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Application submission must include: 
• One electronic copy of your application, including any applicable attachments – no 

paper copy is required. 
• A check or money order for the review fee of $21,968 payable to Department of 

Health. 
 

Include copy of the signed cover sheet with the fee if you submit the application and fee 
separately. This allows us to connect your application to your fee. We also strongly 
encourage sending payment with a tracking number. 

 
Mail or deliver the application and review fee to: 

 
Mailing Address: 

 
Department of Health 
Certificate of Need Program 
P O Box 47852 
Olympia, Washington 98504-7852 

Other Than By Mail: 
 

Department of Health 
Certificate of Need Program 
111 Israel Road SE 
Tumwater, Washington 98501 

 

Contact Us: 
Certificate of Need Program Office 360-236-2955 or FSLCON@doh.wa.gov. 
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Application Instructions 
The Certificate of Need Program will use the information in your application to determine 
if your project meets the applicable review criteria. These criteria are included in state law 
and rules. Revised Code of Washington (RCW) 70.38 and Washington Administrative 
Code (WAC) 246-310. 

 
General Instructions: 
• Include a table of contents for application sections and appendices/exhibits 

• Number all pages consecutively 

• Make the narrative information complete and to the point. 
• Cite all data sources. 
• Provide copies of articles, studies, etc. cited in the application. 
• Place extensive supporting data in an appendix. 
• Provide a detailed listing of the assumptions you used for all of your utilization and 

financial projections, as well as the bases for these assumptions. 
• Under no circumstance should your application contain any patient identifying 

information. 
• Use non-inflated dollars for all cost projections. 
• Do not include a general inflation rate for these dollar amounts. 
• Do include current contract cost increases such as union contract staff salary 

increases. You must identify each contractual increase in the description of 
assumptions included in the application. 

• Do not include a capital expenditure contingency. 
• If any of the documents provided in the application are in draft form, a draft is only 

acceptable if it includes the following elements: 
a. identifies all entities associated with the agreement, 
b. outlines all roles and responsibilities of all entities, 
c. identifies all costs associated with the agreement, 
d. includes all exhibits that are referenced in the agreement, and 
e. any agreements in draft form must include a document signed by both entities 

committing to execute the agreement as submitted following CN approval. 
 

Do not skip any questions in this application. If you believe a question is not 
applicable to your project, explain why it is not applicable. 

 
Answer the following questions in a manner that makes sense for your project. In 
some cases, a table may make more sense than a narrative. The department will 
follow up in screening if there are questions. 

 

Program staff members are available to provide technical assistance (TA) at no cost to 
you before submitting your application. While TA isn't required, it's highly recommended 
and can make any required review easier. To request a TA meeting, call 360-236-2955 
or email us at FSLCON@doh.wa.gov. 

2

http://apps.leg.wa.gov/rcw/default.aspx?cite=70.38&full=true
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310
mailto:email%20us%20at%20FSLCON@doh.wa.gov


3 
 

 

Certificate of Need Application 
Hospice Agency 

 
 

Certificate of Need applications must be submitted with a fee in accordance with 
Washington Administrative Code (WAC) 246-310-990. 

 
 

Application is made for a Certificate of Need in accordance with provisions in Revised Code of 
Washington (RCW) 70.38 and WAC 246-310, rules and regulations adopted by the Washington 
State Department of Health. I attest that the statements made in this application are correct to the 
best of my knowledge and belief. 

 
Signature and Title of Responsible Officer 

      
  Jamie Brown, Vice President 
  Eden/EmpRes Home Services 
 

 
 
   
  Email Address: jbrown3@eden-health.com 
 

 

 
Date:  January  30, 2023 

 
 
 
 
  Telephone Number: 360-604-4210 

Legal Name of Applicant 
 EmpRes Healthcare Group, Inc. 
 Eden Hospice at King County, LLC 

Address of Applicant 

EmpRes Healthcare Group, Inc. 
2621 NE 134th St., Ste. 140,  
Vancouver, WA 98686 

Provide a brief project description 
 

      New Agency 
  X  Expansion of Existing Agency 
☐ Other:  

Estimated capital expenditure: $ 0.00  

 
Identify the county proposed to be served for this project. Note: Each hospice application must be 
submitted for one county only. If an applicant intends to obtain a Certificate of Need to serve more 
than one county, then an application must be submitted for each county separately. 
 
Pierce County 
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Overview 
 

EmpRes Healthcare Group, Inc. through  Eden Hospice at King County, LLC requests certificate of need (CoN) 
approval to add Pierce County to its  Medicare certified and Medicaid hospice agency certificate of need approved 
project in King County to address the Need for one additional agency to meet 2024 hospice need.  Pierce County 
residents are beset with low hospice utilization  due to Covid-19 constraints on existing hospice resources 
exacerbated by delays in approval and implementation of multiple Pierce County projects to address past need.   
 
Beyond the 2022-23 Department of Health projection of need for an additional hospice provider in 2024 is 
disparity in access to hospice services; disparity in access applies to every racial and ethnic Pierce County 
population cohort when compared with Washington State admission rates for all of these population cohorts.  
There is also general income-related disparity in access to hospice services that can be measured by comparing the 
difference in admission rates between the documented low income, dual-eligible (Medicare and Medicaid eligible 
population) with the non-dual (Medicare only population).   While the  in-County admission rate for the dual-
eligible Medicare population, is only 3.4% lower than the Pierce County non-dual-eligible admission rate,  Pierce 
County lags well behind the average  non-dual-eligible hospice rate statewide.  
 
