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Dear Ms. Cooper:

The Centers for Medicare & Medicaid Services (CMS) completed its review of the Public
Hospital Redesign and Incentives in Medi-Cal (PRIME) Summative Evaluation Report, which is
required by the Special Terms and Conditions (STCs), specifically STC #90 (“Summative
Evaluation Report™), of California’s section 1115 demonstration, “California Medi-Cal 2020
Demonstration” (Project No: 11-W-00193/9). The PRIME demonstration component was
effective through June 30, 2020 during the state’s Medi-Cal 2020 approval period that ended on
December 31, 2021. This report covers the PRIME implementation period from January 2016
through June 2020. CMS determined that the Summative Evaluation Report, submitted on June
10, 2022, is in alignment with the approved Evaluation Design and the requirements set forth in
the STCs and therefore approves it.

In accordance with STC #92 “Public Access,” the approved PRIME Summative Evaluation
Report may now be posted to the state’s Medicaid website. CMS will also post the report on
Medicaid.gov.

The PRIME Summative Evaluation Report presents a comprehensive analysis of the
demonstration’s effectiveness using a robust set of hypotheses, evaluation questions, and
outcome measures that are closely aligned with the program goals. The report utilizes a rigorous
mixed methods evaluation design, including a comparison strategy using matched beneficiaries.
The evaluation uses primary data from key stakeholder interviews and beneficiary and provider
surveys, as well as administrative, claims, encounter, and applicable financial data. Fifty
hospitals participated in the PRIME initiative and they implemented a total of 18 projects. The
report found that the hospitals under the PRIME initiative made notable progress in achieving the
goals of increasing provision of patient-centered, data-driven, team-based care; improving
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provision of point of care services, complex care management, population health management,
and culturally competent care; improving population health and patient experience in Medi-Cal;
integrating physical and behavioral health and coordinating care for vulnerable populations; and
transitioning public hospitals to value-based care.

We look forward to our continued partnership on California’s section 1115 demonstration. For any
questions on the approval of the report or the demonstration, please contact your CMS
demonstration team.

Sincerely,

Digitally signed by

Danielle Daly paaie pay s
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09:19:20 -05'00"

Danielle Daly
Director
Division of Demonstration Monitoring and Evaluation

cc: Cheryl Young, State Monitoring Lead, CMS Medicaid and CHIP Operations Group
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Executive Summary

PRIME Overview

Public Hospital Redesign and Incentives in Medi-Cal (PRIME) is a part of California’s
Section 1115 Medicaid Waiver called “Medi-Cal 2020.” PRIME was designed to
accelerate efforts by participating public hospitals to strengthen the ability of
participating public hospitals to successfully perform under risk-based alternative
payment models (APMs), consistent with Centers for Medicare and Medicaid Services
(CMS) and Medi-Cal 2020 goals. PRIME included 18 projects organized under 3
domains (Appendix G Exhibit 287). Domain 1 projects were focused on outpatient
delivery system transformation and preventive services, Domain 2 projects were
focused on high-risk or high-cost populations, and Domain 3 projects were focused on
resource utilization efficiency. Collectively these projects were intended to achieve five
overarching goals: (1) increase provision of patient-centered, data-driven, team-based
care; (2) improve provision of point of care services, complex care management,
population health management, and culturally competent care; (3) improve population
health and patient experience in Medi-Cal; (4) integrate physical and behavioral health
and coordinate care for vulnerable populations; and (5) transition public hospitals to
value-based care (Exhibit 1 of the PRIME Evaluation Design).

A total of 17 designated public hospitals (DPHs) and 37 district and municipal public
hospitals (DMPHs) elected to participate in PRIME, though 3 DMPHSs discontinued their
participation during PRIME for various reasons. In collaboration with stakeholders, the
California Department of Health Care Services (DHCS) outlined the core components
for the implementation of the PRIME projects (Attachment Q). DHCS also approved
metric specifications, standardized reporting instructions, and defined reimbursement
methodologies for hospitals’ achievements on metric performance. The PRIME
implementation plan was approved by the CMS, which included a design for the
comprehensive and rigorous evaluation of PRIME in the interim and at the end of the
program.

Evaluation Overview

The UCLA Center for Health Policy Research (UCLA) was selected to evaluate the
goals of PRIME using a conceptual framework adapted from the Triple Aim: enhanced
infrastructure, better care, better health, and lower costs (Exhibit 2 of the PRIME
Evaluation Design). The evaluation questions were closely aligned with project
objectives defined in Attachment Q. The evaluation findings are presented in 3
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complementary reports: the Interim Evaluation Report was prepared in August 2019 and
approved by CMS for release in February 2020; the Preliminary Summative Evaluation
Report was prepared in August 2020 and approved by CMS for release in March 2020;
and this Final Summative Evaluation Report.

PRIME Implementation Findings

An intensive assessment of PRIME hospitals’ efforts in developing the infrastructure
and care processes, as well as system-wide and project specific implementation of
PRIME was conducted and described in the Interim Evaluation Report released in
August 2019. A summary of the system-wide findings are provided in PRIME
Implementation Findings and a summary of project specific metric findings are provided
in Goal 3 Findings of this report. Collectively, the findings indicate substantial
improvements in the fundamental infrastructure needed to implement PRIME projects
both system-wide and for specific projects with advances in administrative capacity and
increased Electronic Health Record (EHR) functionality. Hospitals reported that they
utilized significant effort to implement the recommended core components (outlined in
STC Attachment Q) and a systematic approach to project implementation to achieve the
desired outcomes. Hospitals frequently overcame challenges in collecting standardized
data by implementing innovative solutions and workarounds.

An additional assessment of progress in PRIME project activities by the end of the
program was described in detail in the Preliminary Summative Evaluation Report
completed in August 2020. Hospitals were surveyed by UCLA and they rated the extent
to which they achieved the goals of PRIME projects in which they participated (from 1-
Did not achieve any goals to 10- Achieved all goals). The findings indicated an overall
high rate of completing project activities for DPHs (7.7 and higher out of 10), DMPH
non-CAHs (6.9 and higher), and DMPH CAHs (6.0 and higher). When asked to report
up to 5 specific PRIME unfinished activities, 36 hospitals reported 104 such activities.
Among responding hospitals, most unfinished activities were reported for complex
projects such as Projects 1.1 Behavioral Health Integration (15 unfinished activities), 1.2
Primary Care Redesign (31), 1.3 Specialty Care Redesign (17), and 2.2 Care
Transitions (13). Also, 6 hospitals noted 11 overarching unfinished activities, such as
further improvements in data infrastructure and increasing their quality improvement
workforce. Hospitals reported a high level of effort for all projects, but DMPH CAHs
most frequently reported a high level of difficulty across most projects. Hospitals
perceived that the highest impact of PRIME was on the quality of care followed by
patient health outcomes and cost containment.
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The Impact of COVID-19 Pandemic on PRIME

The first reports of COVID-19 in the United States occurred in January 2020, during the
last 6 months of PRIME. By the end of PRIME in June 2020, over 236,000 cases and
over 5,000 hospitalizations were reported in California with Los Angeles County
reporting the highest average daily rates. Based on the limited amount of testing data
available in Medi-Cal data from March 2020 through June 2020, approximately 1% of
PRIME patients had a documented COVID-19 diagnosis.

Hospitals rated the impact of the COVID-19 pandemic on their ability to implement
PRIME activities on a scale from 0 (not at all impacted) to 10 (extremely impacted).
Hospitals reported that the pandemic had the highest impact on care processes such as
providing cancer screening and follow up, providing specialty care visits, and meeting
outcome-related PRIME metrics, all with a score of 7 or higher. Shelter-in-place orders
and the need for use of alternative modalities to replace in-person visits were frequently
reported reasons for the underlying impacts. Hospitals also reported innovations and
adaptations in response to the pandemic including use of electronic platforms and
modifications to care protocols. Hospitals also varied in reported impact on sustainability
of PRIME activities, with DPH County hospitals reporting the largest negative impact. At
the same time, hospitals reported that implementing several PRIME projects improved
their ability to respond to the pandemic. Hospitals assessed the extent of the
contribution of each PRIME project by rating whether they promoted or improved their
response to COVID-19 from O (no improvement) to 10 (very great improvement).
Among all PRIME hospitals, the projects rated as driving the most improvement in the
response to COVID-19 were Projects 1.1 Behavioral Health Integration, 1.3 Specialty
Care Redesign, and 2.3 Complex Care Management (CCM) for High-Risk Populations
with an average score of 5 or more out 10. Additionally, hospitals rated the overall
contribution of infrastructure and care processes established under PRIME in their
COVID-19 response, with the highest impact attributed to implementing systems for
provider-patient communication for their high-risk populations’ care management
processes.

