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Executive Summary

The primary purpose of this report is to provide the results of an investigation of the
demographics, health status, function, Health-Related Quality of Life (HRQOL), and quality of
care received by Medicare beneficiaries enrolled in specialized managed care plans and to
compare the results with those of Medicare Advantage (MA) beneficiaries enrolled in traditional
models of care. An additional research question addresses survey response rates and
characteristics of responders and non-responders among enrollees in specialized plans relative to
their traditional MA counterparts.

The analyses were conducted using Medicare data from the 2008-2009 Health Outcomes Survey
(HOS) Cohorts 11-12 Baseline and 2008-2009 Health Outcomes Survey-Modified (HOS-M) data.

BACKGROUND

The Centers for Medicare & Medicaid Services (CMS) is responsible for administering the
Medicare and Medicaid programs, and monitors the quality of care provided by Medicare
managed care organizations (MCOs). A Medicare Advantage Organization (MAO) is an MCO
participating in Medicare Part C, an alternative to the original fee-for-service Medicare, and may
be a coordinated care plan, including plans offered by health maintenance organizations
(HMOs); provider-sponsored organizations (PSOs); regional or local preferred provider
organizations (PPOs); private fee-for-service (PFFS) plans; medical savings accounts (MSA)
plans and special needs plans (SNPs). Almost one quarter of Medicare’s 46 million beneficiaries
are enrolled in MAOs.!

The Program of All-Inclusive Care for the Elderly (PACE) is a capitated benefit enacted by the
Balanced Budget Act (BBA) of 1997 and not considered part of the MA program. PACE
Organizations provide medical and social services to the frail elderly, featuring a comprehensive
service delivery system of acute and long term care services and integrated Medicare and
Medicaid financing.

SNPs were created under the Medicare Modernization Act (MMA) of 2003, and the Medicare
Improvements for Patients and Providers Act (MIPPA) of 2008 extended the SNP authority
through December 31, 2010.2 The Patient Protection and Affordable Care Act of 2010 has further
extended the authority through December 31, 2013.> SNPs are offered by MAOs and focus on
individuals who require more coordinated care than anticipated by other types of Medicare
Advantage plans. Many beneficiaries who receive care from SNPs are dually eligible for Medicare
and Medicaid and have multiple co-morbid conditions. Three types of special needs individuals
may be targeted for SNP enrollment: institutionalized beneficiaries, persons who are dually eligible
for Medicare and Medicaid, and persons with severe or disabling chronic conditions. The goal of
these plans is to “...focus on monitoring health status, managing chronic diseases, avoiding
inappropriate hospitalizations and helping beneficiaries move from high risk to lower risk on the
care continuum.” 2
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A subgroup of dual eligible SNPs formerly were CMS demonstration projects prior to the
legislated creation of MA SNPs, and similar to the PACE program, provide comprehensive and
coordinated care while extending the eligibility. These targeted SNPs are Minnesota
Senior/Minnesota Disability Health Options, Wisconsin Partnership Program and Massachusetts
(MassHealth) Senior Care Options plans.

There are five categories of specialized managed care plans that are the focus of this report: 1)
Institutional SNPs, 2) Chronic Condition SNPs, 3) Dual Eligible SNPs, 4) Dual Demonstration
SNPs, and 5) PACE Organizations.

INSTRUMENTS AND DATA SOURCE

We used data from beneficiaries responding to one of two Medicare surveys, the HOS and the
HOS-M. The HOS was first fielded nationally in 1998, and is the first patient-based outcomes
measure in Medicare managed care. It is a longitudinal survey that assesses the physical and
mental health functioning of beneficiaries. The Medicare HOS-M, first fielded in the spring of
2005 by CMS, is a modified and shortened version of the HOS. Prior to 2005, the survey was
called the PACE Health Survey and targeted vulnerable Medicare beneficiaries at greatest risk
for poor health outcomes in PACE Organizations. Unlike the HOS, the HOS-M is a cross-
sectional survey that measures the physical and mental health functioning of beneficiaries at a
single point in time without a follow up.

