level characteristics, including mean population density and 
household income, were obtained from this file. 

 



Medicaid Data 
We received Medicaid enrollment, FFS claims, and managed care encounter files from all 

MAPCP Demonstration states. In some cases, we received additional files related to attribution, 
primary care provider assignment, and provider information. 

Enrollment and Eligibility Files. These files include information used to identify 
periods of Medicaid enrollment and other items, such as why an individual was enrolled in 
Medicaid (i.e., low income or disability), date of birth, sex, and race/ethnicity. 

FFS Claims Files. These files detail the services rendered to a Medicaid FFS beneficiary, 
including the type of service rendered, the dates on which services were rendered, the service 
provider, and the amount paid to the provider. 

Managed Care Encounter Files. Managed care encounter data include the similar types 
of information available in FFS claims, except that some states (Michigan, Pennsylvania, and 
Minnesota) do not record the amount paid to the provider. 

Attribution Files. Vermont, Michigan, Pennsylvania, and North Carolina provided files 
to identify the MAPCP Demonstration or comparison group providers or practices with whom a 
beneficiary was associated. 

PCP Assignment Files. New York, Rhode Island, and Maine provided files linking 
Medicaid beneficiaries to an assigned primary care provider. We used these files to attribute 
beneficiaries to demonstration or comparison group practices. 

Provider Files. These contained data on individual providers and/or practices. We used 
these files to attribute beneficiaries to demonstration or comparison group practices. 

 
 
 
 
 
 
 
  



Time Period for Claims Analysis 

Analysis periods used in the evaluation of the MAPCP Demonstration  

 

Demonstration 
period start date 

Year One 
end date 

Year Two  
end date 

Year Three 
end date 

Months of 
demonstration 

data 
Pre-demonstration period  

start date 

New York, Rhode 
Island, Vermont  
 
7/1/2011 

6/30/2012 6/30/2013 12/31/2014 42 

1/1/2006 (Medicare) 
1/1/2008 (New York Medicaid) 
10/1/2006 (Rhode Island Medicaid) 
1/1/2007 (Vermont Medicaid) 

North Carolina 
  
10/1/2011 

9/30/2012 9/30/2013 

12/31/2014 
(Medicare) 

 
3/31/20132 
(Medicaid) 

39 (Medicare) 
 

18 (Medicaid) 
 

1/1/2006 (Medicare) 
10/1/2009 (Medicaid) 

Maine, Minnesota,1 
Michigan, 
Pennsylvania  
 
1/1/2012 

12/31/2012 12/31/2013 12/31/2014 36 

1/1/2006 (Medicare) 
1/1/2008 (Maine Medicaid) 
1/1/2007 (Minnesota, Michigan 
Medicaid) 
5/1/2006 (Pennsylvania Medicaid) 

NOTES: 
1  Minnesota started the MAPCP Demonstration in 10/1/2011, but due to data unavailability, attribution was only 

possible from 1/1/2012 onward. For this reason, it was considered a member of Cohort 3 for analysis purposes. 
Since the MAPCP Demonstration’s impact was not expected to happen immediately, we did not expect this 
change to significantly impact the quantitative results. 

2 North Carolina changed its Medicaid Management Information System (MMIS) in 2013. As a result, we were 
unable to obtain complete Medicaid data files for the period from April 2013 through December 2014. 

  



Attribution Process 

Identification of Demonstration Medicare FFS Beneficiaries  
To be eligible for participation in the MAPCP Demonstration, Medicare beneficiaries had 

to meet the following eligibility criteria each quarter:  

• Be alive; 
• Have Medicare Parts A and B; 
• Be covered under traditional Medicare FFS; 
• Have Medicare as the primary payer for health care expenses;  
• Reside in the state-specified geographic area for its initiative; and  
• Be attributed to a MAPCP Demonstration participating practice. 

 
All Medicare beneficiaries meeting these six criteria were eligible for evaluation. They 

also had to be attributed to a participating PCMH for at least 3 months over the course of the 
relevant demonstration evaluation period (i.e., 12 months, 24 months, 36 months). Beneficiaries 
were attributed to practices quarterly. We attributed beneficiaries to practices using a plurality of 
evaluation and management (E&M) visits rule among providers with primary care specialties. 
States chose the exact E&M codes they wanted to use for purposes of attribution to a 
demonstration practice. A list of each state’s E&M codes can be found in Appendix B of the 
MAPCP Final Report. 