Achievement of Overarching PRIME Goals

The overall evaluation of PRIME indicated success in achieving all five of PRIME’s
overarching goals.
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Findings for Goal 1: Increase Provision of Patient-Centered, Data-driven,
Team-based Care

Six PRIME projects were specifically designed to increase the capabilities to provide
patient-centered, data-driven, team-based care, especially for high utilizer beneficiaries.
Of these, 3 projects focused on outpatient care delivery transformation that led to
developing the infrastructure and care processes to provide patient-centered, data-
driven, and team-based care. Another 3 focused on populations at risk of or already
using a high volume of services, with two of these implemented by the majority of
PRIME hospitals. All 6 of these projects were required for DPHs. Data showed
increased capabilities for data-driven care, including improving EHR content and
functionality and expanding use of tools such as registries and telehealth to manage
patients and increase access. Patient-centered, data-driven, and team-based care was
also supported by adoption of evidence-based models, development of decision-support
tools and referral protocols, increasing staffing capacity, IT solutions, development of
comprehensive multi-disciplinary teams, and development of population management
tools. Hospitals restructured administrative teams and developed partnerships with
external providers. PRIME was also an impetus for promoting enterprise-wide EHRs.

Project 1.2 Ambulatory Care Redesign, implemented by all DPHs and 5 DMPHS,
specifically aligned with Goal 1 and led to efforts by 17 hospitals to receive patient-
centered medical home (PCMH) recognition or certification. Of the hospitals
participating in Project 1.2 (22 responded to the survey in 2018), 7 DPHs and 2 DMPHs
reported having PCMH recognition/certification as part of the Interim Evaluation.
Hospitals most commonly pursued PCMH accreditation by the National Committee for
Quality Assurance (NCQA; 9 hospitals).

Several projects including Project 1.2 Primary Care Redesign and Project 1.3 Specialty
Care Redesign focused on promoting team-based care by improving workflows,
training, and scheduling time for regular meetings and daily huddles. Developing patient
registries and obtaining PCMH certification were reported by a few hospitals as
unfinished activities by the end of PRIME.
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Findings for Goal 2: Improve Provision of Point Of Care Services, Complex
Care Management, Population Health Management, and Culturally
Competent Care

Improving capacity of hospitals to better manage patients through provider point of care
services, complex care management, and population health management hinged on
strengthening their data analytic capacity and required highly functional EHRs and
information sharing with other organizations. Findings indicated that hospitals worked
towards a consolidated EHR. The great majority of hospitals had existing EHRs that
supported point of care delivery (47) and patient engagement (45), and fewer said their
EHR supported care coordination (35) and population health management (28). All
hospitals used up to 16 condition-specific registries and 27 hospitals participated in
Health Information Exchanges to facilitate data sharing despite challenges in system
interoperability. Many hospitals (19) chose projects that had establishing data analytic
systems based on EHRs and registries as a core component.

Findings also indicated that many hospitals (20) improved patient management by
developing, improving, and incorporating into workflows interventions targeting patients
by risk level, most frequently for diabetes and behavioral health conditions. A few
hospitals reported development of EHR capabilities for data analytics to support
population health management as unfinished activities at the end of PRIME.

Findings for Goal 3: Improve Population Health and Patient Experience in
Medi-Cal

The evidence from hospital-reported data and an independent evaluation of Medi-Cal
data indicates that participating hospitals succeeded in improving population health and
health outcomes of Medi-Cal beneficiaries. The evidence from the analysis of
achievement rates indicated that PRIME hospitals mostly succeeded in improving
health of all patients including Medi-Cal beneficiaries by attaining performance targets
related to clinical improvements, preventive interventions, and patient experiences. The
independent evaluation of these metrics, including a difference-in-difference analysis
among Medi-Cal beneficiaries attributed to PRIME hospitals and comparison patients,
was challenging due to lack of adequate data to fully replicate PRIME specifications.

Nevertheless, these analyses provided supportive evidence of success for some
performance metrics indicating better performance among PRIME hospitals. Exhibit 1
shows the difference-in-difference (DD) values for metrics and measures that had
statistically greater movement in the intended direction for PRIME patients than for
comparison patients.
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Exhibit 1: PRIME metrics and other evaluation measures that showed greater
movement in the intended direction for PRIME Patients than for Comparison Patients

PRIME Metrics Magnitude of Difference
between PRIME and

Comparison Patients from

before to during PRIME (DD)

DPH

1.6.2. Breast Cancer Screening 3.28%
DMPH

1.2.8. AHRQ PQI #90 -0.22%
1.3.2 and 2.2.1 Plan All-Cause Readmissions -2.37%
1.6.3. Cervical Cancer Screening 2.00%
DPH

1.1. Average Number of Mental Health Visits Per 0.06
Beneficiary, Per Year

2.2 Outpatient Follow-Up Visit Rates within 30 Days 1.76%

of Hospitalizations

Utilization Measures

DPH

Percentage of Enrollees with Any ED Visits -1.40%
ED Visits per 1,000 Beneficiaries per Year -6.32
Percentage of Enrollees with Any Hospitalizations -0.97%
Hospitalizations per 1,000 Beneficiaries per Year -2.33
DMPH

Percentage of Enrollees with Any ED Visits -3.42%
ED Visits per 1,000 Beneficiaries per Year -15.36
Percentage of Enrollees with Any Hospitalizations -1.07%
DPH

Total Payments -$865
Payments for Hospitalizations -$487
Payments for Outpatient Pharmacy -$94
DMPH

Total Payments -$836
Payments for Emergency Department Visits -$66
Payments for Hospitalizations -$260

Source: UCLA analysis of Medi-Cal data, July 2014 to June 2020.
Notes: Measures presented have a statistically significant DD, p<0.05.

For DPHSs, 7 other measures changed in the intended direction during PRIME for
PRIME patients but this change was similar to change for the comparison patients.
These included 1.2.3.c. NQF 0034: Colorectal Cancer Screening, 1.2.8. AHRQ PQlI
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#90, 1.6.3. Cervical Cancer Screening, 2.1.5 Cesarean Birth, 3.1.1 Avoidance of
Antibiotic Treatment in Adults with Acute Bronchitis, Payments for Emergency
Department Visits, Payments for Outpatient Services. For DMPHSs 4 other measures
changed in the intended direction during PRIME for PRIME patients but this change
was similar to change for the comparison patients. These included 1.2.3.c. NQF 0034:
Colorectal Cancer Screening, 1.6.2. Breast Cancer Screening, 2.1.5 Cesarean Birth,
Payments for Outpatient Services.

The metrics with greater improvements corresponded to outcomes of systematic
redesign of primary care, improved delivery of preventive care, and care of high-risk
high-cost populations. Additional assessment of qualitative data indicated that the
improvements in metrics were likely explained by hospitals ability to achieve goals,
lower levels of difficulty, higher integration in routine of care, and higher rates of
sustainability of activities. Conversely, lack of improvements was frequently explained
by more unfinished activities and higher level of effort in addition to lower ratings of
achievement of goals and integration into routine care.

Assessment of overarching utilization and payment data provided definitive evidence of
reduced use of hospitalizations and ED visits as well as their associated payments. An
additional analysis of change in number of ED visits and hospitalizations by
race/ethnicity for DPHs indicated that Latinx patients may have experienced a greater
reduction than other groups under PRIME, indicating the possibility that PRIME may
have improved equity in these outcomes. Together, these findings suggest PRIME
helped achieve goals consistent with the Triple Aim components of better health and
lower costs.

Findings for Goal 4: Integrate Physical and Behavioral Health and
Coordinate Care for Vulnerable Populations

With a few exceptions, PRIME projects were inherently dependent on care coordination
and care integration for success in providing integrated high-quality care in the most
appropriate settings. Findings indicated that care coordination was a core component of
multiple PRIME projects and selected by 17 hospitals. Most information on care
coordination approaches was provided in Project 1.2 Ambulatory Care Redesign and
indicated use of care coordinators (18) and case managers (13) in many primary care
sites, regularly training and monitoring them.

Behavioral and physical health integration was an explicit goal of Project 1.1 Behavioral
Health Integration in which 22 participating PRIME hospitals identified behavioral health
needs and referred patients to behavioral health care providers. These activities were
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supported by integration of behavioral health data in EHRs, availability of clear referral
protocols and training providers and staff on how to use them, behavioral health specific
registries and staff that monitor and manage the care of patients with these conditions,
co-location of behavioral health and primary care providers in the same settings,
constructing multidisciplinary teams that meet regularly and jointly develop
individualized treatment plans, frequent quality improvement activities to promote
integration, and prioritizing behavioral health as an institutional goal with support and
buy-in for behavioral health integration by leadership and staff.