Data from the HOS and HOS-M surveys are merged to conduct these analyses. The 2008 HOS
Cohort 11 Baseline and 2009 HOS Cohort 12 Baseline provide data for SNP beneficiaries who
received services through Institutional SNPs, Chronic Condition SNPs, and Dual Eligible SNPs,
and for beneficiaries who responded to the HOS. The 2008 HOS-M and 2009 HOS-M provide
data for beneficiaries in former CMS Dual Demonstration Projects (hereafter referred to as Dual
Demonstration SNPs) and PACE Organizations who responded to the HOS-M.

A total of 306,190 observations (70,987 from specialized plans consisting of the SNPs and
PACE Organizations) were analyzed from the combined 2009 HOS and HOS-M data. A total of
250,305 observations (56,450 from specialized plans consisting of the SNPs and PACE
Organizations) were analyzed from the combined 2008 HOS and HOS-M data. For the purposes
of this report, all analyses included observations from seniors, aged 65 or over, as well as
younger disabled beneficiaries, less than 65 years of age.

The table on the next page provides details of plan and survey types, as well as the sample size
and number of contracts specific to the 2008 and 2009 data.
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Survey 2008 Number of 2009 Number of
Plan Type Type Sar_nple Contracts Sar_nple Contracts
Size 2008 Size 2009

Institutional SNP HOS 2,649 23 2,776 31
Chronic Condition SNP HOS 6,350 24 12,231 78
Dual Eligible SNP HOS 31,091 138 38,584 200
Dual Demonstration SNP | HOS-M 8,813 16 8,907 16
PACE Organization HOS-M 7,547 36 8,489 42
Other MA HOS 193,855 323 235,203 380
Totals 250,305 306,190

For the 2009 data, most beneficiaries who responded to the HOS were enrolled in a traditional
MA plan, which was not a SNP, from 380 contracts (76.8%, n=235,203). The remaining HOS
respondents were enrolled in one of the three SNP types: 0.9% (n=2,776) were enrolled in
Institutional SNPs from 31 contracts, 4.0% (n=12,231) were enrolled in Chronic Condition SNPs
from 78 contracts, 12.6% (n=38,584) were enrolled in Dual Eligible SNPs from 200 contracts.
The respondents from the HOS-M surveys were approximately evenly divided: 2.9% (n=8,907)
were enrolled in one of 16 Dual Demonstration SNPs and 2.8% (n=8,489) were enrolled in one

of 42 PACE Organizations.

Enrollment in each of the plan types was larger in 2009 than in 2008, especially for Chronic
Condition SNPs. Because the larger sample size of the 2009 data resulted in more statistical
power and results were similar in 2008 and 2009, the presentation of the results focuses on 2009
data, with results for the 2008 data appearing in the Appendix.

METHODS

Demographic characteristics, health status, function, HRQOL, and performance measures, such
as Healthcare Effectiveness Data and Information Set (HEDIS)®* measures for Medicare
beneficiaries in the three HOS plan types (Institutional SNPs, Chronic Condition SNPs, and Dual
Eligible SNPs), and the two HOS-M plan types (Dual Demonstration SNPs, and PACE
Organizations) are compared to those of other MA beneficiaries enrolled in traditional models of
care. In addition, response rate analyses compare overall response rates and characteristics for
responders and non-responders by plan type.

The results are presented using a series of unadjusted descriptive tables organized by subject matter
and supported by simple statistical tests. Parallel, multivariate, and demographically adjusted
comparisons are also presented. All comparisons consider 2008 and 2009 data separately.

Due to the shortened HOS-M questionnaire used for the Dual Demonstration SNPs and PACE
Organizations, some information was not fully available for evaluation in this study since it was
not collected for these plans. For instance, some sociodemographic data, all chronic medical

AHEDIS®is a registered trademark of the National Committee for Quality Assurance (NCQA).
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condition data, self-reported height and weight used for BMI measurement, and all HEDIS
measure questions were not collected by the HOS-M.