Identification of Demonstration Medicaid Beneficiaries  
We used two approaches to identify Medicaid beneficiaries for the demonstration group: 

(1) attribution based on designated primary care provider (PCP), and (2) claims-based 
attribution. We chose the approach most closely aligned with the procedure used in a MAPCP 
Demonstration state to attribute Medicaid beneficiaries to practices for Medicaid PCMH 
payments purposes. Beneficiaries were attributed to practices quarterly. Because all MAPCP 
Demonstration states except Rhode Island included children in their PCMH initiatives, children 
were included in the Medicaid analysis, and pediatric primary care practices participating in each 
state’s initiative were incorporated into the attribution process.  

In Maine, Michigan, North Carolina, Pennsylvania, and Rhode Island, we attributed 
beneficiaries based on a beneficiary’s designated PCP or practice. The demonstration group in 
these states included Medicaid managed care or primary care case management enrollees whose 
designated PCP is in a participating MAPCP Demonstration practice. Michigan, Southeast 
Pennsylvania, and North Carolina identified demonstration beneficiaries when they provided the 
Medicaid claims data to RTI. For Maine and Rhode Island, we attributed beneficiaries to 
providers and then providers to the appropriate MAPCP Demonstration participating practice. 

For the first 3 quarters of Minnesota’s demonstration period, we attributed beneficiaries 
to practices using a plurality of E&M visits rule among providers with primary care specialties. 
Beginning with the fourth quarter of Minnesota’s demonstration, we used a hybrid approach that 
first assigned beneficiaries using the plurality of MAPCP Demonstration care coordination 



claims1; for those beneficiaries without care coordination claims, assignment was based on a 
plurality of E&M visits to providers with primary care specialties belonging to a demonstration 
practice. 

New York’s and Vermont’s PCMH initiatives used different approaches for attributing 
their Medicaid FFS beneficiaries and their Medicaid managed care enrollees. Vermont attributed 
Medicaid beneficiaries not in managed care to PCMH practices using a plurality of claims for 
E&M visits over a 24-month look-back period. Vermont’s Medicaid managed care enrollees 
were included in the PCMH initiative if their assigned PCP was practicing in a primary care 
participating in the PCMH initiative. Medicaid FFS beneficiaries in New York were attributed to 
a practice using a two-step process. First they were attributed to a primary care physician using 
the plurality of E&M visits during a 12-month look-back period, and then they were attributed to 
a PCMH practice if the primary care physician to whom they were attributed was practicing in a 
primary care practice in the PCMH initiative. Medicaid managed care enrollees in New York 
were included in the demonstration group if their designated PCP was practicing in a primary 
care practice participating in the PCMH initiative. 

Rolling Entry into the MAPCP Demonstration and Intent-to-Treat Study Design 
The MAPCP Demonstration allowed for rolling entrance of practices into and out of the 

demonstration. In addition, Medicare and Medicaid beneficiaries could enter the demonstration 
on a rolling basis, and they could lose eligibility during the demonstration if the practice to 
which they were attributed withdrew from the state initiative. Rolling entry means that a 
beneficiary’s specific start date, or first exposure to the MAPCP Demonstration, could occur 
after the state began participating in the MAPCP Demonstration. Medicare FFS beneficiaries 
also lost eligibility when they no longer met the criteria listed above. For evaluation purposes, 
once a Medicare or Medicaid beneficiary was eligible for the MAPCP Demonstration for at least 
3 months, we always included the beneficiary in the evaluation sample. If beneficiaries lost 
Medicare or Medicaid eligibility at any time after they were attributed to a MAPCP 
Demonstration practice, we treated their outcomes during those periods of lost eligibility as 
missing because we did not have claims data for them during those times. Thus, we considered 
the MAPCP Demonstration an intent-to-treat study design. 

We constructed an eligibility fraction variable reflecting the length of time the 
beneficiary is eligible each quarter and used it as an analytic weight. We defined the eligibility 
fraction each quarter as the total number of eligible days during the quarter, divided by the total 
number of days alive in the quarter.2  

Identification of Comparison Beneficiaries  
 

 
1 Minnesota was approved to submit claims for care coordination claims. 
2 For Medicare analyses, we restricted the denominator to days alive, which effectively prevented inflating 

outcomes during the quarter in which a beneficiary died. For Medicaid analyses, death dates were not available 
in the Medicaid data (except North Carolina) and so we could not modify the eligibility fraction to account for 
days alive. For Medicaid analyses of North Carolina, which had beneficiary death dates, we followed the 
methodology used for Medicare. 