The challenge facing Pierce County hospice service providers and the Department of Health is to assure that 
disparity in access for racial and ethnic population cohorts and low income residents is addressed simultaneously 
with a general increase in hospice service capacity so that no group is left behind.  The Berg Data analysis of Pierce 
County hospice utilization (Appendix R)  shows that racial, ethnic and low income-based disparity in hospice 
access would account for an additional  565 hospice admits annually, which equates to the need for an additional 
hospice service agency to address diversity as shown below:  
 

• Equalizing dual-eligible admission rates with non-dual eligible admission rates using the Pierce County 
admission rate difference requires increasing annual hospice admissions by 62 admits while equaling the 
Washington State rates requires increasing admissions by a total of 565 hospice admissions.  
 

• Addressing racial and ethnic access disparity by increasing admissions to equalize the Washington State 
rate for all racial and ethnic population cohorts other than the White racial population cohort requires 
increasing admissions by 62 admits.   

 

• The number of annual admits due to overall admission disparity in access total is 565 hospice admits. 
 

Local provider CoN economic studies, Department of Social and Health Services,  CMS-vetted economic analyses 
and national, peer reviewed studies document the health care costs of  lost access to hospice services for disparity in 
access amounting to $2,000 - $4,0001 2 3 in payer expenditures per hospice patient and Out of Pocket (OOP) costs 
to patients’ families of $670 per patient/family for patients that received 30 days of hospice care.4 5  These studies 
will be discussed in the CoN application.  For Pierce County, fully addressing disparity would result in  the 
following  annual reduced healthcare and OOP expenditures in 2026 based on 511 patients: 
 

• Annual CMS and Other Payer Expenditure Savings:  $1,130,000 at $2,000 per beneficiary 
• Annual Family Out of Pocket Expenditure Savings:  $378,524 at $670 per family receiving 30 days hospice 

 
1 Report for Washington Managed Fee-for-Service (MFFS):Final Demonstration Year 5 and Preliminary Demonstration Year 6 Medicare   
 Savings Estimates: Medicare-Medicaid Financial Alignment Initiative. Angela M. Greene, MS, MBA, Zhanlian Feng, PhD.  RTI Project Number 
0212790.003.002.007/008.  Fall 2021. Page ES 1 
2 CN 19-44. Providence Health and Services Hospice Application. Page 53 
3 For this study, Eden is using the $2,000 per beneficiary cost savings estimate or $59.3 million in savings divided by <30,000 enrollees  
4  Melissa Aldridge, Ab Brody, Peter May, Jaison Moreno, Karen McKendrick, Lihua Li. Association Between Hospice Enrollment and Total Health Care Costs 
for  Insurers and Families, 2002-2018, Jama Health Forum, Feb. 11, 2022. Page 5 
5 Out of Pocket costs for nursing home patients are not included in the $670 figure but overall health cost savings in nursing homes exceeds $2,500 on a case-
matched basis 
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Beyond healthcare costs are benefits for dual-eligible Medicare patients.  About one half of the dual-eligible 
population cohort became eligible for Medicare through chronic illness that manifested in significant disability 
before the beneficiary was eligible for Medicare on an age base.  As a result, the dual-eligible population have 
significantly higher limitations in Activities of Daily Living (ADL): 

• 26% had 1 - 2 ADL limitations, compared to 18% of non-dual-eligible individuals. 
• 28% had limitations in three to six ADL limitations, compared to 9% of non-dual-eligible individuals.   

Addressing hospice needs for the dual-eligible population will markedly add to the resources available for and 
families as well as offsetting the cost and service burdens of providers who support the end-of-life patient in their 
domicile.6 
 
Eden has a plan and a strategy to address current unmet need:  increase hospice service access through outreach to 
the dual-eligible Medicare population currently being served by Eden’s home health agency. . Eden will also 
collaborate with other nursing homes and home health service providers to provide outreach to their patients 
(including dual-eligible) with hospice care particularly in the patient’s domicile, e.g., nursing home, assisted living 
center etc.  Our analysis indicates that Eden will substantially reduce income access barriers for dual-eligible 
patients in Pierce County – no matter where hospice eligible patients  seek care and receive care.  Eden will be 
Medicare certified thus all racial, ethnic, and life-style beneficiaries will be welcomed regardless of their payer 
status.  This is  the ethical, moral and legal standard that is well established and fully ingrained into Eden’s 
objectives and purpose as demonstrated by the Eden admission and charity care policies.  

Taking a close look at the overall hospice admissions generated by Eden nursing homes and retirement facilities  in 
Spokane County and Skagit County  shows a startling gap in hospice care – hospice referrals are at only at 20% of  
the Eden benchmark level meaning – 80% of the patients who are eligible for hospice are not receiving it.   
Specifically looking at our Eden home health admissions to hospices, Eden  referrals are only 45% of the Eden 
hospice referral benchmark need  – meaning 55% of  the home health patients who are eligible for hospice are not 
receiving hospice!    

Eden does not operate nursing homes in Pierce County.  However, responses to our brief analysis indicates that 
Eden hospice outreach can have substantial success in reducing dual-eligible disparity.  Eden should have similar 
success in outreach to the Eden Home Health at Pierce County agency. 

Reducing the disparity for other payer, racial, ethnic, lifestyle or income cohorts (other than the dual-eligible 
population) will be streamlined by Eden’s designated “outreach” liaison. Eden’s outreach in Pierce County will 
mirror its successful hospice outreach efforts in Whatcom County and Skagit County. A variety of agencies and 
providers, for these  cohorts that face significant, documented access barriers:  

• Medicaid population 
• Veterans 
• Black and African American cohorts 
• Hispanic cohorts  
• LGBTQ population 
• Native American and Alaska Natives 
 

Unlike Skagit County and Spokane County, in Pierce County there are larger ethnic and minority population 
cohorts over the age of 65 where disparity in hospice access occurs and outreach focused on dual-eligible Medicare 
patients  can make a significant impact.  In 2021, overall ethnic and racial disparity in admissions when compared 
with the White population cohort indicated that 61 patients did not receive hospice services.  However, hospice 

 
6 Integrating Care for Beneficiaries of Medicare and Medicaid:  A White Paper. Bipartisan Policy Center. April 2020.pp. 8-9 
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admission rates for the entire Pierce County population were so low that when an adjustment just to the statewide 
average rates results in actual ethnic and racial disparity reducing admissions by over 90 patients. 