KEY FINDINGS

Though beneficiaries of specialized plans are similar to those in traditional managed care plans
in some regards, the following key findings emphasize the ways in which they differ. The results
discussed in this Executive Summary report the demographically adjusted means and
proportions. In general, the conclusions drawn hold both with and without adjustment.

As detailed below, compared to other MA beneficiaries, beneficiaries in specialized plans are
characterized by:

substantially different response rates to surveys by plan type
more racial/ethnic minorities

more females and fewer married

lower education and household income levels

greater difficulty performing activities of daily living (ADLS)
worse self-rated health and HRQOL

more chronic conditions

receiving more prevention for fall risk management
receiving less osteoporosis testing

More details about each of the key findings are provided below.

Substantially different response rates to surveys by plan type

Unadjusted response rates were considerably higher for the HOS-M plans, with 73% for Dual
Demonstration SNPs and 76% for PACE Organizations, and lower for all HOS plan types, such
as Chronic Condition SNPs (62%), Dual Eligible SNPs (54%), and, in particular, Institutional
SNPs (34%), as compared to other MA beneficiaries (65%). Within HOS plan types, there was a
fairly consistent demographic pattern of non-response with those younger than 65 years, males
and minorities responding less. The response pattern in Institutional SNPs was somewhat
different, with females responding less and little difference among racial/ethnicity groups, except
for Asians who responded more. Within HOS-M plan types, those less than 65 years responded
the most, although non-response increased slightly with age and had less distinct patterns by
gender and race/ethnicity than was the case for HOS.

More racial/ethnic minorities

Racial/ethnic minorities comprise a significantly higher proportion of the beneficiaries in the
specialized plans, ranging from 21% for Dual Demonstration SNPs to 45% for PACE
Organizations, compared to 15% of other MA beneficiaries (p<0.05 for most comparisons). With
the exception of Dual Demonstration SNPs, each of the specialized plan types has greater
percentages of African Americans and Hispanics than is found among other MA beneficiaries.
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More females and fewer married

Four of the specialized plan types have more females (64% for Dual Eligible SNPs, 68% for
Institutional SNPs and approximately 73% for both HOS-M plan types) than the 56% of females
found among other MA beneficiaries (p<0.0001). The exception is the Chronic Condition SNPs
with 55%. Significantly fewer married beneficiaries are found among all HOS SNP types. In
particular, only half as many respondents are married in the Institutional and Dual Eligible SNPs
(28% and 23%) compared with 56% for other MA beneficiaries (p<0.0001). Marital status
information is not available for the HOS-M Dual Demonstration SNPs and PACE Organizations.

Lower education and household income levels

The beneficiaries among the HOS SNP types report lower education levels and lower annual
household income levels than other MA beneficiaries. Dual Eligible SNPs show the lowest
educational attainment, with 49% not graduating from high school, compared with 23% for other
MA beneficiaries (p<0.0001). Institutional SNPs report the highest educational attainment among
SNP types, with 29% who attended some college or had a college degree, but still below other MA
beneficiaries for whom 38% attended some college (p<0.05 for most comparisons). Dual Eligible
SNPs have the lowest income, with 65% of beneficiaries reporting income of less than $20,000,
compared to 29% for other MA beneficiaries. Chronic Condition (46%) and Institutional SNPs
(42%) also have large proportions of beneficiaries reporting income of less than $20,000.
Education level and annual household income information are not available for the HOS-M Dual
Demonstration SNPs and PACE Organizations.

Greater difficulty performing activities of daily living (ADLS)

Results indicate that beneficiaries enrolled in all types of specialized plans have significantly
greater difficulty performing the ADL measured, for example, bathing, dressing, eating, getting
in or out of chairs, using the toilet, and walking, than other MA beneficiaries (p<0.001 for most
comparisons). Beneficiaries in PACE Organizations (77%) have the most difficulty or inability
to walk compared to 32% of other MA beneficiaries. For the remaining specialized plans, there
is a range of 44% for Chronic Condition SNPs to 63% for Dual Demonstration SNPs for walking
difficulty or inability. This is followed by any difficulty bathing (68% of PACE Organizations
and 15% of MA beneficiaries), and any difficulty getting in or out of chairs (61% for PACE and
23% for MA beneficiaries).

