
eAppendix A. Methodological Details 

Data 
Collection 

We used Medicare Enrollment Database and claims data accessed through 
the Virtual Research Data Center at CMS. Zip code poverty rates were merged 
from the American Community Survey Zip Code Characteristics. 

We collected data for Medicare FFS beneficiaries discharged from AGH or 
PRMC during the study period. The postintervention cohort included 
beneficiaries whose enrollment or pseudo-enrollment dates were from 
February 1, 2013, to May 31, 2015, and the preintervention cohort included 
beneficiaries whose enrollment or pseudo-enrollment dates were from July 1, 
2011, to June 30, 2012.  

We limited patients in the study to those continuously enrolled in FFS 
Medicare for the 4 quarters before their discharge to ensure a complete claims 
history to use in matching treatment to comparison patients. Furthermore, each 
Medicare beneficiary had to be alive and insured by Medicare FFS Part A and 
B after discharge to be included in the analytic sample. Patients were included 
in the pre- or postintervention cohort at most once. See eAppendix B for 
sample sizes. 

The treatment group included 25 patients who were enrolled in the other 
major component of AGH’s patient-centered medical home program—care 
coordination for participants with chronic conditions. Results were similar 
when we excluded data for these beneficiaries from the impact analysis, 
suggesting that the care coordination component was not a major factor in our 
findings. 

Allocation To be allocated to the treatment group, patients had to 1) be discharged 
from AGH and 2) be an AGH patient. We identified AGH patients as those 
who had their most recent primary care visit with an AGH provider (we 
received the list of providers from AGH) or who had the plurality of their 
primary care visits in the past 2 years with an AGH provider. The remaining 
patients were allocated to the potential comparison group; this included 
patients 1) discharged from PRMC or 2) discharged from AGH but not 
attributed to an AGH provider. See eAppendix B for sample sizes. 

These claims-based allocation rules used to define the 2 treatment groups 
represent an “intent-to-treat” analysis. That is, the analysis presumes that the 
hospital recruited, or intended to recruit, all the patients in the postintervention 
treatment group. This approach has 2 advantages over an alternative definition 
that includes only those who actually enrolled in the care transitions 
component of AGH’s program. First, because AGH targeted any patients 
discharged from AGH with an AGH PCP, this definition corresponds to 
everyone the program intended to treat (that is, the definition follows an intent-
to-treat design). Most notably, the claims-based definition includes Medicare 
patients who did not consent to participate in the program or who could not be 
contacted by the care transitions care coordinator. One limitation of the 
claims-based rules is that we include some Medicare patients AGH did not 
intend to treat—namely, those already being monitored by another AGH 
program (for example, the cancer center). Second, we can use exactly the same 
definition to identify a preintervention treatment group, which is needed to 



implement the difference-in-differences design. We did not conduct sensitivity 
analyses to estimate impacts among only those who enrolled because, without 
the ability to replicate individuals’ enrollment decisions using claims data, we 
could not create a comparison group that would have made such sensitivity 
analyses meaningful. 

Covariates We used claims and enrollment data to construct covariates which describe 
a beneficiary’s characteristics at the time of discharge. The covariates were 
1) used for constructing a matched comparison group (matching) and 2) used 
in the regression models for estimating impacts to adjust for existing 
characteristics. See eAppendix C for a list of covariates. The covariates were 
prespecified; they were chosen because we believed these covariates were the 
most important predictors of treatment and/or outcomes that were available in 
the claims and enrollment data. 

Matching We used propensity score matching and exact matching techniques to limit 
the potential comparison pool to a list of matched comparison beneficiaries, 
separately for the pre- and postintervention cohorts. Each treatment 
beneficiary was matched to up to 4 beneficiaries from the potential comparison 
group. 

Within the family of propensity score matching methods, we implemented a 
technique called full matching to form matched sets that contain 1 treatment 
beneficiary and 1 or more comparison beneficiaries. Full matching achieves 
maximum bias reduction on observed matching variables and, subject to this 
constraint, maximizes the size of the comparison sample.1,2 The variables 
included in the propensity score model are listed in eAppendix C. 

We used exact matching techniques to ensure matched comparison group 
beneficiaries had 1) a qualifying inpatient discharge within 90 days of the 
treatment beneficiary’s enrollment date, 2) the same gender as the treatment 
beneficiary, and 3) the same reason for the hospitalization that caused a person 
to enter the treatment or comparison group. 