The healthcare community in Pierce County (and across the state) is keenly aware that Medicaid and Veteran 
population cohorts have glaring disparity in  admissions.  If approved, Pierce County can count on Eden to work 
continuously to engage these groups in hospice care. However, the other categories (mentioned above) are 
relatively small in comparison to disparity for dual-eligible Medicare beneficiaries, but Pierce County residents can 
count on Eden to take a progressive stance and work actively to involve and educate the under-represented 
communities about hospice care and how to access care. This is discussed in the body of the CoN application. 

 
Eden budgeted an outreach liaison specialist to focus on cultural competency thus creating a sensitive and  
welcoming environment for all –especially the underserved.  Eden’s efforts in this area will improve the quality of 
life for patients, their families and friends and lower the myriad stress for the patient while consistently improving 
the emotional health of the caregivers. The overall benefit of Eden’s quality-oriented hospice should not be 
underestimated. Until one is facing death (or has faced death), it’s nearly impossible to quantify the importance of 
quality hospice care – Eden is experienced in this arena and strives to deliver the most welcoming and peaceful, 
calm transition for all involved.     
 
Eden Hospice at King County, LLC will also continue its commitment to eliminate critical end-of-life obstacles to 
hospice care for Pierce County residents who wish to exercise control over their end-of-life options by providing 
hospice services that are consistent with the Washington State Death with Dignity statute. Not all hospices address 
Death with Dignity and in fact, some hospice entities  in Pierce County based on public testimony are identified as 
not allowing staff to even discuss the option with the patient. Some hospice providers will terminate an employee 
who dares cross this line with a patient even when the patient requests an honest,  open conversation with the 
hospice provider – and even though it is state law to offer information. Eden respects Washington State Law and 
works with patients and their families should the patient wish to discuss the Death with Dignity statute. Eden fully 
complies with the requirements of the Death with Dignity statute operating in Pierce County.  

 
Eden Hospice at King County, LLC is wholly owned by EmpRes Healthcare Group, Inc. EmpRes is a 100% 
employee-owned organization with well-established roots in Pierce County and throughout Washington State. It 
currently has approximately 77 operating units in Washington State and regionally including nursing homes, 
assisted living facilities, home health agencies, home care agencies and Medicare certified hospice agencies. In 
2021, Eden Home Health at Pierce County, LLC, EmpRes was certified to serve Medicare and Medicaid home 
health patients.  EmpRes also operates a skilled nursing home and a retirement facility within King County.  Eden 
has successfully implemented its CoN-approved  hospice in Whatcom County this year, joining   10 other hospices 
operated by EmpRes in  the Western states including currently implementing its two CoNs in King County and 
Snohomish County in January 2023. 
 
 Need: Eden Hospice at King County, LLC will serve Medicare and Medicaid patients reducing access disparity 
for the dual-eligible Medicare beneficiary.  It employs a charity care policy that is consistent with most 
Washington State hospitals serving indigent patients. Eden will continue to comply with serving Pediatric hospice 
patients. As mentioned above, Eden may be one of two hospices that fully complies with the requirements of the 
Death with Dignity statute operating in Pierce County.  In addition, Eden participates in the We Honor Veterans 
program and intends to operate at Level 3 for community outreach and participation. 
 
Financial Feasibility: Eden Hospice at King County, LLC will collocate with  EmpRes Home Health at Pierce 
County as well as Eden Hospice at King County, which will minimize start-up and continuing overhead costs 
associated with independent startups thus reducing breakeven levels. For example, there is no capital 
expenditure associated with the project because Eden has a  sufficient supply of desk phone/computer setups, 
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and the field clinicians have company-issued cell phone and a table from our equipment inventory which 
supports the addition of Eden Hospice at King County, LLC hospice staff. The co-shared office location is 
already wired with secure IT infrastructure.  Provision of working capital is provided through no-interest 
capital contributions from EmpRes with the source of capital contributions being cash generated from 
operations backed up by a $40 million line of credit commitment.  Eden Hospice at King County, LLC will also 
establish supportive ancillary care relationships with vendors currently under contract with Eden Home Health 
at Pierce County as well as with vendor relationships developed for the Eden Hospice at King County, LLC and 
Eden Home Health at Pierce County, LLC. 
 
Structure and Process of Care:  First, Eden already has a Pierce County home health agency and will co-
locate with the Eden Hospice at King County.  This allows Eden to more efficiently use patient care staff and 
thus reduces recruitment challenges for other agencies that may be starting a new agency or increasing staffing 
for growing volume.  As an established provider in the community, Eden hospice will initially collaborate with 
EmpRes/Eden entities located within Pierce County. Eden will then carry out targeted outreach with federally 
qualified health centers, create a working relationship with lead agencies in the DSHS health home project; 
American Lake VA Medical Center in Tacoma.  Eden will continue to build upon its cooperative relationships 
with other community agencies focused on serving Veterans; Hispanic communities; the LGBQT population,  
local hospital, physicians, skilled nursing facilities, and other providers.   Eden Home Health at Pierce County 
will be working with many of these providers to ensure seamless continuity of care. Eden Hospice will 
leverage its existing community relationships, within Pierce County by adding respite options and other 
relationships necessary to support the hospice patient and family members throughout the course of care, and 
during the period of bereavement. 
 