Findings for Goal 5: Transition Public Hospitals to Value-Based Care

PRIME moved participating hospitals towards value-based care using two strategies.
The first was to reimburse hospitals for participating in PRIME projects based on
attaining metric performance targets.

Hospitals reported on their progress in mid-year and year end reports, which included a
self-reported rate for metrics (achievement rates). DHCS assigned an achievement
value (AV) as an indication of the progress toward the target (see Interim Report PRIME
Funding and Payment Methodology for more information) and issued payments to
hospitals. AVs indicated the degree to which the hospital made progress toward
meeting pre-determined targets (range 0-1). The average AVs for P4R metrics
throughout PRIME for DPHs were 0.94-1.00 and for DMPHs were 0.81-1.00 (from the
Preliminary Summative Report). Average AVs were lower for P4P metrics for both
DPHs (0.76-0.92) and DMPHSs (0.60-0.77). The average AVs for pay for performance
(P4P) metrics were lower in later years of PRIME in part due to the increasingly higher
performance rate targets in each consecutive demonstration year. In DY 13 and later,
some metrics transitioned from P4R to P4P, and achievement values decreased for
these metrics. Greater success of DPHs AV attainment may have been due to
participation in previous quality improvement programs; more staffing resources and
expertise, data reporting capabilities, and EHR capabilities.

The second strategy used in PRIME to move hospitals were managed care contracts
with APMs. All 17 DPHSs reported at least one type of STC approved capitation contract
or other APMs in 2020. DPHs reported 1 contract with upside gainsharing, 1 with upside
gainsharing and downside risk and 8 contracts with condition-specific population-based
payments. The percentage of unique lives under APM arrangements increased by 8%
from 2018 to 2020 and by 13% from 2019 to 2020.
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Conclusions and Policy Implications

This Final Summative Evaluation Report incorporates the findings of two previous
reports. The previous evaluation reports provided evidence that hospitals developed
and enhanced needed infrastructure and instigated changes in care delivery processes
and showed success in achievement of metrics. In this report, ample evidence indicated
achievement of the overarching goals of PRIME, particularly success in reducing
hospitalizations and emergency department visits that were likely unnecessary, and an
overall reduction in Medi-Cal payments attributable to the program. The Final
Summative Evaluation Report provided evidence that the COVID-19 pandemic
disrupted implementation of PRIME projects but hospitals used innovation and
modifications to mitigate this disruption. The progress of PRIME has been integrated in
managed care value-based payments to public hospitals. The findings of this evaluation
highlight the importance of federal funding for initiating and promoting progress in
quality improvement projects and can be used to inform federal and state Medicaid
policies to promote better care, better health, and lower costs.
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Introduction

On December 30th, 2015 California received approval for an §1115 Medicaid “Medi-Cal
2020” Waiver. The waiver allowed DHCS to make specific changes to the State’s
Medicaid plan as approved by CMS. Medi-Cal 2020 included PRIME program. PRIME
hospitals expected to improve patient outcomes and be ready to successfully function
under risk-based APMs in the long term. PRIME requires hospitals to establish
performance baselines, achieve established targets for improvement, and evaluate the
success of quality improvement interventions on an ongoing basis. The guiding
principles and specific rules of the PRIME program are specified in the Special Terms
and Conditions (STCs).

PRIME Hospitals

Participating PRIME hospitals included Designated Public Hospital (DPH) systems and
the District/Municipal Public Hospitals (DMPH). DPHs include 12 county-owned and
operated hospital systems (DPH-county) and 5 University of California hospital systems
(DPH-UC). DMPHSs consist of 17 rural institutions designated as critical access hospitals
(DMPH CAH) and 20 other DMPHSs (non-CAH). Of these, 3 DMPHSs discontinued
PRIME participation by the end of the 5 year demonstration period. Additional
information is available in Appendix B. Project Selection and PRIME Hospital
Abbreviations.

Funding and Payment Methodology

Up to nearly $7.5 billion in total funding was available, with $3.7 billion available from
the federal government and the remaining from a combination of state contribution in
the form of administrative oversight and local funds provided by PRIME hospitals.
PRIME hospitals were required to report standardized performance metrics, the majority
of which were endorsed and specified by national organizations. PRIME also provided
the opportunity to develop innovative metrics when standard measures did not exist or
adequately assess a clinical condition in a project (Attachment Q). Metric payment
started with pay-for-reporting (P4R) and transitioned to P4P for nearly all metrics.
Hospitals submitted their PRIME program data biannually in reports to DHCS. DHCS
applied calculations specified in _Attachment |l to assign an Achievement Value (AV),
which determined the level of payment.

PRIME had additional opportunities for entities to reclaim unclaimed funds. The
Unearned Funds Pool provided a second opportunity to earn up to 90% of unearned
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funds by over-performing on other P4P metrics (demonstrated by exceeding an
unearned funds metric demonstration year target by 50% or greater). High Performance
Pools (distinct for DPMH and DPH) were available for hospitals that achieved =90th
percentile benchmark performance or 20% gap closure in the eligible metrics.

PRIME Evaluation

The UCLA Center for Health Policy Research (UCLA) was selected to evaluate PRIME.
UCLA developed the evaluation design and evaluation questions that were closely
aligned with project objectives defined in PRIME STC Attachment Q. The overall mixed
methods evaluation included analyses of quantitative and qualitative data for a
comprehensive assessment of program implementation and outcomes (PRIME
Evaluation Design).

PRIME Evaluation Conceptual Framework

The evaluation of PRIME was designed to assess the goals of PRIME using a conceptual
framework adapted from the Triple Aim: enhanced infrastructure, better care, better
health, and lower costs (Exhibit 2 of the PRIME Evaluation Design). The evaluation
conceptual framework highlighted how PRIME projects were expected to develop or
enhance the infrastructure needed to achieve PRIME goals, deliver better care by
improving the process of care delivery overall, achieve better outcomes for patients, and
promote efficiencies and reduce costs. PRIME Projects included objectives that can be
defined as process and outcome indicators. Process objectives indicate achievement of
changes in processes demonstrating successful implementation of Project activities.
Outcome objectives demonstrate (1) improvements in patient health that have
implications for efficiency and cost reduction and (2) improvements in efficiencies and
cost reduction directly. For example, Project 1.1 in Domain 1 was designed to increase
use of behavioral health screening tools (better care). Early identification and
intervention of behavioral health problems was expected to reduce emergency
department (ED) visits (better health, lower cost). These improvements were ultimately
expected to lead to PRIME hospitals that are efficient safety net providers that could
operate under alternative payment methods such as those employed by Medi-Cal
managed care plans (MCPs).

UCLA initially provided research questions and hypotheses for each PRIME project in
the PRIME Evaluation Design. These evaluation questions were closely aligned with
project objectives defined in PRIME STC Attachment Q. Specific questions were
developed using available data for a comprehensive assessment of the impact of each

PRIME Summative Evaluation
Introduction
36


https://www.dhcs.ca.gov/provgovpart/Documents/MC2020-AttachmentII-PRIME-Funding-Mechanics.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/MC2020_AttachmentQ_PRIMEProjectsMetrics.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/PRIMEFinalEvalDesign.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/PRIMEFinalEvalDesign.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/PRIMEFinalEvalDesign.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/PRIMEFinalEvalDesign.pdf
https://www.dhcs.ca.gov/provgovpart/Documents/MC2020_AttachmentQ_PRIMEProjectsMetrics.pdf

project. For the final evaluation, UCLA additionally developed 5 research questions that
corresponded to the 5 overarching PRIME goals.

Surveys, key informant interviews, and hospital reported data were used to assess the
process of implementation of each project at participating DPHs and DMPHs. Hospital-
reported metric rates, metric achievement values, and UCLA analyses of metrics using
a quasi-experimental methodology were used to assess the success of PRIME in
answering overall PRIME goals and project specific objectives.

Evaluation Reports

The evaluation findings are presented in 3 complementary reports including an_Interim
Evaluation Report prepared in August 2019, the Preliminary Summative report prepared
in August 2020 and approved for release February 2021, and this final report. The
Interim Evaluation included extensive data on PRIME implementation. The Preliminary
Summative report findings included extensive data on hospital reported metric
achievement rates. Findings from both reports are briefly summarized in this Final
Evaluation report for a comprehensive overview of the PRIME implementation and
outcomes.

Evaluation Data Sources and Analysis Methods

The evaluation of PRIME was completed using qualitative and quantitative data and
UCLA used different methods for analyzing each data source.