Our primary comparison group was comprised of Medicare FFS and Medicaid 
beneficiaries who met MAPCP Demonstration eligibility and attribution criteria but were 
attributed to practices without PCMH recognition.  

We used a three-step approach to identify comparison beneficiaries for all eight MAPCP 
Demonstration states:  

1. Identification of a geographic area within each state from which we could identify 
comparison primary care practices;  

2. Identification of primary care practices within this geographic area that were not 
participating in the state’s PCMH initiative; and  

3. Identification of beneficiaries that met the MAPCP Demonstration eligibility criteria 
and could be attributed to a comparison group primary care practice identified in 
Step 2.  

We began by identifying the counties in which each state implemented its PCMH 
demonstration. If the demonstration practices were scattered throughout the state (as was the case 
in Maine, Michigan, Minnesota, Pennsylvania, and Rhode Island), we drew comparison practices 
from the MAPCP Demonstration counties. If the demonstration practices dominated in their 
respective geographic areas (as was the case in New York’s Adirondack region and North 
Carolina’s rural counties), then we selected comparison practices from counties with similar 
characteristics elsewhere within the same state but outside the geographic area of the state 
PCMH initiative. In Vermont so many primary care practices participate in the Vermont PCMH 
demonstration that we had insufficient sample size to create a within state comparison group. 
Therefore, we drew comparison practices for Vermont from New Hampshire for the Medicare 
analysis and New York for the Medicaid analysis. In both circumstances, characteristics of the 
geographic area and of the target populations were not substantially different from Vermont. 
Further, a key consideration for the Medicaid analysis was the availability of Medicaid claims 
data, and since New York was a participating MAPCP state that had provided Medicaid claims 
data for this evaluation, we leveraged the data available. 

After we finalized the comparison counties, we generated a list of primary care and 
multispecialty medical practices in those counties from Medicare claims data. For the Medicaid 
analysis, we supplemented this list of comparison group primary care practices with a list of 
pediatric primary care practices identified through physician data from SK&A.  

After selecting the comparison practices, in some cases we determined that the mix of 
comparison group practices was not similar enough to the demonstration practices within the 
state. We found that we needed to supplement the comparison group with more federally 
qualified health centers [FQHCs], rural health clinics [RHCs], critical access hospitals [CAHs]) 
if a state initiative included FQHCs, RHCs, or CAHs as primary care practices.3 In a few 
instances, we also determined we needed to supplement with additional NCQA-recognized 

 
3 To identify FQHCs, RHCs, and CAHs to supplement the comparison group, we used organizational National 

Provider Identification numbers in claims data and organizations listed in the National Plan and Provider 
Enumeration System. 



comparison group PCMHs. Therefore, we either looked out of the state to supplement a state’s 
comparison group sample, or we looked within the state but outside of our target comparison 
group counties. When we looked out of state, we only looked among the other participating 
MAPCP Demonstration states. The table below presents the original comparison counties for the 
MAPCP Demonstration states, and notes where we expanded the comparison area to obtain 
additional FQHCs, RHCs, and CAHs from counties in and/or out of the MAPCP Demonstration 
state. We chose states to supplement other states’ comparison groups based solely on their 
possession of the necessary provider type. For example, when we needed to supplement non-
PCMH FQHCs in New York, we selected them from Michigan because Michigan was 
participating in the MAPCP Demonstration and had non-PCMH FQHCs. When we needed to 
look out of state to obtain additional FQHCs, RHCs, or CAHs to supplement the Medicare 
comparison group, we were unable to also acquire the Medicaid claims for these out-of-state 
practices. In some cases, this resulted in poor balance across the MAPCP demonstration group 
and one or more of the Medicaid comparison groups with respect to practice type, even after 
reweighting comparison observations to achieve more similarity across the demonstration and 
comparison groups. While poor balance is a limitation, our evaluation approach does not rely 
solely on having perfect balance across the MAPCP and comparison groups because we also use 
regression modeling to adjust impact estimates for differences in the MAPCP and comparison 
groups.  