Cost Containment:   It is a fact – hospice care reduces health care expenditures.  Appendix S provides the 
most recent evaluations of  the Washington Department of Social a & Health Services (DSHA) Fee for Service 
Dual-eligible project has reduced Medicare expenses by 10% per year as well as reducing overall Washington 
Medicaid costs.  As of September 2020, 37% of the state dual-eligible program is enrolled in the State Health 
Home program.  In the sixth Demonstration Year (2022)  that included Pierce County, Medicare savings were 
over $55 million with total Medicare savings over the 5-year period of $166.8 million! (Appendix S) 
Medicaid savings have not yet been calculated by the Centers for Medicaid and Medicare Services. 
 
Preliminary Medicare savings in Demonstration Year 6 were calculated as $53.8 million or 9.8 percent. 
Including preliminary attributed Medicare savings estimates of $5.5 million results in total preliminary 
Demonstration Year 6 Medicare of $59.3 million.  The current estimate of grand total Demonstration Medicare 
savings for all cohorts through Demonstration Year 6 is $293.0 million. These numbers prove that bottom-line, 
hospice also provides quantifiable financial relief to Washington State and the federal government.7  
 
Savings related generally to patients selecting hospice services for end-of-life care has been shown to 
markedly reduce costs in formal peer-reviewed national studies; actuarial studies by national, independent 
consulting firms commissioned by CMS to evaluate dual-eligible integration projects and in local Ph.D. 
directed Department of Health Services evaluations of ongoing Medicare-Medicaid integration efforts.  
Certificate of need applications  in addition to this application have estimated general savings for patients 
selecting hospice services during the last 5 weeks of their lives which estimated savings of approximately $99 
million in a 2019 Providence Hospice study  or nearly $4,000 per patient if patients received 5 weeks of 
hospice care versus no hospice care (2017 cost estimates).8   Obviously, the savings for hospice patients in 
comparing two Medicare populations would need to be actuarily adjusted to account for a variety of cost 
factors which explains the differences in savings findings.  Eden will return to the various analyses throughout 

 
7 Report for Washington Managed Fee-for-Service (MFFS):Final Demonstration Year 5 and Preliminary Demonstration Year 6 Medicare   
 Savings Estimates: Medicare-Medicaid Financial Alignment Initiative. Angela M. Greene, MS, MBA, Zhanlian Feng, PhD.  RTI Project Number 
0212790.003.002.007/008.  Fall 2021. Page ES 2 
8 CN 19-44. Providence Health and Services Hospice Application. Page 53 
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the application, but the findings presented herein are consistent with savings estimates and utilization 
benchmarks and actual utilization experience found in statewide CoN applications and nation studies. 
 
Reducing hospice disparity in utilization through outreach to special populations (primarily the dual-eligible 
Medicare and Medicaid cohorts) by integrating all long term care services with hospice will increase the 
number of Pierce County hospice patients receiving hospice care. In turn this will reduce Medicare and 
beneficiary costs and minimize or eliminate any adverse financial impact on existing providers.  In fact, as 
disparity is reduced through targeted outreach efforts by Eden, other hospice providers and DSHS’s health 
home demonstration project, utilization will increase for all hospices beyond the current Medicare hospice 
admissions per 1,000 beneficiaries’ death rate. At the same time, hospice patients average-length-of-stay will 
increase.  Applying an annual savings of $2,000 per patient found in the Washington State – CMS 
demonstration project would generate: 
 

• $222,00 in  Medicare savings in 2026 (106 new, non-duplicative, dual-eligible hospice admits * $2,000 
per patient and OOP family savings of  $670* per patient or $71,02.  (Please refer to  Table 13 for the 
“new patient’ categories. 

All savings are based on 2021 values.9 
 
Regardless of whether the average daily census need is 20, 30, 35 or 40 patients, there are internal cost 
containment opportunities related with co-location of services. First, in this co-location, minor equipment and 
remodeling costs can be eliminated as previously noted. Co-location with the home health agency also 
optimizes the existing relationships between physicians in the community and the hospice service. External 
cost containment can also be achieved with higher hospice utilization levels due to reduced hospital related 
costs. 
External cost containment can also be achieved with higher hospice utilization levels due to reduced hospital 
related costs, primarily in the last month of life . As noted in a Providence Hospice study (not peer reviewed) 
showed that Washington State could save over $99 million annually if patients received 5 weeks of hospice care 
versus no hospice care.10   Several additional analyses specific to Skagit County further support Washington State 
findings through national studies and evaluations showing the importance of early intervention to  achieve the 
Triple Aim of Lower Cost, Better Care and Improved Health of the population, a stated policy of Washington 
State.  Finally, a 16-year peer-reviewed national study indicated that all expenditures for healthcare during the 
final 3 months of life were $10,908 per case compared with cases for patients not treated by hospice. 11   The 
study also found a $670 savings per family if the patient was enrolled in hospice for 30 days.12 
 
  

 
9 Report for Washington Managed Fee-for-Service (MFFS):Final Demonstration Year 5 and Preliminary Demonstration Year 6 Medicare   
 Savings Estimates: Medicare-Medicaid Financial Alignment Initiative. Angela M. Greene, MS, MBA, Zhanlian Feng, PhD.  RTI Project Number 
0212790.003.002.007/008.  Fall 2021. Page ES 2 
10 CN 19-44. Providence Health and Services Hospice Application. Page 53 
11 Melissa Aldridge, Ab Brody, Peter May, Jaison Moreno, Karen McKendrick, Lihua Li. Association Between Hospice Enrollment and Total Health 
Care Costs for  Insurers and Families, 2002-2018, Jama Health Forum, Feb. 11, 2022. Page 5 
12 Ibid. Page 5 

8

https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Aldridge%2C+Melissa
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Brody%2C+Ab
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=May%2C+Peter
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Moreno%2C+Jaison
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=McKendrick%2C+Karen
https://onlinelibrary.wiley.com/action/doSearch?ContribAuthorRaw=Li%2C+Lihua


 

 

Applicant Description 
Answers to the following questions will help the department fully understand the role of the applicant(s). 
Your answers in this section will provide context for the reviews under Financial Feasibility (WAC 246-
310-220) and Structure and Process of Care (WAC 246- 310-230). 