Qualitative Data Analysis Methods

UCLA conducted three surveys and one round of key informant interviews with
participating hospitals. UCLA also used the PRIME 5-year plans and biannual self-
reported narrative reports submitted to DHCS. These data were used in reporting on
infrastructure and processes of PRIME implementation.

Surveys

From April to May 2018, 52 hospitals completed an Interim Survey (17 DPHs, 19 DMPH
non-CAHs, 16 DMPH CAHSs) for the Interim Evaluation report. The questionnaire
included questions about health system capacity and overarching domains of PRIME
implementation that were answered by all hospitals, as well as project-specific
implementation questions were only answered by hospitals participating in the specific
PRIME projects. From January to May 2019, a follow-up questionnaire was
administered to stakeholders (n=48 responded). Hospitals were asked to respond with
regards to the timeframe during which they completed the interim survey (April to May
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2018). Follow-up questions focused on (1) primary and specialty care capacity and (2)
components of behavioral health integration. Core components were recommended by
DHCS as activities that hospitals could undertake to develop and implement the project.
“The core components promote standardization across the program, while allowing
participating PRIME entities to tailor program activities to meet local needs.”
(Attachment Q) The core components ranged from a single activity to a complex
combination of activities. Interim survey questions were designed to examine the
implementation of each project as defined in the core components. The survey allowed
hospitals to self-identify whether they were completing each component. Hospitals that
selected a core component may have implemented specific aspects rather than all
potential activities of a core component. Since the interim survey, hospitals may have
implemented or dropped activities under a core component.

A second comprehensive survey by UCLA (called "final survey" in the Preliminary
Summative Report) of participating PRIME hospitals was completed by April 2020. This
survey reflected active projects in DY 15 and examined synergies between PRIME
goals and hospitals’ mission and other ongoing initiatives, a self-assessment of
achievement of PRIME goals and scope of unfinished activities, sustainability of PRIME
following the end of the program, and hospitals’ perceptions of the impact of PRIME on
the Triple Aim.

For the Final Summative Evaluation, UCLA conducted a survey of PRIME hospitals to
assess the impact of COVID-19 pandemic on the last 6 months of PRIME. UCLA
surveyed hospitals on (1) the impact of the COVID-19 pandemic on PRIME
implementation and its sustainability and (2) whether the infrastructure and care
processes established under PRIME projects contributed to hospitals ability to respond
to the COVID-19 pandemic. Key informants from 50 participating PRIME hospitals (17
DPHs, 17 DMPH non-CAHs, 16 DMPH CAHSs) responded to the survey in October and
November 2020, excluding 1 DMPH non-CAH and 3 DMPH that were no longer
participating in the program as of DY15. All survey data were analyzed descriptively and
reported overall and by DPH and DMPH as needed.

Key Informant Interviews

To gain in-depth perspectives of PRIME implementation in the Interim Evaluation,
interviews were conducted with PRIME stakeholders and leadership with a purposive
sample of participating hospitals (n=23). From June to August 2018, interviews were
conducted with key informants from 17 DPHs, 5 DMPH non-CAHs (Antelope Valley,
Kaweah Delta, Palomar, Salinas Valley, Tri-City), and 1 DMPH CAH (Mammoth).
Interviews focused on the general impact of PRIME, the synergy of the selected
projects with existing projects and each other, leadership and staff buy-in,
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recommendations for ongoing implementation of the program, and clarification or
expansion upon topics noted in the survey. UCLA developed hospital-specific interview
questions based on the approved 5- year plans and survey responses. Additionally,
selected questions were asked in all the interviews. The content of interviews were
analyzed and used to contextualize the survey findings.

Self-Reported Data

UCLA also used the PRIME 5-year plans and self-reported year-end narrative reports
submitted to DHCS. The former described selection of PRIME projects and how
hospitals planned to implement them. The latter data included a brief summary of how
the data was collected, project metric achievement rates, as well as challenges and
successes in achievement of project metrics.

Metric specifications were largely from nationally recognized measures with
modifications to accommodate provider-level reporting, developed by DHCS, the
National Committee for Quality Assurance (NCQA), California Association of Public
Hospitals Safety Net Institute (SNI) and District Hospital Leadership Forum (DHLF), and
re-evaluated annually. DHCS issued trend-break notices when the metric changed
enough that it could not be compared to the prior rates. These data were reviewed by
DHCS for completeness and were used to determine payment based on assessment of
achievement values.

UCLA aggregated and analyzed the year-end reports for each demonstration year (DY,
Appendix G Exhibit 289). Data included the rate, as well as the numerator and
denominator used to calculate that rate for each metric. Unless otherwise noted, UCLA
calculated the weighted average for each metric by summing the numerators and the
denominators for all hospitals that reported data, and then divided the overall numerator
by the overall denominator. This process was repeated for each metric. Metrics were
designated as P4R or P4P in a given year, and this varied for DPHs and DMPHs.
Hospitals may not have reported data if they were working on Infrastructure Building
Milestones or had other constraints on data availability. In general, DMPHs did not
report data in DY 11. A detailed description of the methodology for the qualitative
analysis can be referenced in the Interim Evaluation Report (see Appendix C. Detailed
Survey and Interview Methodology).

Limitations

The qualitative data were subject to limitations associated with self-reported data, such
as potential biases in survey responses, changes in implementation over time that were
not captured or reflected in available data, or unknown or underlying variations in metric
calculation by hospitals. A more detailed discussion of the limitations of the qualitative
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analysis can be referenced in the Interim Evaluation Report (see Appendix C. Detailed
Survey and Interview Methodology).

Quantitative Analysis

The quantitative data utilized in this report included Medi-Cal enroliment and fee-for-
service and managed care claims and encounters from the Medi-Cal Management
Information System/Decision Support System (MIS/DSS) data warehouse. The data
included a minimum of two years of data during PRIME and patients were selected for
inclusion following the PRIME criteria for attribution of patients to DPHs and DMPHs.
Medi-Cal data included both fee-for-service and managed care encounter data. Dates of
service included in the claims ranged from July 2013-June 2020 (DY 9-DY 15), with
variation by cohort.

Data also included the California Department of Health Care Access and Information
(HCAI), formerly the Office of Statewide Health Planning and Development (OSHPD).
Patient discharge data included January 2014 to December 2019. HCAI data is reported
by calendar year, so the latter half of DY 15 was not available for this analysis.

UCLA analyzed Medi-Cal and HCAI data to construct PRIME metrics when feasible.
UCLA used the DY 15 Year End PRIME Reporting Manual for the Summative
evaluation, unless otherwise noted. This strategy excludes variations in metric values
due to changes in metric specifications over time and allowed for a systematic and
standardized assessment of PRIME outcomes. Subsequently, these metrics may not
fully align with the hospital self-reported metrics. In addition to PRIME metrics, UCLA
created additional measures to assess overall or project specific outcomes.

UCLA used descriptive and a quasi-experimental pre-post, intervention-comparison
group analytic design and DD methodology for analyses of Medi-Cal and HCAI data.
For analyses of the HCAI data, UCLA identified California hospitals with most similar
characteristics using HCAI financial and patient discharge data. For the analyses of
Medi-Cal data, UCLA constructed a comparison group using PRIME criteria (such as 2
or more visits) for attribution of patients to DPHs and DMPHSs and propensity score
modeling. For the DD analyses, UCLA used doubly robust models using propensity
scores. See Appendix C. Difference-in-Difference (DD) Data and Methodology for
further detail on these data and methods.

Limitations

The quantitative findings in this report were subject to data and methodology limitations
described in detail in Appendix C. Difference-in-Difference (DD) Data and Methodology.
Examples of data limitations included likely delays in submission Medi-Cal claims due to
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the COVID-19 pandemic, lack of comprehensive behavioral health claims, and lack of
complete baseline utilization data. Examples of methodology limitations included
significant differences in between PRIME specified metrics created by UCLA and those
reported by hospitals and challenges in identification of the comparison patients.

Characteristics of PRIME Hospitals

An assessment of variations in characteristics of PRIME hospitals was presented in the
Interim Evaluation Report released in August 2020. Data showed that DPHs were
generally large, tertiary or quaternary care institutions often located in highly populated
urban areas. DPHs included county-owned and operated hospitals and University of
California (UC) hospitals. The 12 county-owned and operated hospitals and had a payer
mix that was dominated by Medi-Cal and uninsured patients. In contrast, the 5 UC
hospitals had a payer mix dominated by insured patients and a more complex case mix
than the former group. DPHSs also had capacity for delivery of outpatient primary and
specialty care services. All DPHs had also participated in a prior California Section 1115
Waiver program, Delivery System Reform Incentive Payment (DSRIP), which was
closely aligned with several PRIME projects. Under DSRIP, DPHs made strides in
improved infrastructure and care processes in various areas, in addition to gaining
valuable expertise in reporting metrics and accountability for performance improvement.
PRIME required the participation of DPHs in six mandatory projects in Domains 1 and 2
but DMPHSs did not have this mandatory project requirement. This facilitated the
implementation of synergistic projects on system transformation and care of complex
patients by DPHSs.