Worse self rated health and health related quality of life

Mean self-rated health is worse for beneficiaries in all specialized plan types than for other MA
beneficiaries. Beneficiaries in PACE Organizations report the worst health, with nearly two-thirds
rating their health as “Poor” or “Fair,” and less than 10% reporting “Very good” or “Excellent.”
Beneficiaries in Dual Eligible SNPs have 58% who rate their health as “Poor” or “Fair” and 12%
who rate their health as “Very Good” or “Good” (p<0.0001 for all comparisons). In contrast,
approximately one-third of other MA beneficiaries rate their health as “Very good” or “Excellent”
and about one-third as “Poor” or “Fair.”
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Beneficiaries in each of the specialized plan types have worse physical and worse mental
HRQOL as measured by lower adjusted physical component summary (PCS) and mental
component summary (MCS) scores compared to other MA beneficiaries. Beneficiaries in PACE
Organizations have the lowest average PCS scores, with a mean of 27.7 that is approximately
one standard deviation (very large effect size) lower than the 36.3 average score for other MA
beneficiaries (p<0.0001). It’s important to note that the average PCS scores for the specialized
plan types as well as the other MA beneficiaries are lower than what is traditionally seen in the
HOS baseline reports which are limited to seniors. When disabled members are removed from
the other MA group, the average adjusted PCS score for the seniors is about two points higher
(results not presented) than the 36.3 average score reported above for other MA beneficiaries.

Beneficiaries in PACE Organizations also have the lowest average MCS scores with a mean of
39.3, that is approximately one standard deviation lower than the 47.6 average score for other
MA beneficiaries (p<0.0001).

More chronic conditions

HOS SNP type beneficiaries report a greater mean number of chronic medical conditions (3.3 for
Institutional SNPs, 3.4 for Dual Eligible SNPs and 3.7 for Chronic Condition SNPs) than the 3.1
conditions found for other MA beneficiaries (p<0.0001). Differences are more dramatic for
specific conditions than for others. For example, diabetes has a higher prevalence for Chronic
Condition SNPs (46%), Dual Eligible SNPs (35%), and Institutional SNPs (29%), compared to
25% for other MA beneficiaries (p<0.0001). The prevalence of stroke is also higher for
Institutional SNPs (19%), Chronic Condition SNPs (14%) and Dual Eligible SNPs (13%),
compared to 9% for other MA beneficiaries (p<0.0001).

Receiving more prevention for fall risk management

Several measures of clinical process were examined and used to compare the HOS SNP types to
other MA beneficiaries. Differences for the HEDIS Management of Urinary Incontinence in
Older Adults measure and the HEDIS Physical Activity in Older Adults measure are small;
however, there is one measure where results showed consistently better performance by the SNP
types compared to other MA beneficiaries.

Two rates are calculated for the HEDIS Fall Risk Management measure. The Discussing Fall
Risk rate measures the proportion of senior beneficiaries who talked with their doctor about
falling. Results for this rate are significantly higher for Institutional SNPs (37%), Chronic
Condition SNPs (34%), and Dual Eligible SNPs (42%) compared to 28% for other MA
beneficiaries (p<0.0001). The Managing Fall Risk rate measured the proportion of senior
beneficiaries whose doctor provided prevention strategies to manage their risk of falls. Results
for this rate also are significantly higher for all three HOS SNP types (70% in Institutional SNPs,
68% in Dual Eligible SNPs, and 60% in Chronic Condition SNPs) compared to the 54% found
for other MA beneficiaries (p<0.0001).
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Receiving less osteoporosis testing

The HEDIS Osteoporosis Testing in Older Women rate measures the proportion of older women who
reported they ever had a bone density test to check for osteoporosis. These results indicate consistently
worse performance for all HOS SNPs, which experienced significantly lower rates for osteoporosis
testing (56% for Dual Eligible SNPs, 59% for Institutional SNPs and 61% for Chronic Condition
SNPs) compared to 72% for other MA beneficiaries.