 

1. Provide the legal name(s) and address(es)of the applicant(s). 
Note: The term “applicant” for this purpose includes any person or individual with a ten 
percent or greater financial interest in the partnership or corporation or other comparable 
legal entity as defined in WAC 246-310-010(6). 
 
The legal name of the applicant is EmpRes Healthcare Group, Inc. EmpRes is a 100% employee-
owned organization which currently operates Eden Home Health at Pierce County as well as  
 

Eden Hospice at King County, LLC 
733 7th Ave., Ste. 110 
Kirkland, WA 98033 

 

2. Identify the legal structure of the applicant (LLC, PLLC, etc.) and provide the Unified 
Business Identifier (UBI). 

 
EmpRes Healthcare Group, Inc. is the certificate of need applicant and Eden Hospice at King County, 
LLC will be the license holder.   The UBI for EmpRes Healthcare Group Inc. is. 26-3118337.  Eden 
Hospice at King County, LLC is an LLC.  Its UBI number is 604-693-901.  As the December 2022 
Letter of Intent states, EmpRes Healthcare Group, Inc. is the sole member of Eden Hospice at King 
County, and wholly owns  Eden Hospice at King County  LLC.  Please see Appendix B for the 
EmpRes/Eden chart of organizations.  

 
3. Provide the name, title, address, telephone number, and email address of the contact 

person for this application. 
 
Jamie Brown, Vice President of Home Services 
EmpRes Healthcare Group, Inc.  
4601 NE 77th  Ave., Ste. 300 
Vancouver, WA 98662 
360-798-8298 
jbrown3@eden-health.com 

 
4. Provide the name, title, address, telephone number, and email address of the consultant 

authorized to speak on your behalf related to the screening of this application (if any). 
 

Robert McGuirk 
RMC Consulting 
1606 NE 60th Ave. 
Portland, OR  97213 
503-287-4045 
Rmconsulting1@qwestoffice.net 

 
5. Provide an organizational chart that clearly identifies the business structure of the applicant(s). 

 
Appendix B provides the organizational chart that clearly identifies the business structure of  EmpRes 
Healthcare Group, Inc.  and  Eden Hospice at King County, LLC, and extension to Pierce County. 

9

https://apps.leg.wa.gov/WAC/default.aspx?cite=246-310-220
https://apps.leg.wa.gov/WAC/default.aspx?cite=246-310-220
https://apps.leg.wa.gov/WAC/default.aspx?cite=246-310-230
https://apps.leg.wa.gov/WAC/default.aspx?cite=246-310-230
http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-800
mailto:jbrown3@eden-health.com


 

 

 
6. Identify all healthcare facilities and agencies owned, operated by, or managed by the applicant. This 

should include all facilities in Washington State as well as out- of-state facilities. The following 
identifying information should be included: 

• Facility and Agency Name(s) 
• Facility and Agency Location(s) 
• Facility and Agency License Number(s) 
• Facility and Agency CMS Certification Number(s) 
• Facility and Agency Accreditation Status 

 
Appendix V provides the identifying information requested in this question. 

 
1) EmpRes Healthcare Group, Inc. 

 
EmpRes Healthcare Group, Inc. is the sole member of Eden Hospice at King County, LLC .  It will  
be the certificate of need holder. 
 

EmpRes Healthcare Group, Inc.  
4601 NE 77th  Ave., Ste. 300 
Vancouver, WA 98662 
360-798-8298 
jbrown3@eden-health.com 

 
2) Eden Hospice at King County, LLC will be the license holder. 

 
Project Description 
 

1. Provide the name and address of the existing agency, if applicable. 
 

Eden Hospice at King County, LLC will share office space with the Eden Hospice at King County, 
LLC. 
 

Eden Hospice at King County, LLC 
733 7th Ave., Ste. 110 
Kirkland, WA 98033 

 
2. If an existing Medicare and Medicaid certified hospice agency, explain if/how this proposed project 

will be operated in conjunction with the existing agency. 
 

This question is not applicable because Eden Hospice at King County, LLC has become operational in 
January of 2023.  Extension to Pierce County will happen when the Eden Hospice at King County is 
Medicare certified. 

 
3. Provide the name and address of the proposed agency. If an address is not yet assigned, provide the 

county parcel number and the approximate timeline for assignment of the address. 
 

As previously noted, the address is:  
 

Eden Hospice at King County, LLC 
733 7th Ave., Ste. 110 
Kirkland, WA 98033  
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4. Provide a detailed description of the proposed project. 

 
Our Values and Beliefs    
 

Hospice is medical care with an emphasis on pain management and symptom relief for patients with life-
limiting illnesses, as well as emotional and spiritual support for patients and those who love and care for 
them. Our Eden multidisciplinary team understands the complexity of issues and feelings that surround 
hospice care and end of life. Our care process is designed to maximize our patient’s quality of life and 
support the patient’s and caregivers’ ability to be in control of end-of-life decision making. Patients can 
recover from a deathly illness and then transferred out of hospice care and into an appropriate healthcare 
facility. Of course, that is always extremely exciting for everyone – albeit infrequent. Eden believes that 
choosing hospice does not mean that patients or their families and caregivers give up on life. Our 
caregivers  provide 24-7 on-call support, clinical and skilled care, as well as spiritual and emotional 
counseling continuing through the bereavement process. Eden believes that through effective and 
compassionate care our patients can approach the end of life with dignity and comfort. Eden has a Death 
with Dignity policy that fully complies with the Washington statute.  
 