In contrast, DMPHs consisted of smaller hospitals owned and operated by districts and
municipalities, most often in less densely populated or rural areas. In the final survey, 6
DMPHS reported having no primary care clinics and 12 had no specialty clinics (of the
33 DMPHs that completed the survey). Among all the DMPH hospitals, 17 were Critical
Access Hospitals (CAHSs), defined by having fewer general-acute care beds and located
in rural areas. Thus, the CAHs were smaller hospitals with more limited internal capacity
and lower case mix than the other DMPHs. DMPHs had not participated in other prior
Waiver programs and did not have the same experience as DPHs in performance
accountability. The level of prior experience was particularly important for the ability of
the hospitals to gather data and report on performance metrics. Three DMPHs
discontinued PRIME participation. Two of these discontinued DMPHs either closed or
suspended operations during PRIME, and the third DMPH became privately owned
during PRIME.
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PRIME Implementation Findings

An extensive assessment of each PRIME project and overall activities was conducted
and presented in the Interim Evaluation Report released in August 2020. This report
included a description of PRIME hospitals and the projects they selected under the
program, the infrastructure they developed to implement the planned activities, and the
processes they followed subsequently as of May 2019. The Interim Evaluation Report
indicated progress in infrastructure and care processes.

System-Wide Infrastructure Development

The data showed that PRIME hospitals developed or enhanced their infrastructure
system-wide and for specific projects during PRIME, building on their past progress in
various areas. Available data indicated system-wide advances in developing
administrative capacity and personnel; improving EHR content and functioning;
expanding use of tools such as registries and telehealth to manage patients and
increase access; increasing capacity through formalized working relationships with
external providers; and building on synergies with other initiatives and programs that
were concurrently implemented (e.g. Whole Person Care).

System-wide efforts in PRIME implementation included promoting change in
organizational culture and function by training and organizing providers in teams and
expanding capacity to deliver collaborative team-based care. Assessment of these
processes indicated accelerated efforts in training and organizing providers in teams
and engaging all stakeholders including providers, clinical and administrative staff, and
senior leadership in the process. The majority of hospitals also engaged in multiple
quality improvement collaboratives and used rapid cycle improvement exercises to
implement various projects. In addition, about a third of hospitals developed new
capacity to address racial/ethnic, language, sexual orientation, and gender identity
disparities and promoted systematic physical and behavioral health screening during
PRIME.

System-Wide Implementation Processes

PRIME implementation was guided by a series of core components per project that
proposed the development of infrastructure and activities to be undertaken to implement
projects. The analyses of data showed that hospitals nearly always followed these core
components and that many hospitals had begun work on these components prior to
PRIME. The actual activities hospitals engaged in depended on whether they had
begun working on a given project prior to PRIME and the progress they had made when
PRIME started.
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The assessment of data and metric challenges and the solutions devised to address
them consistently showed the same themes across all projects. Hospitals consistently
reported a lack of adequate IT infrastructure, variations in documentation by providers
and staff in different departments, variations in care processes within departments, and
departmental silos that prevented collaboration as a barrier to success. But they also
reported addressing these challenges by developing IT and workarounds; standardizing
data collection tools and training providers; and promoting provider engagement and
cross-departmental collaboration. Hospitals also reported the volume of metrics,
simultaneous implementation of projects, and concerns over whether metrics
adequately reflected hospital efforts as other general barriers.

Progress in Project Activities by the End of PRIME

An assessment of the progress of hospitals by the end of PRIME was presented in the
Preliminary Summative Evaluation Report completed in August 2020. This progress
was measured by assessing completion of planned activities and description of
unachieved activities in a survey implemented from February to April 2020.

Hospitals rated the extent to which they achieved the goals and activities of PRIME
projects in which they participated on a scale that ranged from 1 (achievement of no
goals) to 10 (achievement of all goals). DPH scores ranged from a low of 7.0 for Project
1.7 Obesity Prevention and Healthier Foods Initiative (Healthier Foods) to a high of 9.4
for Project 3.2 Resource Stewardship: High-Cost Imaging (High-Cost Imaging). Among
the projects that were required for DPHs (Project 1.1-1.3 and 2.1-2.3), the lowest
achievement score was 7.7 for Project 1.3 Ambulatory Care Redesign: Specialty Care
(Specialty Care Redesign) to 8.3 for Project 2.3 CCM for High-Risk Populations. DMPH
non-CAHs ratings of achievement of their selected projects ranged from a low of 6.9 for
2.2 Care Transitions to a high of 9.5 for Project 3.3 Resource Stewardship: Therapies
Involving High Cost Pharmaceuticals (High-Cost Pharmaceuticals). The DMPH CAHs
achievement rates for selected projects ranged from a low of 6.0 for Project 1.5 Million
Hearts to a high of 10.0 for Project 1.7 Healthier Foods.

Hospitals were asked to report, through open-ended response, up to 5 specific PRIME
unfinished activities that they intended to implement during PRIME, but had not fully
implemented. Data showed variations by hospital type. Approximately 70% of the
hospitals (36 of the 51 surveyed) reported any unfinished activities, for a total 104. Most
activities related to Projects 1.1 Behavioral Health Integration (15), 1.2 Primary Care
Redesign (31), 1.3 Specialty Care Redesign (17), and 2.2 Care Transitions (13). Also, 6
hospitals noted 11 overarching unfinished activities, such as further improvements in
data infrastructure and increasing their quality improvement workforce. Unfinished
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activities were grouped into infrastructure and process, and data showed variations by
hospital type. The majority of unfinished activities related to Project 1.1 were reported
by DPHs (13), which included a mix of infrastructure (6) and process-related (7)
activities. lllustrative examples of unfinished infrastructure activities included developing
registries and partnerships. Examples of unfinished process activities included
increasing SBIRT and cancer screening (i.e. colonoscopy), collecting REAL/SOGI data,
and expanding the use of specialty telehealth visits.

Level of Effort and Difficulty of PRIME Implementation

An indicator of project implementation was the level of effort, financial investment, and
difficulty. In the Interim Evaluation Report, hospitals reported they spent more effort
engaging stakeholders, identifying resources, and training staff and comparatively less
effort towards personnel reorganization and modifications to projects and metrics. The
overall level of effort was similarly high for all projects, but the overall level of difficulty
was more frequently high for DMPHSs, particularly DMPH CAHs, across most projects.

In the Preliminary Summative Evaluation Report, hospitals rated the levels of staff effort,
financial investment, and difficulty of PRIME Projects (from low of 1 to high of 5).
Ratings of staff effort ranged from a low of 3.5 for Project 2.5 Transition to Integrated
Care: Post Incarceration (Post Incarceration) and as high as 4.8 for Project 2.4
Integrated Health Home for Foster Children (Foster Children Health Homes), with
multiple projects with high scores of 4.5 such as Project 1.1 Behavioral Health
Integration, Project 1.6 Cancer Screening and Follow-up, and Project 2.7 Advance Care
Planning.

The examination of ratings of financial investment was somewhat lower, ranging from a
low of 2.9 for Projects 2.6 Pain Management and Project 3.3 High-Cost
Pharmaceuticals to a high of 4.0 for Project 1.1 Behavioral Health Integration and
Project 2.5 Post Incarceration. The ratings of level of difficulty ranged from a low of 3.4
for Project 3.2 High-Cost Imaging and a high of 4.5 for both Project 2.4 Foster Children
Health Homes and Project 2.5 Post-Incarceration Care. Hospitals noted that the most
important factors to their success in implementing PRIME projects were the high
prioritization of PRIME by senior leadership and the integration of PRIME into their
organization’s strategic mission.
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Hospital Perceptions of Overall Impact of PRIME

In the Preliminary Summative Evaluation Report, hospitals’ perceptions of the overall
impact of PRIME was assessed by examining the impact on organizational capacity,
managed care contracts, Triple Aim: enhanced infrastructure; better care; better health;
and lower costs, promoting collaborations, and unexpected consequences. Ratings
were reported on a scale of 1 (very low) to 5 (very high).