Analytical 
Weights 

For all analyses, the matched comparison group was weighted based on the 
number of matched comparisons per treatment beneficiary. For example, if 4 
comparison beneficiaries were matched to 1 treatment beneficiary, each of the 
4 comparison beneficiaries had a matching weight of 0.25. 

Follow-Up Using Medicare FFS claims, we constructed outcomes for the first 2 
quarters after a beneficiary’s the enrollment admission (that is, the inpatient 
discharge that led to a beneficiary being assigned to the treatment or 
comparison group). The quarters are 3-month periods; that is, the first 
intervention quarter (I1) is the first 3 months after the enrollment admission, 
and the second intervention quarter (I2) is months 4 to 6. 

The 5 confirmatory outcomes were prespecified and selected because they 
were of the highest interest to CMMI; these outcomes were used consistently 
across multiple CMMI HCIA evaluations. 

In each intervention quarter, the sample consisted of Medicare FFS 
beneficiaries who were 1) enrolled early enough to be potentially followed up 
for all 91 or 92 days in the quarter and 2) whose outcomes were observable for 
at least 1 day during the quarter. Outcomes were observable if the beneficiary 



was alive, enrolled in Medicare FFS (Part A and B), and had Medicare as his 
or her primary payer of medical bills. Outcomes were constructed through 
November 30, 2015.  

The sample sizes are smaller in I2 than I1 because 1) some treatment or 
comparison group members exited the sample due to death or becoming 
unobservable and 2) if any member of a matched set dropped from the sample, 
we dropped all remaining members of the matched set. The latter restriction 
allowed the treatment beneficiary’s outcomes to be compared with the 
outcomes for all of his or her comparison beneficiaries. 

The sample sizes are smaller for the 14-day follow-up ambulatory care visit 
rate and 30-day readmission rate measure because the sample is limited to 
beneficiaries whose qualifying hospital discharges met the criteria for an index 
stay for each measure. For the readmissions measure, certain admissions were 
excluded from the universe of index admissions; among these were discharges 
with lengths of stay longer than 1 year; stays at cancer hospitals exempt from 
the PPS; stays for psychiatric conditions, rehabilitation, or cancer; and 
admissions that involved a transfer to another acute care facility. Planned 
readmissions (excluded from the measure) included cancer- or rehabilitation-
related readmissions, nonacute readmissions for elective surgeries, obstetrical 
deliveries, and organ transplants. The same definition of an index stay as used 
for the 30-day unplanned readmission measure, with the exception that the 
beneficiary had to be enrolled in Medicare Parts A and B in the 14 days after 
discharge for this measure. 

See eAppendix B for sample sizes. 
Regression 
Models 

For the service use and spending outcomes, the impact estimates were 
estimated separately for the first and second quarters after the enrollment 
admission (that is, the inpatient discharge that led to a beneficiary being 
assigned to the treatment or comparison group), and then averaged to obtain an 
average impact estimate for the first 2 quarters. The quality-of-care outcomes 
were constructed using only data from the first intervention quarter. 

We used a regression model to implement the difference-in-differences 
framework. For each quarter-specific outcome, the model estimates the 
relationship between the outcome and predictor variables, assuming that each 
of the predictor variables has a linear (additive) relationship with the outcome. 
The predictor variables include 1) the beneficiary-level covariates (listed in 
eAppendix C); 2) an interaction of each beneficiary-level covariate with each 
intervention quarter; 3) indicators for each matched set (a treatment 
beneficiary plus his or her matched comparison beneficiaries) in each quarter; 
4) whether the beneficiary was assigned to the treatment or comparison group; 
5) an interaction of a beneficiary’s treatment status with an indicator for being 
in the postintervention cohort (as opposed to the preintervention cohort); 6) an 
interaction of a beneficiary’s treatment status with each intervention quarter; 
and 7) a 3-way interaction of a beneficiary’s treatment status with each 
intervention quarter with an indicator for being in the postintervention cohort. 

The estimated relationship between the 3-way interaction term and an 
outcome in a given quarter provides the difference-in-differences estimate for 



that quarter and outcome. It measures the average difference between 
outcomes for postintervention beneficiaries assigned to the treatment and 
comparison groups in a certain quarter, subtracting out any differences 
between the preintervention treatment and comparison groups during the same 
quarter. We estimated the standard errors for the parameters using bootstrap 
methods, as described in the Statistical Inference section. The model quantifies 
the uncertainty in the difference-in-differences estimates, allowing for 
statistical tests that determine whether observed differences are likely due to 
chance. 