Symptom Management 

 
No matter what the disease or diagnosis, Eden believes in improving the quality of life when quantity is 
limited or during any other challenging healthcare situation (such has home healthcare and long-term care). 
Eden works with the patients and offers the best support possible remedy to pain and other stresses.  
Eden’s medical care controls symptoms, ensures that patients are as comfortable, and strives to create a 
stress free environment. Eden understands that each disease, compilation of diseases and/or conditions, 
requires specific treatments to control pain and other physical reactions. For instance, a patient  diagnosed 
with end stage cardiac disease has a very different set of complications than someone with cancer,  
pulmonary disease, diabetes etc.   Eden can also provide supportive unique emotional therapies such as 
music, and/or dog therapy to improve the emotional quality of life for the patient.  These services are 
provided through the Volunteer component of the Eden hospice programs. 
Our medical directors focus on symptom management and will work with the patients’ attending 
physicians to order appropriate medications. Our philosophy embraces the idea of relieving pain and other 
symptoms so that patients are in control of their own comfort.      
 
Supplies & Equipment 
 
Hospice home care medical equipment can dramatically improve the quality of life of those with life-
limiting illnesses. Eden Hospice will manage the ordering and delivery process of the necessary 
equipment. Medical equipment can: 

• Improve Mobility 
• Make breathing easier 
• Improve quality of sleep and help reduce pain 

 
Eden Hospice will provide patients with the supplies and medical equipment related to the hospice diagnosis, 
including: 
• Respiratory equipment including oxygen and CPAP, BIPAP and nebulizers 
• Walkers 
• Crutches 
• Wheelchairs 
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Respite Care 
 
Eden believes in supporting both the patient and the caregiver team. Respite care is provided to the patient 
when family/caregivers need time away. Patients are placed in a contracted facility for a length of time in 
accordance with plan benefits (typically up to 5 days). The contracted facility will provide care with the 
hospice interdisciplinary members to continue making visits and maintain emergency/crisis availability. 
 
Respite care for your caregiver may help prevent: 

• Burnout 
• Depression 
• Stress 
• Illness, and 
• Reduced Immunity (due to stress)  

 
Bereavement Services 
 
Bereavement care is an essential component of hospice care that includes anticipating grief reactions and 
providing ongoing support for the bereaved for a year or more after the patient has passed. Patients, 
families, and caregivers may experience grief as a mental, physical, social, and/or emotional reaction. 
Mental reactions can include anger, guilt, anxiety, sadness, and despair. Physical reactions can include 
sleeping problems, changes in appetite, physical problems, or illness. Eden Hospice is committed to 
providing information, counseling, and resources for any reaction that may be experienced. 
Eden believes that each person takes their own journey through grief and healing. Allowing patients, 
families and caregivers to open-up to the idea that not every person experiences and deals with the loss of a 
loved one in the same way. As there are many cultural and or religious practices supported in communities 
to help those facing loss, understand that there is no “one way” or “one plan” that can work for everybody. 
Hospice bereavement programs focus on: 

• Helping family members understand and move forward in the grief process by enabling their 
expression of thoughts and feelings and helping them identify or develop healthy coping 
strategies. 

• Helping families problem-solve around adjustment issues.  
• Providing guidance about decision-making. 
• Addressing social and spiritual concerns. 
• Assisting survivors to adapt to an environment without the deceased. 

 
Volunteers 
 
Eden recognizes that employees, patients, family members and caregivers live in a web of community-
based relationships and one choice that most hospice patients elect is to remain in that community. Eden 
hospice volunteers facilitate that supportive network of community relationships. Eden’s volunteers are 
from various age groups, professions, and life experiences. They have a true desire to give their time to 
individuals dealing with a life-limiting illness. Volunteers are fully vetted through a background check. 
Hospice volunteers assist with a number of helpful and meaningful activities and support the overall 
outreach to the community about the benefits of hospice. See below for a complete list of what volunteers 
can and cannot do. Our volunteers are never asked to do something they are not comfortable doing. 
Hospice volunteers can: 

• Play cards and games. 
• Watch movies or television. 
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• Help with light errands. 
• Help with light housekeeping and meal preparation. 
• Support patient interests, such as music or crafting. 
• Provide animal therapy. 
• Provide music therapy. 
• Read aloud. 
• Write letters. 
• Do office work, such as data entry, mailings, answer phone calls, etc. 
• Provide respite care to family members and/or caregivers. 
• Offer companionship and support. 
• Offer a calm and peaceful presence by being comforting and supportive. 

 
Volunteers do not substitute for the needed specialized services provided by an experienced, trained and 
often licensed professional staff. Per the rules of Medicare participation, hospice volunteers may not: 

1. Offer feeding assistance. 
2. Transfer or transport patients. 
3. Give medications. 
4. Assist with personal care. 
5. Provide counseling services or offer advice.  
6. To be involved with the patient and/or family’s financial, banking, or other legally related areas  

of their private lives. 
 
Eden Hospice is committed to providing information, counseling, and resources. Eden’s support groups 
can help manage the everyday care and emotional challenges of caring for a dying loved one. Our team of 
professionals and volunteers address the emotional, social, and spiritual needs of patients and those who 
love and care for them. 

 
Our Plan for Pierce County 
 
As noted in the Executive Summary and throughout the application, Pierce County residents have 
experienced limited access to hospice services. For example, several of the hospices in Pierce County 
(and across the state) have institutional constraints that ban simply addressing Washington State’s  
Death with Dignity statute, or the hospice/healthcare institution effectively restricts access based on 
health plan coverage. By default, this, effectively and completely denies any patient the right to even 
examine Death with Dignity, let alone let the patient chose. Barriers like this patently remove a 
patient’s choice and control around their dying. Terminally ill patients and their families, by law, 
should be informed in understanding all options related to hospice and dying. Washington State Law 
promotes choice and control by the patient – it should not allow patients to be manipulated by any 
institution that does not agree with this legal choice. As such, in Pierce County offering hospice 
choices is imperative. Moreover, choice is entwined with the Death with Dignity statute.   
Choice also includes many other aspects such as acceptance of differing lifestyles and life experiences. 
Eden Hospice at King County, LLC will be co-located with EmpRes Home Health and its referral 
sources that offer new pathways of outreach to inform patients and families about the benefits of 
hospice and to facilitate their decisions to select the hospice option when it can provide the most 
benefit. Eden is a secular entity with no religious affiliation. Eden welcomes all lifestyle choices and 
supports discussions with patients and families about all end-of-life options that includes  Death with 
Dignity; and it fully complies with the Death with Dignity statue.  
 