Hospitals reported the highest impact of PRIME to be on their data collection (4.1),
analytics (4.0), and reporting capacity (4.0). The lowest impact was their ability to
participate in risk-based contracts (2.5). To prepare hospitals to participate in value-
based payment (VBP) models, DPHs were required to have assigned enrollees under
one or more contracts with Medi-Cal MCP. All DPHs and the great majority of DMPHs
reported having at least 1 contract with a Medi-Cal MCP during PRIME with assigned
enrollees. The average number of contracts was highest for DMPH non-CAHs (2.5) and
lowest for DPH County hospitals (1.6) and DMPH CAHs (1.6). This variation was likely
influenced by the number of MCPs operating in each county. The average number of
Medi-Cal MCP enrollees was highest within DPH County hospitals, totaling to over
631,000 enrollees. As a whole, DPH and DMPH hospitals reported a total of over
788,000 Medi-Cal MCP enrollees within their PRIME-eligible population (DPH: 671,000;
DMPH: 127,000 (reported in the survey).

The perceived impact of PRIME on the Triple Aim was examined for each domain.
Hospitals perceived that the highest impact of PRIME was on the quality of care in all 3
domains (4.3), followed by patient health outcomes (4.1 for Domains 1 and 2, and 3.8
for Domain 3), and cost containment (3.2 for Domain 1, 3.3 for Domain 2, and 3.5 for
Domain 3). Methods for assessing PRIME’s impact varied. Direct measurement of
metrics was the most common method for assessing the quality of care (82%) and
patient health outcomes (80%). But, anecdotal and other observations were most
common for cost-containment and efficiency (47%).

Hospitals rated the highest impact of PRIME as 4.0 for improving internal collaboration
between clinical staff and data analytics staff and 3.3 and 3.2 for improving external
collaborations, such as the California Department of Health Care Services, California
Association of Public Hospitals, and Safety Net Institute.

Hospitals were asked to report if there were unexpected consequences implementing
PRIME. Some (20) hospitals reported unexpected adverse consequences, with the
most common (10) being provider and staff resistance, burden, or burnout. In contrast,
38 hospitals reported multiple unexpected values of implementing PRIME, with the most
common being driving the engagement of providers and staff in opportunities for training
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and leadership in quality improvement (12), and promoting data-driven quality
improvement within the organization (9).

PRIME Synergies with Other Programs

PRIME was one of several Medi-Cal 2020 Waiver demonstrations. The PRIME Interim
Report discusses hospital perspectives of potential synergies between PRIME and two
other demonstration programs, the Global Payment Program (GPP) and the Whole
Person Care (WPC) demonstration. Additionally, the interim report discusses DPHSs’
perspectives of synergies between PRIME and the Quality Incentive Pool (QIP)
Program, a managed care Directed Payment Program implemented by DHCS that
involves payment redesign. The implementation timeline for these programs is
highlighted in Exhibit 2.

Exhibit 2: Timeline for PRIME, GPP, QIP, and WPC

PRIME DY 11 PRIME DY 12 PRIME DY 13 PRIME DY 14 PRIME DY 15

July 2015
GPP payment began January 2017
(service date) WPC Enroliinent Began July 2020
S QIP - DMPHs began participation
// \
September 2016 . September 2017
January 2016 PRIME DPH reporting began " PRIME DMPH metric reporting began
Medi-Cal 2020 A
Effective Start Date July 2017
QIP Implemented for DPHs
January 2016
PRIME began July 2017

PRIME DMPH Infrastructure Projects
Scheduled to be Completed

Notes: Global Payment Program (GPP), Whole Person Care (WPC), and Quality
Incentive Program (QIP)

This chapter briefly describes each program, structural synergies between programs,
and a summary of synergies described by hospitals in evaluation reports. Data used for
this assessment included Medi-Cal 2020 STCs, GPP Final Evaluation,and WPC
Interim Report.
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Quality Incentive Pool (QIP) Program

In 2017, California created the QIP Program for the 17 DPHs, a managed care
directed payment program allowable under 42 Code of Federal Regulations 438.6(c).
The State directs Medi-Cal MCPs to make QIP payments to QIP Entities. In the first
three years of QIP, only DPHs participated in QIP. The DMPHSs did not participate in
QIP until after PRIME ended in July 2020.

Similar to PRIME, QIP tied incentive payments to performance on clinical quality
measures. In the first three years of QIP, DPHs’ designated performance measures
were organized into four strategic categories: primary care, specialty care, inpatient
care, and resource utilization. The QIP measures did not directly overlap with any of
the quality measures used in PRIME, to avoid duplication of payment for the same
measure and to provide broad coverage of clinical areas. Like PRIME, QIP aimed to
promote access to care, value-based payments, and tie funding to quality outcomes.

Although there were many similar aims between PRIME and QIP that enabled
synergies, QIP built on the progress made under PRIME and advanced the alignment
of State, MCP, and hospital system goals. QIP increasingly aligned program
measures with those under which the managed care plans are held accountable. In
PRIME, a robust number of managed care assigned lives was not essential to
demonstrate metric performance and earn performance payments, whereas in QIP
the majority of measures exclusively used managed care assigned lives for the
measure target population. Additionally, PRIME measures had a generous pay-for-
reporting allowance that progressed to pay-for-performance over the five years as
data infrastructure became more sophisticated. QIP measures were exclusively pay-
for-performance starting in the second program year.

QIP is in the fifth program year and the DMPHs who participated in PRIME are
included in the QIP program. Without their participation in PRIME and the
infrastructure-building period PRIME allowed, many of them would not be prepared to
participate in data-driven quality incentive programs like QIP. QIP continues to build
on the data and quality infrastructure established under PRIME and goes beyond
PRIME by further aligning State, MCP, and hospital system goals.
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Whole Person Care

WPC was designed to coordinate the medical, behavioral, and social service needs of
Medi-Cal enrollees who are high utilizers of services, improve their health, and reduce
costs. High utilizers were defined as those who were high utilizers of avoidable
emergency department, hospitals, or nursing facilities; had two or more chronic physical
conditions; had severe mental iliness and/or substance use disorders; were
experiencing homelessness or were at-risk-of-nomelessness; and were recently
released from institutions, including jail or prison. WPC was led by county entities, which
were primarily departments of health care services or public health in 27 California
counties. Of these, 12 were counties with DPHs and 15 other counties without a DPH.
All County DPHs participated in WPC, with three DPHs (Kern Medical Center,
Arrowhead Regional Medical Center, and Santa Clara Valley Health and Hospital
System) acting as the lead entity implementing the WPC pilot in those counties and
approximately 10 other hospitals, including 2 DPH UCs, and 8 DMPHSs that were
contracted partners and provided WPC services. Each WPC pilot defined eligible
beneficiaries, conducted outreach, and enrolled them in WPC. Teams organized by
pilots coordinated care for all enrollees and provided housing support services when
needed. Some pilots also provided additional services such as respite or sobering
center stays as well as linkages to social service providers to obtain other benefits or
jobs. Pilots were reimbursed for WPC services and had the option of selecting pay-for-
outcome incentives for a small number of metrics.

The above summary of the WPC program highlights differences with PRIME design and
implementation process. WPC was narrowly focused on a subgroup of Medi-Cal
managed care patients while PRIME population was inclusive of patients touched by
participating hospitals, including those who were without insurance or had other forms
of insurance. WPC focused on delivery of a narrow range of services that were not part
of Medi-Cal benefits and PRIME focused on improving the quality of and delivery of a
broad range of services that were Medi-Cal benefits. WPC pilots were primarily
reimbursed for provision of WPC services with a limited emphasis on accountability for
outcomes. PRIME hospitals received payments for progress toward metric targets.

Despite these differences, there were synergies in implementation of the two programs.
In the Interim WPC report, 11 pilots reported synergies between WPC and PRIME
included working with high-need Medi-Cal beneficiaries, collection of advanced data,
integration of electronics systems, and a number of similar metrics, provision of case
management services. WPC pilots in Contra Costa and Santa Clara coordinated their
activities across these waiver programs by establishing leadership teams to strategize
and leverage resources. Some other DPHs reported that the high level of effort in
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development and operations of these projects simultaneously led to challenges in
collaboration. In the PRIME interim report, hospitals described synergies to include a
focus on high utilizer populations (such as Domain 2, Targeted High Risk or High Cost
Populations), meetings and other collaborations between various waiver program teams
to share best practices and reduce silos, and promoting similar workflow and metric
standardizations across programs.

The Global Payment Program (GPP)

GPP was designed to combine uncompensated care funding streams (Disproportionate
Share Hospital and Safety Net Care Pool) into a single payment program for County
DPHs' delivery of uncompensated services. GPP increased the flexibility of federal
funding to shift DPHs away from emergency and acute services towards preventive and
primary care services, including non-traditional services, such as phone visits, group
visits, telemedicine, and other electronic consultations.