Demonstration and comparison areas by MAPCP Demonstration state 

State Demonstration area Original comparison areas Expansion areas 
Maine 11 counties in the 

southern part of state 
For Medicare and Medicaid: 
Same as demonstration counties 

None needed 

Michigan 40 counties For Medicare and Medicaid: 
Same as demonstration counties 

None needed 

Minnesota 24 counties For Medicare and Medicaid: 
Same as demonstration counties 

None needed 

New York 7 counties in Adirondack 
region 

For Medicare and Medicaid: 16 
counties in upstate New York 

For Medicare: Any FQHCs or 
CAHs in non-demonstration 
counties in New York plus 19 
additional non-PCMH FQHCs 
from counties in Michigan 
For Medicaid: Any FQHCs or 
CAHs in non-demonstration 
counties in New York 

North 
Carolina 

7 mostly rural counties 
scattered across the state 

For Medicare and Medicaid: 16 
counties in the remainder of the 
state 

For Medicare: Any RHCs or 
CAHs in non-demonstration 
counties in North  
For Medicaid: Any RHCs or 
CAHs in non-demonstration 
counties in North Carolina with 
attributed Medicaid enrollees 

Pennsylvania 4 counties in northeast 
region, 5 counties in 
southeast region 

For Medicare and Medicaid: 
Same as demonstration counties 

None needed 



State Demonstration area Original comparison areas Expansion areas 
Rhode Island  3 westernmost counties 

in state 
For Medicare and Medicaid: 
Same as demonstration counties 

None needed 

Vermont All 14 counties in state For Medicare: 10 counties in 
New Hampshire  
For Medicaid: same as New 
York’s comparison group  

For Medicare: Any FQHCs in 
Massachusetts For Medicaid: 
None needed 

CAH = critical access hospital; FQHC = federally qualified health center; MAPCP = Multi-Payer Advanced Primary 
Care Practice; PCMH = patient-centered medical home; RHC = rural health clinic.  

For Medicare, we removed practices with fewer than 30 attributed Medicare FFS 
beneficiaries per year from the pool of comparison group practices but allowed those practices to 
remain in the pool of Medicaid comparison group practices. Practices with few Medicare FFS 
beneficiaries had attributed Medicaid beneficiaries, so these practices were not excluded from 
the Medicaid analyses. Further, we removed practices involved in other CMS PCMH initiatives 
or practice-based demonstrations from the list of comparison practices. These initiatives include 
the FQHC Advanced Primary Care Practice Demonstration, Medicare Health Care Quality 
Demonstration, Independence at Home Demonstration, Health Quality Partners, Physician Group 
Practice Transitional Demonstration, and Comprehensive Primary Care Initiative. We identified 
practices participating in these initiatives  through the CMS Master Data Management (MDM) 
provider extract file; and identified organizations participating in the FQHC Advanced Primary 
Care Practice Demonstration  with assistance from the evaluation contractor. Practices with 
NCQA PCMH recognition also were excluded from the pool of comparison group practices. This 
information was updated annually. 

We used the same protocol for attributing individual Medicare and Medicaid 
beneficiaries to a specific MAPCP Demonstration practices to assign comparison beneficiaries to 
each comparison practice, with several exceptions. In Medicare, we attributed comparison group 
beneficiaries to a comparison group practice annually rather than each quarter. In Medicaid, we 
attributed comparison group beneficiaries to comparison group practices quarterly, just as was 
done for the Medicaid demonstration beneficiaries. Further, for the Medicaid analysis, Michigan 
and Southeast Pennsylvania identified comparison group beneficiaries when they provided the 
Medicaid claims data to RTI; these states used lists of comparison group practices identified by 
RTI to facilitate identification of beneficiaries attributed to those practices.   

Once a beneficiary was attributed to a MAPCP Demonstration participating practice, the 
beneficiary was no longer eligible to be attributed to a comparison group practice. Given the size 
of the MAPCP Demonstration comparison groups, the numbers of beneficiaries switching status 
were very small; removing them thus had negligible impact on comparison groups’ outcomes 
over time.  

The set of MAPCP Demonstration beneficiaries was constantly changing during the 
study because of newly entering practices, withdrawing practices, and attrition resulting from 
beneficiary death or other loss of participation eligibility. To emulate this situation among the 
comparison groups, we checked eligibility for the demonstration quarterly and removed from the 
comparison group any beneficiaries no longer meeting the demonstration eligibility criteria. 
Further, we also checked quarterly to determine if any comparison group practices had become 



participants in any other demonstrations or initiatives mentioned above; if so, we removed them 
and their attributed beneficiaries from the comparison group, effective in the quarter in which the 
practice began participating in the other initiative. Lastly, we conducted a “true-up” of the 
comparison groups in Medicare annually by reapplying the beneficiary assignment algorithm at 
the end of each year. This process added new beneficiaries, removed those no longer receiving 
the plurality of their services from a comparison group practice, and removed beneficiaries and 
practices from the comparison group if their assigned practice received NCQA recognition as a 
PCMH during the year. Because most comparison groups already contained nearly all existing 
primary care practices in the area, the true-up process generally produced few changes in the 
composition of comparison practices. 