IMPLICATIONS

The findings that beneficiaries in specialized managed care plans are more often single and have
lower income and education levels suggest that the group is likely to have low health literacy,
which may present significant challenges to treatment and compliance. These factors, as well as
substantially worse function and health than other MA beneficiaries, must be borne in mind
when comparing the costs and quality of care provided by specialized plans to other MA
alternatives. While one can never rule out non-response bias, the results have been
demographically adjusted to attempt to control for any influence that differential non-response
might have had on comparisons of health status, function, and HEDIS performance measures.
Although the SNP beneficiaries fare better on some HEDIS measures compared to the non-SNP
MA group, all MA beneficiaries would benefit from enhanced plan performance on these
measures.

LIMITATIONS

Several limitations should be noted when interpreting these results. While these analyses point to
clear differences in beneficiaries served by specialized plans, such as SNPs and PACE
Organizations, and by those served by traditional MAQOSs, cross-sectional observational data
cannot be used to distinguish cause from effect. Similarly, with cross-sectional data, we cannot
tell if beneficiaries in specialized plans decline less than they would have if they were in other
forms of Medicare coverage. This study did not consider healthcare costs which would assess
whether SNPs and PACE Organizations are reducing overall healthcare costs for this difficult to
treat population.

FUTURE WORK

This research suggests that Medicare beneficiaries enrolled in specialized health plans are
significantly sicker than other MA beneficiaries; however, it is critical to assess whether the
coordinated care provided by specialized plans is more effective than care provided by
traditional MAOs. Future work might examine the longitudinal change in health status measures
and healthcare costs for HOS beneficiaries in SNPs as compared to non-SNP MA beneficiaries
included in the HOS. In 2010, the Dual Demonstration SNPs will participate using the full HOS
questionnaire, instead of the HOS-M questionnaire. The additional information provided from
the longer survey will benefit future research involving the SNP beneficiaries.
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Chapter 1: Introduction
PURPOSE

The primary purpose of this report is to provide the results of an investigation of the
demographics, health status, function, Health-Related Quality of life (HRQOL), and quality of
care received by Medicare beneficiaries enrolled in specialized managed care plans and to
compare the results with those of Medicare Advantage (MA) beneficiaries enrolled in traditional
models of care. An additional research question addresses survey response rates and
characteristics of responders and non-responders for enrollees in specialized plans relative to MA
counterparts. The analyses were conducted using data from the 2008-9 Medicare Health
Outcomes Survey (HOS) Cohorts 11-12 Baseline and 2008-9 Medicare Health Outcomes
Survey-Modified (HOS-M) data. Results of the analyses for the 2009 data are the main focus of
the report and results from the 2008 data are listed in supplementary tables in the Appendices.

BACKGROUND

SNPs were created under the Medicare Modernization Act (MMA) of 2003, and the Medicare
Improvements for Patients and Providers Act (MIPPA) of 2008 extended the SNP authority
through December 31, 2010.2 The Patient Protection and Affordable Care Act of 2010 has further
extended the authority through December 31, 2013.> SNPs are offered by Medicare Advantage
Organizations (MAOs) and focus on individuals who require more coordinated care than
anticipated by other types of Medicare Advantage plans. Many beneficiaries who receive care
from SNPs are dually eligible for Medicare and Medicaid and have multiple co-morbid
conditions. Three types of special needs individuals were targeted for SNP enrollment:
institutionalized beneficiaries, persons who are dually eligible for Medicare and Medicaid, and
persons with severe or disabling chronic conditions.

For the most part, SNPs must comply with the same requirements as other MAQOs; however,
three key differences include the statutory authority to exclusively enroll a subset of the
Medicare population, the ability of institutional and dually eligible beneficiaries to enroll in a
SNP at any time, and a requirement that all SNPs offer Part D prescription drug benefits.