DPHs earned points by providing specific types of services, and points counted toward
a target threshold. Hospitals were paid based on the number of accrued points relative
to the threshold. The payment amount was based on an annual "global budget" that a
hospital could earn. Services were categorized into a tier and group and assigned point
values. Service groups included traditional provider-based, face-to-face outpatient
encounters; other non-traditional provider, groups, prevention/wellness, face-to-face;
technology-based outpatient; and inpatient. Relative values shifted during the program
toward primary and preventive services.

The above summary of GPP highlights differences with PRIME. GPP focused on
uninsured patients who received care at DPHSs, while the PRIME population was
inclusive of all DPH patients with 2 or more primary care visits in a given year, in
addition to managed care assigned lives. Furthermore, DMPH and DPH UC hospitals
could participate in PRIME. Both GPP and PRIME intended to reduce costs, but GPP
specifically sought to change the distribution of care away from acute care and towards
lower-cost outpatient services. GPP used a global budget to control costs, while PRIME
used pay-for-reporting and pay-for-performance to promote performance metrics in
projects that targeted specific areas of care.

The GPP evaluation report indicated that the program led to an increase in the number
of uninsured served and incentivized outpatient care, which may have increased the
number of PRIME patients with 2 or more primary care visits. Hospitals reported that the
greater predictability of the global budgets supported investments in primary care

PRIME Summative Evaluation
PRIME Synergies with Other Programs
49


https://www.dhcs.ca.gov/provgovpart/Pages/GlobalPaymentProgram.aspx
https://www.dhcs.ca.gov/provgovpart/Documents/GPP/GPP-Final-Evaluation-Report-6.18.19.pdf

delivery reform, which may have supported PRIME infrastructure and implementation,
such as improving capacity for care coordination and telehealth.

Other Medi-Cal 2020 Waiver Programs

In addition to the programs above, the Waiver programs or efforts included Access
Assessment, Drug Medi-Cal Organized Delivery System (DMC-ODS), Dental
Transformation Initiative (DTI), California Children’s Services Demonstration Project
(CCS), and Coordinated Care Initiative (CCI). Among these, DMC-ODS and DTI were
largest. DMC-ODS was intended to organize SUD care for patients with SUD and
improve quality, access, and care coordination and integration. The program was
implemented by 37 counties in California, many of which were home to participating
PRIME hospitals. DMC-ODS was likely to have synergies with PRIME Project 1.1 to the
degree that PRIME hospitals provided SUD care to the subset of patients with SUD and
because the goal of both interventions were to promote care integration. However, the
scope of this synergy is not known.

DTI was focused on increased delivery of use of preventive dental services to children
to prevent and treat early childhood caries and increase continuity of care. DTI had four
domains implemented in multiple counties, but the program interventions had limited
synergies with PRIME projects. Other Waiver efforts such as CCl and CCS were also
focused on integrating specific populations such as dually eligible and children with
special health care needs in managed care and had synergies with PRIME Projects
Project 2.4 in relation to CCS and 2.7 in relation to CCl in increasing Medi-Cal APM
participation.
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Quality Improvement Activities

PRIME included a learning collaborative component (PRIMEd) to promote peer-to-peer
learning and system transformation. DHCS contracted with Aurrera Health Group
(formerly Harbage Consulting) to host learning collaboratives to support participating
hospitals as they implemented PRIME projects. Five annual PRIMEd conferences,
occasional regional meetings and semiannual meetings, and periodic webinars were
held on overarching PRIME implementation issues, principles of quality improvement,
and timely topics such as telehealth during the COVID-19 pandemic.

Topic-specific Learning Collaboratives (TLCs) were also convened starting in DY 13 to
focus on the implementation of specific PRIME projects. Six TLCs continued into DY 15,
including Behavioral Health, Health Disparities, Maternal and Infant Health, Health
Homes for Foster Children, Care Transitions, and Tobacco Cessation.

PRIME hospitals received further technical assistance from other entities and learning
collaboratives such as the Safety Net Institute (SNI), the California Association of Public
Hospitals (CAPH), District Hospital Leadership Forum (DHLF), and the California
Maternal Quality Care Collaborative (CMQCC). Support included webinars,
presentations in the annual conferences, and metric-related support. Further detail on
quality improvement activities under PRIME can be found in Appendix E: Quality
Improvement Activities and PRIME Topic-Specific Learning Collaboratives in DY 14-DY
15.
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PRIME and COVID-19

The first reports of COVID-19 in the United States occurred in January 2020, during the
last 6 months of PRIME. In this chapter, UCLA examines the impact of the pandemic on
the last year of PRIME implementation. The progress of the pandemic in California was
examined using data on COVID-19 cases from the LA Times and hospitalizations from
the California Department of Public Health from April 2020, when such data was first
available, through June 2020, the last month of PRIME. Data reported by individual
counties were added together to get total cases and hospitalizations for California.

UCLA also surveyed hospitals on (1) the impact of the COVID-19 pandemic on PRIME
implementation and its sustainability and (2) whether the infrastructure and care
processes established under PRIME projects contributed to hospitals ability to respond to
the COVID-19 pandemic. Key informants from 50 participating PRIME hospitals (17
DPHs, 17 DMPH non-CAHs, 16 DMPH CAHSs) responded to the survey in October and
November 2020, excluding 1 DMPH non-CAH and 3 others that were no longer
participating in the program as of DY 15 (Appendix Exhibit 95). Hospitals were asked to
rate their perceived impacts on a scale of 0-10 and the results were reported across all
participating hospitals and by hospital type as appropriate. Responses to open-ended
questions were analyzed qualitatively in order to identify emerging themes.

Early Progression of COVID-19 Pandemic in California

The number of COVID-19 cases steadily increased from April to June 2020, with 236,139
COVID-19 cases reported in California by the end of June. The number of new daily
cases was under 3,000 a day through April and May, and by late June, there were
multiple days with nearly 8,000 cases (data not shown; cumulative cases shown in
Exhibit 3). During this time, COVID-19 hospitalizations were nearly 3,500 in late April but
reached over 5,000 by end of June (Exhibit 4), indicating an increasing burden of disease
and declining hospital capacity. COVID-19 related deaths illustrate disease severity and
demand on hospital resources.
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Exhibit 3: Cumulative COVID-19 Cases, April 2020 through June 2020, California
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Exhibit 4: Daily COVID-19 Hospitalizations, April 2020 through June 2020, California
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Source: Daily COVID-19 cases reported from April 1, 2020 to June 30, 2020 through the
LA Times. Daily COVID-19 hospitalizations reported from April 1, 2020 to June 30, 2020
to the California Department of Public Health. Data reported by individual counties were
added together to get total cases and hospitalizations for California.
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Exhibit 5 displays the average number of daily COVID-19 hospitalizations in June 2020 in
counties where PRIME hospitals were located. The highest tier of daily hospitalizations
(367 to 1,513) was in Orange and Los Angeles counties where 4 PRIME hospitals (3
DPH and 1 DMPH non-CAH) were located. The second highest tier of hospitalizations
(100 to 366) were in San Bernardino, Riverside, and San Diego counties with 9 PRIME
hospitals (3 DPH, 4 DMPH non-CAH, 2 DMPH CAH). There was less than 1 average
daily COVID-19 hospitalization reported in 19 counties where 11 PRIME hospitals (1
DMPH non-CAH and 10 DMPH CAH) were located.

Exhibit 5: Average Number of Daily COVID-19 Hospitalizations in June 2020, by County
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Source: Daily COVID-19 hospitalizations reported from June 1, 2020 to June 30, 2020
from the California Department of Public Health. Data was not available for Alpine and

Sierra counties.
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Overall Impact of COVID-19 Pandemic on PRIME Implementation

UCLA examined via survey responses the impact of the COVID-19 pandemic on the
implementation of PRIME activities in four main categories: (1) PRIME operations, (2)
outpatient care processes, (3) care for acute conditions, and (4) improving health
outcomes. Hospitals rated the impact of the COVID-19 pandemic on their ability to
implement PRIME activities on a scale from 0 (not at all impacted) to 10 (extremely
impacted).

Among PRIME operations, hospitals rated the highest impact of COVID-19 to be on
ability to work with external partners (Exhibit 6, average rating 6.2), followed by hospital
reimbursement (6.0). Among outpatient care processes, hospitals reported the highest
impact on their ability to conduct cancer screening and follow-up (7.6) and provide
specialty care visits (7.3). Under care for acute conditions, the highest rating was for
inpatient care (6.4) and under improving health outcomes, the highest rating was for
meet outcome-related PRIME metrics (7.0). Overall, the greatest impacts were reported
for outpatient and acute service delivery and their subsequent impact on reporting and
improving outcomes.
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Exhibit 6: Hospital Ratings of Impact of COVID-19 on PRIME Implementation
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Note: Sample included 50 participating PRIME hospitals. One participating DMPH non-
CAH hospital did not respond to the survey.