Eden Hospice at King County, LLC has four goals tailored to the unique needs and circumstances in the 
Pierce County service area to address barriers and resulting access disparity to support increasing 
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hospice admissions and ALOS in hospice care.  These barriers have created two unique population 
cohorts with disparity in utilization, the dual-eligible Medicare beneficiary and the Death with Dignity 
cohorts. 
 
1. Eden will target outreach activities to dual-eligible Medicare-Medicaid beneficiaries to reduce 

disparity in low-income populations’ access by applying our experience from our existing long 
term care resources operating in Pierce County and in King County: 
 
• Eden Home Health at Pierce County, a Medicare certified home health agency. 
• EmpRes operates 4 nursing homes in King County 
 
The Pierce County admission rate for hospice care for dual-eligible individuals is 8% lower than the 
dual-eligible rate per Medicare admission rate per 1,000 Medicare beneficiaries.  However, utilization 
rates for both dual-eligible and non-dual-eligible Medicare beneficiaries is extremely low, 15% lower 
total admission rates than the statewide average.  Increasing utilization to the statewide average for non-
dual-eligible beneficiaries would represent a 17%  increase in use rates.   Given the beneficiary size of 
the Pierce County dual-eligible Medicare population , eliminating disparity in dual eligibility 
admissions could generate 186 new admissions.    
 
Clearly, integration of EmpRes/Eden services represents the best opportunity to materially improve 
access to hospice services that will benefit patients and families while reducing healthcare costs.  
Reaching out to nursing homes and retirement facilities will make the largest contribution to reducing 
access disparity for low income residents,  particularly the dual-eligible long term care patients and 
residents.  Eden anticipates, and will prepare for increasing hospice referrals, primarily among low 
income, dual-eligible individuals.  An initial focus on outreach and service integration will be the dual-
eligible population many of whom reside in long term care nursing homes.   Eden’s goal in Pierce 
County is focused on  increasing the number of dual-eligible hospice patients. Many of the dual-eligible 
in Pierce County live at or below the poverty level and Eden knows this marginalized group needs 
immediate help.  
 
To fully appreciate the burden faced by dual-eligible Medicare beneficiaries, Eden presents  a 2020 
national study that found that  approximately 85% of the nearly 60 million Medicare beneficiaries 
qualified for Medicare on the basis of age (See Appendix S).  The remaining 15% were eligible based 
on disability.  Dual-eligible individuals have poorer health and functional status than those eligible for 
Medicare only. According to the Medicare-Medicaid Coordination Office (MMCO), 41% have at least 
one mental health diagnosis, 49% receive LTSS and 60% have multiple  chronic conditions. The 
average dual-eligible individual has six chronic conditions, while all other Medicare beneficiaries 
average only four.  Dual-eligible individuals have greater limitations in ADLs than non-dual-eligible 
individuals.  In 2016, 26% of dual-eligible individuals had limitations in one to two ADLs, compared to 
18% of non-dual-eligible individuals and 28% had limitations in three to six ADLs, compared to 9% of 
non-dual-eligible individuals.13  Addressing the hospice needs for the dying dual-eligible and other low 
income resident will vastly reduce the physical, psychological, emotional and financial burden that this 
population endures. 
 
Reducing disparity in hospice access for dual-eligible beneficiaries will also reduce healthcare costs for 
the federal Medicare and federal-state funded Medicaid program.  The study found, given the severity 
of illness and disabilities, per-capita spending on dual-eligible individuals  to be more than three times 

 
13 Integrating Care for Beneficiaries of Medicare and Medicaid:  A White Paper. Bipartisan Policy Center. April 2020.pp. 8-9 
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higher than for Medicare-only beneficiaries.  By example, the study found that the average annual 
spending per dual-eligible individual in 2013 was approximately $29,238.43 The average annual 
spending for those covered only by Medicare came in significantly lower, at $8,593 per person.   
 
In summary, dual-eligible individuals are among the most medically complex individuals with wide-
ranging health care needs that require additional services and supports and generate substantial per 
capita health care costs, particularly if all long term care (home, residential facility, nursing home, 
hospital and hospice services are not carefully coordinated and available. See pages 8 – 10 Integrating 
Care for Beneficiaries Eligible for Medicare and Medicaid: An Update,  April 2020 Bipartisan Policy 
Institute.14 
 
A second study of the dual-eligible Medicare population managed through Washington State Medicaid 
reported in September 2021, confirmed similar findings for the nearly  30,000 fee-for-service, Medicare 
dual-eligible beneficiaries in the LTSS integration demonstration project.  The beneficiaries  received 
coordinated benefits such as are being recommended in Goal 1 (See Appendix S).  The final 
preliminary 6-year study  reported that the State Medicaid integration project saved $59 million in its 
last year with total Medicare savings over the 6-year period of $293 million (savings to receive 
further analysis by CMS).15  On an actuarial per capita basis, the Washington State demonstration 
project saved approximately 10% of expected overall Medicare savings. 
 