The regression models were estimated using Stata version 14.1. 
Statistical 
Inference 

Inference was based on bootstrap-based clustered standard errors and CIs. 
Block bootstrapping was used to account for 1) correlation in each outcome 
across quarters for a given beneficiary, 2) correlation in each outcome across 
beneficiaries in a matched set, and 3) correlation across outcomes for a given 
beneficiary in each quarter. Specifically, we drew 2500 bootstrap samples, 
where each bootstrap sample was a random draw of matched sets with 
replacement (that is, each matched set could be drawn at random once, more 
than once, or not at all). For each matched set (cluster) drawn, we included 
data for all outcomes and all quarters for the treatment beneficiary and all 
matched comparison beneficiaries in the matched set. Sampling was stratified 
by cohort, so the ratio of beneficiaries in the pre- and postintervention cohorts 
was fixed. The regression models (1 for each outcome) were estimated with 
each bootstrap sample, and the regression coefficients were stored and used for 
calculating standard errors and 90% CIs. Normal-based, 2-sided P values 
tested the null hypothesis that the estimate is equal to 0; P values were not 
adjusted for multiple comparisons. A threshold of P < .10 for statistical 
significance was used in light of CMMI’s goal of identifying promising 
programs and the size of the study. 

 

AGH, Atlantic General Hospital; ED, emergency department; FFS, fee-for-service; PCP, primary 

care provider; PPS, Prospective Payment System; PRMC, Peninsula Regional Medical Center. 
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eAppendix B. Sample Flow Diagram, by Cohort 

 
 

AGH indicates Atlantic General Hospital; ED, emergency department; FFS, fee-for-service; 

I1, first intervention quarter (first 3 months after the enrollment admission); I2, second 

Preintervention cohort (n = 4626) 
- Discharged from AGH or PRMC,   
- Date of discharge from July 1, 2011, to 

June 30, 2012, and  
- Continuously enrolled in FFS Medicare 

for 4 quarters before the qualifying 
discharge 

Data collection 

Allocated to preintervention 
treatment group (n = 231) 

Allocated to potential 
preintervention comparison 
pool (n = 4395) 

Allocation 

Preintervention treatment group 
(n = 226) 

- Not matched to a comparison 
beneficiary (n = 5) 

Matched preintervention 
comparison group (n = 
1008/w = 226) 

- Not matched to a treatment 
beneficiary (n = 3387) 

Matching 

Follow-up 

Analysis 

Lost to follow-up:  
- Patients not observable in 

quarter or had 1 or more 
matched comparisons 
beneficiaries not observable 
in quarter (n = 0 in I1; n = 
110 in I2) 

- Did not meet the criteria for an 
index stay for the follow-up 
ambulatory care visit 
measure (n = 63) 

- Did not meet the criteria for an 
index stay for the unplanned 
hospital readmissions 
measure (n = 79) 

Lost to follow-up:  
- Patients not observable in 

quarter or had 1 or more 
matched comparisons 
beneficiaries not observable 
in quarter (n = 0/w = 0 in I1; 
n = 527/w = 110 in I2) 

- Did not meet the criteria for an 
index stay for the follow-up 
ambulatory care visit 
measure (n = 313/w = 63) 

- Did not meet the criteria for an 
index stay for the unplanned 
hospital readmissions 
measure (n = 386/w = 79) 

Analyzed: preintervention 
treatment group 

- For all-cause admissions, ED 
visit rate, and spending, n = 
226 in I1; n = 116 in I2 

- For follow-up ambulatory care 
visit rate, n = 163  

- For 30-day unplanned hospital 
readmissions, n = 147 

Analyzed: preintervention 
comparison group  

- For all-cause admissions, ED 
visit rate, and spending, n = 
1008/w = 226 in I1; n = 
481/w = 116 in I2 

- For follow-up ambulatory care 
visit rate, n = 695/w = 163 

- For 30-day unplanned hospital 
readmissions, n = 622/w = 
147 

Postintervention cohort (n = 10,553) 
- Discharged from AGH or PRMC,   
- Date of discharge from February 1, 

2013, to May 31, 2015, and  
- Continuously enrolled in FFS Medicare 

for 4 quarters before the qualifying 
discharge 

Allocated to postintervention 
treatment group (n = 648)  