Regression Modeling 

The statistical approach for the quantitative data analysis consisted of estimating 
difference-in-differences (D-in-D) regression models. For the quality of care outcomes, we used 
a logistic regression because the outcomes were binary, i.e., did a patient receive a test/screening 
or not. For binary outcomes, rather than calculate odd ratios we calculated differences in the 
predicted probability of using services between the demonstration and comparison group.4 Using 
this method, a negative D-in-D estimate corresponds to a decrease in the likelihood of receiving 
care compared with the comparison group, whereas a positive D-in-D estimate corresponds to an 
increase in the likelihood of receiving care compared with the comparison group. For the health 
outcomes (potentially avoidable hospitalizations and catastrophic events), we used a negative 
binomial D-in-D regression, where a negative value corresponds to a decrease in the rate of 
events compared with the comparison group, whereas a positive value corresponds to an increase 
in the rate of events compared with the comparison group. 

Because of the relatively infrequent observations of quality of care outcomes in quarterly 
claims data, the quality of care outcomes were modeled using Medicare and Medicaid claims for 
an entire year. Because of the rolling entry into the MAPCP Demonstration occurring quarterly, 
the use of annual claims did not allow us to classify calendar years as occurring entirely before 
or after a beneficiary’s assignment. In other words, if a beneficiary was attributed to a 
demonstration practice in July 2012, then 2012 cannot be considered as exclusively being a pre-
demonstration or a post-demonstration observation. For outcomes using annual claims, therefore, 
we grouped claims data into 4-quarter intervals leading up to and following a beneficiary’s 
assignment. For example, regardless of the calendar quarter when a beneficiary was assigned, 
their first “year” of post-treatment claims represents the first 4 quarters after assignment, the 
second “year” represents the fifth through eighth quarters after assignment, and so forth. These 
“years” may or may not coincide with actual calendar years. Baseline observations were handled 
in the same way, with the 4 quarters immediately preceding the beneficiary’s assignment 
representing the last baseline “year,” the fifth to eighth quarters preceding assignment 
representing the second-to-last baseline “year,” and so forth. For example, the first year post-
assignment for a beneficiary assigned to a demonstration practice in the third quarter of 2012 
contained their claims data from the third quarter of 2012 through the second quarter of 2013. 

 
4 Puhani P. The treatment effect, the cross difference, and the interaction term in nonlinear “difference-in-

differences” models. Economics Letters. 2012;115(1):85-87. 



The regression specification allowed us to provide impact estimates that can vary from 
year to year throughout the demonstration. We accomplish this by including indicators that 
represent each year before and after a person is assigned to a MAPCP Demonstration or 
comparison group practice. These yearly time indicators allowed for flexible control of outcome 
trends across both the pre-demonstration and demonstration periods. We then interacted each 
demonstration quarterly indicator with the indicator representing whether the beneficiary was in 
the MAPCP Demonstration group or the comparison group. This allowed us to estimate a 
separate D-in-D parameter for each year, and thereby allowed the impact of the MAPCP 
Demonstration intervention effect to grow or decline in potentially different ways throughout the 
demonstration period. However, we do not present each of the yearly D-in-D estimates. Rather, 
we present overall averages of the yearly D-in-D estimates. This summarized the evidence in a 
way that allows us to focus on overall trends in impact estimates. 

For the negative binomial regression, the regression specification allowed us to provide 
impact estimates that can vary from quarter to quarter throughout the demonstration. We 
accomplish this by including indicators that represent each calendar quarter before and after a 
person is assigned to a MAPCP Demonstration or comparison group practice. These quarterly 
time indicators allowed for flexible control of outcome trends across both the pre-demonstration 
and demonstration periods. We then interacted each demonstration quarterly indicator with (1) 
the indicator representing whether the beneficiary was in the MAPCP Demonstration group or 
the comparison group and (2) an indicator that the demonstration quarter was a quarter in which 
the beneficiary was assigned to a practice. These interactions allowed us to estimate a separate 
D-in-D parameter for each demonstration quarter, and thereby allowed the impact of the MAPCP 
Demonstration intervention effect to grow or decline in potentially different ways throughout the 
demonstration period. However, we do not present each of the quarter-specific D-in-D estimates. 
Rather, we present overall averages of the quarter-specific D-in-D estimates. This summarized 
the evidence in a way that allows us to focus on overall trends in impact estimates. 