SNPs are expected to improve the well-being of their enrollees through “improved coordination
and continuity of care.”® Administrative and funding mechanisms were established to facilitate
the improved coordination and continuity of care (rather than episodic care) to disabled,
seriously ill or frail elderly persons. The goal of these plans is to “...focus on monitoring health
status, managing chronic diseases, avoiding inappropriate hospitalizations and helping
beneficiaries move from high risk to lower risk on the care continuum.”® To this end, an
interdisciplinary team of medical and other staff delivers the comprehensive care the SNPs
provide, such as integrative care networks for high-risk beneficiaries, management of acute care
utilization and nursing facility services, management of poly-pharmacy, and referrals as needed
from the interdisciplinary team. This integrative and coordinated approach is also referred to as
“wrap-around care.”

Prepared by Health Services Advisory Group
November 2010



If large differences in sociodemographic characteristics and health status are found for the
beneficiaries in specialized plans compared to other MA beneficiaries, this research may suggest the
importance of fully controlling for those differences in future comparisons of SNPs and other plans.

DESCRIPTIONS OF SPECIALIZED MANAGED CARE PLANS

There are five categories of specialized managed care plans that are the focus of this report: 1)
Institutional SNPs, 2) Chronic Condition SNPs, 3) Dual Eligible SNPs, 4) Dual Demonstration
SNPs, and 5) PACE Organizations.

Institutional SNPs

Beneficiaries may be assigned to Institutional SNPs when they reside or are expected to reside
for 90 days or longer in a Medicare-certified long term care facility, which is defined as a skilled
nursing facility (SNF), nursing facility (NF), intermediate care facility (ICF) or inpatient
psychiatric facility. Inclusion in these SNPs may be extended to those living in the community
who require an equivalent level of care to those residing in a long term care facility.

Chronic Condition SNPs

A detailed definition of chronic conditions was not set forth in the original MMA legislation in
2003 that created the chronic condition SNPs, in order to provide flexibility in the industry and to
allow the Centers for Medicare & Medicaid Services (CMS) to gain experience for future
refinements. In July 2008, MIPPA further refined the definition of “severe” and “disabling”
chronic conditions to restrict the enrollment for these SNPs, referred to in this report as Chronic
Condition SNPs. It stipulated the beneficiary must “have one or more co-morbid and medically
complex chronic conditions that are substantially disabling or life-threatening, have a high risk of
hospitalization or other significant adverse health outcomes, and require specialized delivery
systems across domains of care.”>*

Any MAO is able to offer MIPPA-defined chronic condition care. The MAQOs are expected to
develop SNP products to suit their markets. Thus, some MAOs would be SNP only while others
would offer SNPs as one of different types of plans or benefit packages. The MIPPA required
that a list of SNP-specific chronic conditions be developed by a special panel.* The list of 15
conditions included the following general categories with specific subcategories that were further
defined in the panel’s report: 1) Chronic alcohol and other drug dependence, 2) Autoimmune
disorders, 3) Cancer excluding pre-cancer conditions or in-situ status, 4) Cardiovascular
disorders, 5) Chronic heart failure, 6) Dementia, 7) Diabetes mellitus, 8) End-stage liver disease,
9) End-stage renal disease (ESRD) requiring dialysis, 10) Severe hematologic disorders, 11)
HIV/AIDS, 12) Chronic lung disorders, 13) Chronic and disabling mental health conditions, 14)
Neurologic disorders, and 15) Stroke.

Dual Eligible SNPs

Dual eligibles are individuals who are entitled to Medicare Part A and/or Part B and are eligible
for some form of Medicaid benefit through a state plan under Title XIX. Although many SNP
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beneficiaries in general are dual eligible, the beneficiaries in Dual Eligible SNPs are those
identified as not receiving care in more specialized plans. SNPs may enroll all dual eligible
beneficiaries, such as full dual eligibles, who are eligible for all Medicaid benefits, and zero cost
sharing dual eligibles, that are qualified Medicare beneficiaries (QMBs and QMB Pluses) who
meet specific state income guidelines. If a dual eligible plan contracts with a state for a Medicaid
wrap, then the plan can further subset; for example, full dual eligibles with mental illness or
duals over 65 years old.