Allocated to potential 
postintervention comparison 
pool (n = 9905) 

Postintervention treatment group 
(n = 638) 

- Not matched to a comparison 
beneficiary (n = 10) 

Matched postintervention 
comparison group (n = 
2232/w = 638) 

- Not matched to a treatment 
beneficiary (n = 7673) 

Lost to follow-up: 
- Patients not observable in 

quarter or had 1 or more 
matched comparisons 
beneficiaries not observable 
in quarter (n = 0 in I1; n = 
262 in I2) 

- Did not meet the criteria for an 
index stay for the follow-up 
ambulatory care visit 
measure (n = 133) 

- Did not meet the criteria for an 
index stay for the unplanned 
hospital readmissions 
measure (n = 174) 

Lost to follow-up: 
- Patients not observable in 

quarter or had 1 or more 
matched comparisons 
beneficiaries not observable 
in quarter (n = 0/w = 0 in I1; 
n = 952/w = 262 in I2) 

- Did not meet the criteria for an 
index stay for the follow-up 
ambulatory care visit 
measure (n = 503/w = 113) 

- Did not meet the criteria for an 
index stay for the unplanned 
hospital readmissions 
measure (n = 659/w = 174) 

Analyzed: postintervention 
treatment group  

- For all-cause admissions, ED 
visit rate, and spending, n = 
638 in I1; n = 376 in I2 

- For follow-up ambulatory care 
visit rate, n = 505  

- For 30-day unplanned hospital 
readmissions, n = 464 

Analyzed: postintervention 
comparison group  

- For all-cause admissions, ED 
visit rate, and spending, n = 
2232/w = 638 in I1; n = 
1280/w = 376 in I2 

- For follow-up ambulatory care 
visit rate, n = 1729/w = 505 

- For 30-day unplanned hospital 
readmissions, n = 1573/w = 
464 



intervention quarter (months 4 to 6 after the enrollment admission); n, number of beneficiaries; 

PCP, primary care provider; PRMC, Peninsula Regional Medical Center; w, sum of weights. 

 

  



eAppendix C. Characteristics at Baseline of Treatment and Comparison Beneficiaries in the Pre- 

and Postintervention Cohorts 

Characteristic Treatment 
Group 

(n = 638) 

Unmatched 
Comparison 

Pool 
(n = 9905) 

Comparison 
Group  

(n = 2232) 

Absolute 
Differencea 

Standardized 
Differenceb 

Medicare 
FFS 

Average 

Panel A: Postintervention Cohort 
Exact Match Variablesc 

Female (%) 55.2 55.8 55.2 0 0 54.71 
Number of days from 
January 1, 2013, to 
enrollment 

441.9 413.9 439.9 2.0 0.008 n.a. 

Reason for hospitalizationd 
MDRG 114: Intracranial 

hemorrhage or cerebral 
infarction (%) 

4.7 5.4 4.7 0 0 NA 

MDRG 409: COPD 4.9 3.7 4.9 0 0  
MDRG 410: Simple 

pneumonia and 
pleurisy (%) 

6.7 6.1 6.7 0 0 NA 

MDRG 524: Heart failure 
and shock (%) 

5.2 5.4 5.2 0 0 NA 

MDRG 807: Major joint 
replacement (%) 

5.8 8.0 5.8 0 0 NA 

MDRG 1110: Renal 
failure (%) 

4.1 3.0 4.1 0 0 NA 

MDRG 1808: 
Septicemia (%) 

6.6 6.0 6.6 0 0 NA 

Propensity-Matched Variablese 
Demographic characteristics 

Age (years) 76.8 74.9 76.5 0.3 0.029 712 
Race: white (%) 92.3 82.1 90.8 1.5 0.051 81.81 
Zip code poverty rate 
greater than 20% (%) 

2.0 12.3 3.2 –1.1 -0.069 NA 

Medicare-related characteristics 
Dual status at enrollment 12.9 21.4 12.9 0.0 –0.001 223 
Original reason for 
entitlement (%) 

      

Disability 16.9 23.6 17.9 –1.0 –0.025 16.71 
ESRD 0.2 1.4 0.3 –0.1 –0.022 0.131 

Health status and chronic conditions 
HCC risk score 2.47 2.63 2.58 –0.10 –0.066 1.0 
Chronic conditionsf (%)       