 

Covariates Used in Regression Modeling 

In the table below, we summarize the analytic variables used in the regression modeling, 
and we indicate which variables were used in the Medicare analysis, the Medicaid analysis, or 
both. If a sociodemographic characteristic was only used in Medicare and not Medicaid, or vice 
versa, it was because the characteristic did not appropriately fit the data. For example, having 
end state renal disease (ESRD) is a unique feature of enrollment for Medicare, not Medicaid, and 
the HCC risk score was developed for the Medicare population while the Chronic Illness and 
Disability Payment System risk score was developed for Medicaid. Details on how the variables 
were constructed can be found in Appendix D of the Final Report. 

Sociodemographic characteristics, practice- and area-level characteristics used for 
balancing and regression analyses 

Variable Medicare Medicaid 
Beneficiary’s Sociodemographic Characteristics 

Age X X 
Race X X 



Variable Medicare Medicaid 
Urban place of residence X X 
Gender X X 
Dually enrolled in Medicare and Medicaid X X 
Enrolled due to disability X X 
Enrolled due to ESRD X   
Institutionalized X X 
HCC risk score X   
Charlson Index X   
Comorbid conditions X X 
Chronic Illness and Disability Payment System Score   X 
Presence of perinatal conditions   X 
Continuously enrolled in Medicaid   X 
Enrolled in Medicaid FFS or managed care   X 

Practice- and Area-Level Characteristics 
Practice type X X 
Percentage of providers in the practice who were primary care providers X X 
Size of the assigned practice X X 
Household income (County) X X 
Population density (County) X X 

 



eAppendix B. 

Medicare Care Processes 
Measure: HbA1c Testing  
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Measure: Retinal Eye Exam 
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Measure: LDL-C Screening 
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Measure: Medical Attention for Nephropathy 
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Measure: All 4 Diabetes Tests  
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Measure: Total Lipid Panel (IVD Patients) 
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Medicare Safety and Outcomes Measures  
Measure: Avoidable Catastrophic Events 
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Measure: PQI Admissions- Overall Composite  
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Measure: PQI Admissions- Acute Composite  
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Measure: PQI Admissions- Chronic Composite  

  

0

2

4

6

8

10

12

Pre-3 Pre-2 Pre-1 Post-1 Post-2 Post-3

Ra
te

 o
f E

ve
nt

 P
er

 1
,0

00
 B

en
ef

ic
ia

ry
 Q

ua
rt

er
s

Years Pre- and Post-Assignment to MAPCP Demonstration Group

PQI Admissions – Chronic Composite, Pre and Post 
MAPCP in all states

NY-MAPCP

RI-MAPCP

VT-MAPCP

NC-MAPCP

MN-MAPCP

ME-MAPCP

MI-MAPCP

PA-MAPCP 0

2

4

6

8

10

12

Pre-3 Pre-2 Pre-1 Post-1 Post-2 Post-3

Ra
te

 o
f E

ve
nt

 P
er

 1
,0

00
 B

en
ef

ic
ia

ry
 Q

ua
rt

er
s

Years Pre- and Post-Assignment to MAPCP Comparison Group

PQI Admissions – Chronic Composite, Pre and Post 
MAPCP in all states

NY non-PCMH

RI non-PCMH

VT non-PCMH

NC non-PCMH

MN non-PCMH

ME non-PCMH

MI non-PCMH

PA non-PCMH



Medicaid Care Processes Measures 
 Measure: HbA1c Testing 

  



Measure: Retinal Eye Exam  

  



Measure: LDL-C Screening  

  



Measure: Medical Attention for Nephropathy 

  



Measure: All 4 Diabetes Tests  

 
  



Measure: Breast Cancer Screening 

 
  



Measure: Cervical Cancer Screening 
 

  



Measure: Appropriate Use of Antidepressant Medications (12 weeks)  

  



Measure: Appropriate Use of Antidepressant Medications (6 months) 

  



Measure: Appropriate Use of Asthma Medications 

  



Measure: Appropriate Use of Asthma Medication in Children 
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