Further examination of these ratings by hospital type indicated some underlying
differences (Appendix A: Selected PRIME Evaluation COVID-19 Survey Results). For
example, for PRIME operations, DPHs reported the highest impact was on hospital
reimbursement (6.8), and both DMPH groups reported the highest impact was on
working with external partners (7.0 for DMPH non-CAHs and 6.0 for DMPH CAHSs). For
outpatient care processes, DPHs reported the highest impact was on providing cancer
screening and follow-up (8.1), while DMPH non-CAHs identified behavioral health
screening and follow-up (7.6) and DMPH CAHs identified providing specialty care visits
(7.3) as being the most impacted.

Hospitals elaborated on how COVID-19 negatively impacted PRIME implementation
(Appendix A Exhibit 96). Multiple responses highlighted a general reduction in health
care utilization resulting from shelter-in-place orders and cancellation of elective or
preventive services, although some noted an increase in demand for behavioral health
services or other services to meet health needs resulting from delayed or foregone care.
Another category of negative impacts stemmed from the responses reflecting the need to
reassign staff and shift care priorities due to the pandemic, which undermined the
capacity to implement PRIME activities. A third category of responses highlighted the
negative impact the pandemic had on hospital financing and quality of care.

Despite the negative impacts of the pandemic on PRIME implementation, hospitals
described ways in which they innovated and adapted to these challenges (Appendix A
Exhibit 97). These included efforts to provide health care through electronic platforms,
increased use of data infrastructure and communication tools, and modifications to care
protocols and quality maintenance.
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Hospitals also rated the impact of COVID-19 on sustainability of PRIME activities after
the end of the program on a scale from -5 (greatly reduced) to 0 (no impact) to 5 (greatly
improved; Exhibit 7). Responses varied by all hospital types. However, DPH UC hospitals
reported no impact of the pandemic on the sustainability of PRIME activities on average.
But DPH County hospitals (-1.8), DMPH non-CAHs (-0.05), and DMPH CAHSs (-1.1)
reported varying ratings of reductions in sustainability on average.

Exhibit 7: Hospital Ratings of Impact of COVID-19 on Sustainability of PRIME, by
Hospital Type
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Source: UCLA analysis of the COVID-19 Survey, October to November 2020.
Notes: Sample included 50 participating PRIME hospitals. One participating DMPH non-
CAH hospital did not respond to the survey.

Hospitals were asked to elaborate on how COVID-19 had affected the sustainability of
PRIME activities (Appendix A Exhibit 98). Overall, 29 hospitals reported that COVID-19
had reduced the sustainability of PRIME. Among those hospitals, reduced staffing
resources and a more limited ability to deliver needed services during the pandemic led
to a reassessment of how best to approach care delivery for metrics in another ongoing
pay-for-performance program, QIP. Among 13 hospitals that reported no impact, some
noted that PRIME processes were already embedded in standard workflows and thus
more resistant to the impact of COVID-19. Of the 8 hospitals reporting that COVID-19
improved the sustainability of PRIME activities, hospitals discussed how the development
of data infrastructure, collaborative care approaches, and the ability to provide care

PRIME Summative Evaluation
PRIME and COVID-19
58



virtually as a result of COVID-19 had created lasting improvements in their ability to
provide care going forward.

Contributions of PRIME to COVID-19 Response

Hospitals were asked to reflect on whether and how implementing PRIME contributed to
their ability to respond to COVID-19. Hospitals assessed the extent of the contribution of
each PRIME project by rating whether they promoted or improved their response to
COVID-19 from 0 (no improvement) to 10 (very great improvement). Among all PRIME
hospitals, the projects rated as driving the most improvement in the response to COVID-
19 were Projects 1.1 Behavioral Health Integration (5.1), 1.2 Primary Care Redesign
(4.9), 1.3 Specialty Care Redesign (5.2), and 2.3 Complex Case Management for High-
Risk Populations (5.3, Exhibit 8). Hospitals reported the lowest improvement of their
COVID-19 response as a result of Projects 3.3 High-Cost Pharmaceuticals (1.4) and 3.4
Blood Products (1.1).

Exhibit 8: Hospital Ratings of Impact of PRIME Projects on COVID-19 Response
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Source: UCLA analysis of the COVID-19 Survey, October to November 2020.

Note: Sample included 49 participating PRIME hospitals in July 2020. One participating
DMPH non-CAH hospital did not respond to the survey. Responses from 1 hospital were
excluded due inconsistency in responses. CCM: complex case management. N’s
represent the number of hospitals participating in projects at the time of data collection.

Further examination of these ratings by hospital type revealed numerous differences
(Appendix A: Selected PRIME Evaluation COVID-19 Survey Results). For example,
ratings of the most improvements by DPHs were for Projects 1.7 Healthier Foods (5.7)
and 2.5 Post-Incarceration Care (5.5). Among DMPH CAHSs, Projects 1.1 Behavioral
Health Integration (7.0), 2.3 Complex Case Management for High-Risk Populations (7.0),
and 3.3 High-Cost Pharmaceuticals (8.0) had the had the most improvements. DMPH
CAHs also reported high impact of Project 1.1 Behavioral Health Integration (7.4) on their
ability to respond to COVID-19.

Hospitals provided examples of ways in which implementing specific PRIME projects
aided their COVID-19 response (Appendix A Exhibit 99). The responses indicated that
developing specific infrastructure and care process under different projects provided the
ability to address patient conditions that may have exacerbated COVID-19 or its
consequences. For example, establishing team-based care as part of Projects 1.1 and
1.2 contributed to ability to adapt to virtual care delivery. In addition, increased capacity
for data reporting and tracking population health metrics in projects 1.3 and 2.1 promoted
coordinating care for COVID-19 patients.
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Hospitals also rated the overall contribution of infrastructure and care processes
established under PRIME in their COVID-19 response, with the highest impact attributed
to implementing systems for provider-patient communication (6.4) and processes for
facilitating care management for high-risk populations (5.1; Exhibit 9). Hospitals reported
lower impact for patient demographics (2.5) and PRIME-related learning collaboratives
(2.4), in which participation was disrupted during the pandemic.

Exhibit 9: Hospital Ratings of Impact of PRIME Infrastructure and Processes on COVID-
19 Response
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Source: UCLA analysis of the COVID-19 Survey, October to November 2020.
Note: Sample included 50 participating PRIME hospitals. One patrticipating DMPH non-
CAH hospital did not respond to the survey.

Further examination of the impact of PRIME infrastructure on COVID-19 response
showed variation by hospital type (Appendix A Exhibit 106 to Exhibit 108). For example,
DPHs gave the highest rating to data infrastructure and the lowest rating to PRIME-
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related learning collaboratives. In contrast, DMPH non-CAH and CAHs gave the highest
ratings to systems for inter-provider and provider-patient communication.

Selected illustrative quotes for each aspect of PRIME infrastructure are provided in
Appendix A Exhibit 100. For example, hospitals discussed their ability to leverage
interoperability of electronic health record and other capabilities developed or expanded
under PRIME to share data and track infections by REAL/SOGI and other patient
characteristics. In addition, hospitals reported that they leveraged PRIME staff and health
information technology implemented during PRIME (e.g., communication systems,
registries) in promoting continuity of care and outreach during the pandemic.

Assessing the impact of developing PRIME processes on the response to COVID-19 by
hospital type revealed numerous similarities. Processes for facilitating care management
for high-risk populations were rated as having among the highest impact on improving
the response to COVID-19 across hospital types. Among DMPH non-CAHs, processes
for coordinating care transitions were also rated as providing the highest impact on
improving the response to COVID-19. DMPH non-CAHs and DMPH CAHs reported low
impact of collecting data on patient demographics on their COVID-19 response.

Prominent examples and exemplary quotes illustrating the impact of implementing
PRIME processes on improving the response to COVID-19 are presented in Appendix A
Exhibit 101. For example, hospitals described workflows developed during PRIME that
allowed for ongoing care management for high-risk populations during the pandemic,
coordinate ongoing care for other health conditions, and coordinate care transitions. In
addition, some hospitals noted that systematic collection of patient demographics spurred
by PRIME allowed for the identification of disparities related to COVID-19 by specific
patient characteristics (e.g., race/ethnicity, age, gender).

Impact of COVID-19 Pandemic on PRIME Patients

UCLA assessed the potential impact of the COVID-19 pandemic using Medi-Cal claims
data for PRIME patients. The proportion of PRIME patients th