Alzheimer’s 8.0 6.5 7.3 0.7 0.027 4.94 
Alzheimer’s disease, 

related disorders, or 
senile dementia 

16.8 16.3 16.0 0.7 0.020 11.14 

Cancer 17.4 17.4 18.8 –1.4 –0.037 NA 
CHF 37.3 38.6 38.6 –1.3 –0.027 15.34 
COPD 29.9 31.5 32.0 –2.1 –0.044 11.84 
CKD 41.8 46.4 44.0 –2.2 –0.044 16.24 
Diabetes 42.5 43.3 42.1 0.3 0.007 28.04 

Service use and spending 3 months before enrollment or pseudo-enrollment 
Number of unplanned 
readmissions (#/1000 
beneficiaries/quarter) 

44 59 30 14* 0.078 NA 

Number of hospitalizationsg 
(#/1000 
beneficiaries/quarter) 

1092 1114 1071 21* 0.080 745 

Number of ED visits 
(#/1000 
beneficiaries/quarter) 

406 367 395 11 0.014 1056 

Primary care (%)h 96.4 95.9 96.1 0.3 0.016 NA 
Medicare spending 
($/month) 

6125 6982 6097 28 0.005 8607 

Service use and spending 4 to 12 months before enrollment or pseudo-enrollment 
Number of unplanned 
readmissions (#/1000 
beneficiaries/quarter) 

3 17 3 0 0 NA 

Number of hospitalizations 
(#/1000 
beneficiaries/quarter) 

67 101 63 4 0.030 745 

Number of ED visits 
(#/1000 
beneficiaries/quarter) 

241 239 229 12 0.029 1056 

Primary care (%)h 95.1 85.2 94.3 0.9 0.037 NA 
Medicare spending 
($/month) 

1198 1391 1153 45 0.021 8607 

Panel B: Preintervention Cohort 
Exact Match Variablesc 

Female (%) 56.2 57.8 56.2 0 0 54.71 
Number of days from 
January 1, 2013, to 
enrollment 

–364.1 –380.3 –366.9 2.8 0.028 n.a. 

Reason for hospitalizationd 
MDRG 114: Intracranial 
hemorrhage or cerebral 
infarction (%) 

4.4 5.1 4.4 0 0 NA 



MDRG 409: COPD (%) 4.4 4.5 4.4 0 0  
MDRG 410: Simple 
pneumonia and 
pleurisy (%) 

6.2 5.6 6.2 0 0 NA 

MDRG 524: Heart failure 
and shock (%) 

8.0 6.9 8.0 0 0 NA 

MDRG 1110: Renal 
failure (%) 

6.6 3.4 6.6 0 0 NA 

MDRG 615: GI 
hemorrhage (%) 

4.9 9.1 4.9 0 0  

MDRG 807: Major joint 
replacement (%) 

4.4 5.1 4.4 0 0 NA 

Propensity-Matched Variablese 
Demographic characteristics 

Age (years) 77.9 75.7 77.5 0.4 0.040 712 
Race: white (%) 93.8 82.7 91.2 2.6 0.093 81.81 
Zip code poverty rate 
greater than 20% (%) 

4.9 11.5 6.1 –1.2 –0.049 NA 

Medicare-related characteristics 
Dual status at enrollment 9.3 20.3 11.5 –2.2 –0.070 223 
Original reason for 
entitlement (%) 

      

Disability 12.8 22.1 15.9 –3.1 –0.088 16.71 
ESRD 0 1.5 0.4 –0.4 –0.081 0.131 

Health status and chronic conditions 
HCC risk score 2.73 2.78 2.68 0.06 0.037 1.0 
Chronic conditionsf (%)     –0.011  
Alzheimer’s 8.4 8.5 8.7 -0.3 0.041 4.94 
Alzheimer’s disease, 
related disorders, or senile 
dementia 

24.3 19.9 23.5 0.9 –0.011 11.14 

Cancer 22.6 17.7 20.9 1.7 0.035 NA 
CHF 43.4 44.7 41.6 1.7 –0.009 15.34 
COPD 33.2 35.3 33.6 –0.4 0.033 11.84 
CKD 52.7 50.4 51.0 1.7 –0.030 16.24 
Diabetes 44.7 43.7 46.2 –1.5 0.021 28.04 

Service use and spending 3 months before enrollment or pseudo-enrollment 
Number of unplanned 
readmissions (#/1000 
beneficiaries/quarter) 

27 67 24 3 0.017 NA 

Number of hospitalizationsg 
(#/1000 
beneficiaries/quarter) 