Dual Demonstration SNPs

Dual Demonstration SNPs are made up of targeted SNPs. The targeted SNPs are Minnesota
Senior/Minnesota Disability Health Options,®> Wisconsin Partnership Program® and
Massachusetts (MassHealth) Senior Care Options plans.’

The three Dual Demonstration SNPs extend the eligibility of the PACE program while attempting
to provide the comprehensive and coordinated care offered by the PACE program. Like PACE,
most of the enrollees tend to be dually eligible. However, there are some differences. For example,
the Minnesota programs and Wisconsin programs exclude Medicare-only beneficiaries, but enroll
Medicaid-only recipients.”® MassHealth enrolls institutionalized individuals, but excludes
Medicare-only beneficiaries and those with ESRD.’

Program of All Inclusive Care for the Elderly

The Program of All Inclusive Care for the Elderly (PACE) is a capitated plan that was authorized
by the Balanced Budget Act of 1997. The PACE program is modeled on the ON LOK Senior
Health Services in San Francisco.® The program delivers all needed medical and supportive
services to provide the entire continuum of care and services to seniors with chronic care needs,
while maintaining their independence in their homes for as long as possible. Although PACE
addresses challenges similar to those for SNPs, PACE is authorized differently and must meet
several criteria. It must have a defined service area, a governing board, and be fiscally sound, it
must provide a complete package of services including an adult day health center, and a formal
Bill of Rights for enrollees as well as safeguards against conflicts of interest.” The PACE
Organizations provide wrap-around services that offer comprehensive medical and social
services to the frail elderly. They provide both Medicare-covered and Medicaid-covered
services. A PACE Organization can be public or private, but must be not-for-profit.

An interdisciplinary team of medical and other staff delivers coordinated services through adult
day health centers, in home, and inpatient facilities, such as nursing home and hospice, as well as
provides referrals for other needed services.” Comprehensive care includes medical services;
nursing; physical, occupational and recreational therapies; meals; nutritional counseling; social
work; personal care, and transportation.

To receive PACE services, individuals must be 55 years of age or older, certified to receive nursing
home care and live in the PACE service area. While the PACE Organizations provide both
Medicare and Medicaid covered services, the enrollees do not have to be eligible for Medicaid.
Medicare-only eligible enrollees can pay the Medicaid capitation amount each month.*
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Chapter 2: Methods

The analyses that follow compare beneficiaries of five specialized plan types to other MA
beneficiaries from traditional models of care using data from the HOS and HOS-M. These
comparisons take the form of (1) a series of unadjusted descriptive tables organized by subject
matter and supported by simple statistical tests, and (2) parallel, multivariate, demographically
adjusted comparisons of the same topic areas. All comparisons consider 2008 and 2009 data
separately.

DATA SOURCES

The 2009 HOS data are nationally representative of 424 MAQOs, hereafter referred to as
contracts; and contain a larger set of measures than the 2009 HOS-M data, which include 58
plans. For 2008, there were 361 MAO contracts participating in the HOS, and 52 plans in the
HOS-M. The 2008 HOS Cohort 11 Baseline and 2009 HOS Cohort 12 Baseline provide data for
SNP beneficiaries who received services through Institutional, Chronic Condition and Dual
Eligible SNPs, and for other HOS MA beneficiaries. The 2008 HOS-M and 2009 HOS-M
provide data for beneficiaries in Dual Demonstration SNPs and PACE Organizations. Although
all enrollees in HOS-M contracts are also in plans such that 100% of members have designated
special needs status, the special needs status of HOS contracts can vary from 0% to 100% of
membership. An HOS contract may have one or more SNP plans or plan benefit packages
(PBPs), one or more traditional PBPs, or may consist of 100% SNP or 100% traditional PBPs.
Thus some contracts in HOS may be comprised of only SNP plans or benefit packages, others of
both SNP and non-SNP plans, and others of only non-SNP plans.