1084 1129 1078 6 0.022 745 



Number of ED visits 
(#/1000 
beneficiaries/quarter) 

296 375 303 –7 –0.012 1056 

Primary care (%)h 96.9 95.7 95.9 1.0 0.051 NA 
Medicare spending 
($/month) 

6603 7203 6116 486 0.081 8607 

Service use and spending 4 to 12 months before enrollment or pseudo-enrollment 
Number of unplanned 
readmissions (#/1000 
beneficiaries/quarter) 

7 33 6 1 0.031 NA 

Number of hospitalizations 
(#/1000 
beneficiaries/quarter) 

106 160 103 4 0.019 745 

Number of ED visits 
(#/1000 
beneficiaries/quarter) 

252 223 204 48* 0.136 1056 

Primary care (%)h 95.6 87.0 93.5 2.0 0.083 NA 
Medicare spending 
($/month) 

1306 1680 1266 40 0.016 8607 

 

AGH indicates Atlantic General Hospital; CHF, congestive heart failure; CKD, chronic kidney 

disease; COPD, chronic obstructive pulmonary disease; ED, emergency department; 

ESRD, end-stage renal disease; FFS, fee-for-service; GI, gastrointestinal; HCC, Hierarchical 

Condition Category; MDC, major diagnostic category; MDRG, modified diagnosis-related 

group; NA, not available, n.a., not applicable; PRMC, Peninsula Regional Medical Center. 

*Significantly different from 0 at the P <.10 level, 2-tailed test. No differences were significantly 

different from 0 at the .05 or .01 levels. 
aThe absolute difference is the difference in means between the matched treatment and 

comparison groups. Absolute differences might not be exact due to rounding. 
bThe standardized difference is the difference in means between the treatment and comparison 

groups divided by the standard deviation of the variable, which is pooled across the treatment 

and comparison groups. 
cVariables on which we required treatment and comparison members to match exactly. For 

example, a treatment group beneficiary whose reason for hospital discharge was intracranial 

hemorrhage or cerebral infarction (MDRG 1114) could be matched only to a comparison 

beneficiary who had the same reason for discharge. The date of the qualifying inpatient 

discharge for matched comparison beneficiaries had to be within 90 days of the treatment 



beneficiary’s enrollment date. Instead of including these variates as covariates in the regression 

models, we included indicators for each matched set (a treatment beneficiary plus his or her 

matched comparison beneficiaries); this controls for interactions between the exact-matching 

covariates and any other characteristics constant over time within a matched set. 
dThe reason for the hospitalization that caused a person to enter the treatment or comparison 

group. We used MDRG codes to define the types of hospital stays. In addition to the 7 

hospitalization types listed in the table, we exactly matched on 20 other MDRGs (for 27 MDRG 

codes), which captured the reason for discharge for most treatment beneficiaries. For the 

remaining treatment group beneficiaries, MDRG codes were too uncommon to provide sufficient 

matches in the comparison group; in such cases, MDC codes (instead of MDRG codes) were 

used for exact matching. To pay acute care inpatient FFS claims, Medicare assigns discharges to 

Medicare severity diagnosis-related groups (MS–DRGs), which group patients with similar 

clinical problems expected to require similar amounts of hospital resources; MDRGs group one 

or more related DRG codes into larger categories. MDC codes, in turn, group one or more 

MDRG codes together into even larger categories. Because the sample sizes were smaller in the 

preintervention period, we exactly matched on 15 MDRG codes (instead of 27). 
eVariables on which we matched through a propensity score, which captures the relationship 

between beneficiaries’ characteristics and their likelihood of being in the treatment group. In 

addition to the variables shown, we also matched on the number of months with Part A and B 

coverage 0 to 3 months and 4 to 12 months before a beneficiary’s enrollment or pseudo-

enrollment date. 
fThe chronic condition flags are calculated using 1 to 3 years of claims before the enrollment or 

pseudo-enrollment date (depending on the condition), using the Chronic Conditions Data 

Warehouse definitions. 
gThe program-targeting criteria explain the spike in hospitalization rates in the quarter before 

enrollment. The program enrolled people who were in the hospital; therefore, the population 

hospitalization rate had to reach or exceed 1000 (corresponding to at least 1 stay per person) in 

that quarter. 
hPercentage of beneficiaries with any expenditures for primary care services in the 3 months 

before enrollment (or 4 to 12 months before enrollment).  
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