The analyses compare available demographics and beneficiary characteristics, health status,
measures of function, HRQOL, and performance measures such as the Healthcare Effectiveness
Data and Information Set (HEDIS) ® measures, for beneficiaries in SNPs and PACE
Organizations, by plan type, to non-SNP MA beneficiaries. In addition, response rate analyses
compare overall response rates and characteristics of responders and non-responders within the
same groups.

For the purposes of these analyses, beneficiaries who were seniors (aged 65 or over) or disabled
(less than 65 years of age) were included. Records for beneficiaries, who were in the original
samples and were excluded, fell into the following categories: were deceased, not enrolled in the
MAO from which they were sampled, had ESRD, or had a language barrier that prevented
participation. For both HOS and HOS-M surveys, a responder was defined as a beneficiary with
enough information reported on the survey to calculate either a PCS or MCS score by VR-12
scoring rules. This definition was applied both for purposes of including cases for analyses in
Chapter 3 results and in non-response analyses in Chapter 4.

A total of 556,495 respondents were available from the combination of the 2008 HOS Cohort 11
Baseline and 2009 HOS Cohort 12 Baseline surveys and the 2008 and 2009 HOS-M surveys.
Most of the respondents were derived from the HOS surveys and were not enrolled in a SNP
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(77.1%, n=429,058). The remaining HOS respondents were enrolled in three types of SNPs:
Institutional (1.0%, n=5,425), Chronic Condition (3.3%, n=18,581), and Dual Eligible (12.5%,
n=69,675). The respondents from the HOS-M surveys were approximately evenly divided
between Dual Demonstration SNPs (3.2%, n=17,720) and PACE Organizations (2.9%,
n=16,036). The distribution of respondents among the various plan types was generally similar
between the 2008 HOS Cohort 11 Baseline and 2009 HOS Cohort 12 Baseline, and between
2008 and 2009 HOS-M, although the sample sizes were larger in 2009, especially for Chronic
Condition SNPs.

The table below provides details of plan and survey types, as well as the sample size and number
of contracts specific to the 2008 and 2009 data. Since an HOS contract may vary as to number
and type of PBPs, the total number of contracts for a given year will not add to the total number
of original contracts. For the 2009 data, most beneficiaries who responded to the HOS were
enrolled in a traditional MA PBP, which was not a SNP, from 380 contracts (76.8%, n=235,203).
The remaining HOS respondents were enrolled in one of the three SNP types: 0.9% (n=2,776)
were enrolled in Institutional SNPs from 31 contracts, 4.0% (n=12,231) were enrolled in Chronic
Condition SNPs from 78 contracts, 12.6% (n=38,584) were enrolled in Dual Eligible SNPs from
200 contracts. For respondents from the HOS-M surveys, 2.9% (n=8,907) were enrolled in one
of 16 Dual Demonstration SNPs and 2.8% (n=8,489) were enrolled in one of 42 PACE
Organizations.

Survey 2008 Number of 2009 Number of
Plan Type Type Sar_nple Contracts Sar_nple Contracts
Size 2008 Size 2009

Institutional SNP HOS 2,649 23 2,776 31
Chronic Condition SNP HOS 6,350 24 12,231 78
Dual Eligible SNP HOS 31,091 138 38,584 200
Dual Demonstration SNP | HOS-M 8,813 16 8,907 16
PACE Organizations HOS-M 7,547 36 8,489 42
Other MA HOS 193,855 323 235,203 380
Totals 250,305 306,190

SURVEY INSTRUMENTS

Data from the HOS and HOS-M surveys were merged to carry out these analyses. Beneficiaries
who received services through Dual Demonstration SNPs and PACE Organizations responded to
the HOS-M survey. Beneficiaries who received services through Institutional, Chronic
Condition, and Dual Eligible SNPs, and those who were enrolled in traditional MA plans
responded to the HOS survey. Both surveys have English, Spanish, and Chinese 