2. Eden will build on its experience with EmpRes/Eden Pierce  County programs to develop 
hospice services to ensure integration of  hospice services with other nursing homes and 
residential facilities. Eden will also assist Department of Social and Health Services as it 
transitions its integration into a new phase.   
The intent is to focus on further reducing low income, hospice disparity in access.  This 
approach will both increase hospice admissions with earlier admissions leading to increased 
average length of stay for the dying patient and will coordinate Eden efforts through working 
with the Department of Social and Health Services (DSHS) Long Term Services Support Dual-
eligible Demonstration Project and the Medicaid Apple Program as it transitions from the 
demonstration project to a new phase of integration. 
Eden is implementing its home health agency in Pierce County to join its King County home 
health agency and Eden Hospice at King County. Together with this valuable hands-on 
experience, coordination with other existing nursing homes and residential facilities will be 
implemented thus ensuring integration, coordination, resulting in consistent and reliable access 
to hospice care. Roadblocks to accessing hospice care among the low-income and marginalized 
in Pierce County is a serious issue. There are any number of obstacles to general healthcare 
services which of course, complicates access to hospice care. This in part includes a general lack of 
knowledge about the healthcare system, lack of health insurance, cultural and mental health 
barriers, living in a poor and/or isolated neighborhood where access to the overall health care 
system is inherently complex. Eden’s will proactively and enthusiastically focus on reducing 
access to hospice that plagues the low-income and marginalized in Pierce County.  
Increasing hospice admission, with earlier admissions will lead to an increased average length of 
stay for the dying patient. Having a longer length of stay is a win-win for the patient, their families, 

 
14 Ibid. Page 10 
15 Report for Washington Managed Fee-for-Service (MFFS):Final Demonstration Year 5 and Preliminary Demonstration Year 6 Medicare   
 Savings Estimates: Medicare-Medicaid Financial Alignment Initiative. Angela M. Greene, MS, MBA, Zhanlian Feng, PhD.  RTI Project Number 
0212790.003.002.007/008.  Fall 2021. Page ES 2 
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the hospitals in/around Pierce County and Washington State. Eden intends to coordinate with  the 
Department of Social and Health Services (DSHS) Long Term Services Support Dual-eligible 
Demonstration Project and the Medicaid Apple Program as it transitions from the 
demonstration project to a new phase of integration. To date, these two State programs have 
not yet published information on the new phase of integration.  
 
As mentioned, Eden will build on its experience with EmpRes/Eden Pierce programs to develop 
hospice services that ensure integration of hospice with other nursing homes and residential 
facilities, and this will be coordinated by Eden’s staff liaison.   
The demographic analysis of Medicare data shows that Pierce County’s racial and ethnic 
population cohorts face disparity in hospice access – Black, Hispanic and American Indian/Alaska 
Native cohorts  make up only 8.7% of the overall 2020 Pierce County population over age 65 –yet 
that accounts for an estimated  6.1% of admissions to Pierce hospices.   So rather than initially 
providing direct outreach to these cohorts, Eden will coordinate with other nursing homes, 
residential facilities as well as the Department of Social and Health services to proactively reduce 
barriers to hospice care.  Reducing dual-eligible disparity will reduce racial, ethnic and general 
economic disparity in access.  However, until those efforts take place, Eden is not “enumerating”  
additional admissions that exceed hospice admits and average daily census  generated by general 
population increase in 2025 through 2027 although Eden anticipates that many of these referrals 
would come from reducing disparity in admissions. 
 

3. As required by CMS, Eden will assure that all residents considering hospice are offered 
informed choice in practical terms this means that healthcare professionals will (a) help 
educate the patient and families should they have generally negative views of Medicare hospice 
as it relates to real and perceived loss of control about how a patient and family will address 
dying and (b) provide a secular hospice choice that fully complies with the Death with Dignity 
statute.  
 
Our community analysis indicates that Pierce County residents that decide to explore or enroll in the 
Washington State Death with Dignity program face barriers in understanding the Statute. As an 
example, some patients do not understand that they can simultaneously enroll in hospice.  Of course, 
not all patients that review the Death with Dignity option opt in. Table 10 shows that the death with 
dignity participation rate for residents East of the Cascades is 54% less than West of the Cascades.  
Presently, only one hospice provider in Pierce County fully complies with the Death with Dignity 
statute based on testimony on a previous Pierce County hospice concurrent review.  As previously 
stated, Eden has a Death with Dignity policy that fully complies with the statute.  Testimony provided 
in Pierce hospice CoN concurrent review process confirm that many individuals and groups support 
compliance with the Washington Death with Dignity statute – they have raised compliance concerns 
with every hospice organization serving or proposing to provide hospice services in Pierce County.   
 
Eden’s concerns are not focused on increasing Death with Dignity participation. Instead, Eden is 
concerned that a lack of understanding among Pierce County residents is contributing to patients 
delaying or choosing not to enroll in hospice (because they believe that hospices do not fully support 
the dying patient in this area). Eden estimates (included in Table 11) that approximately  10 to 15 
patients per year are not choosing hospice at all because of their concerns that their wishes will be 
supported. Eden estimates that 10-15 patients per year are not choosing hospice because they fear their 
end-of-life choices will not be honored. Eden does not expect an increase of 10 -15 Pierce residents to 
choose Death with Dignity. Instead, Eden expects the increase to grow because many patients want full 
control over their end-of-life decisions and do not want corporate and/or religious oversight 
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determining what a patient can and cannot control. The patients of Pierce County who want and need 
freedom of choice will turn to Eden’s welcoming approach and steadfast support for all patients, no 
matter what end-of-life passage they choose.  
 
Eden understands the value of hospice chaplaincy as many Pierce County residents are religious.  In 
fact, the percentage of patients reporting a formal religious affiliation is remarkably similar between 
Pierce County and King County at approximately 37% to 38% (slightly higher in Seattle).  Beyond 
chaplaincy, as a community-based, non-sectarian hospice agency, Eden is committed to welcoming, 
engaging and supporting all hospice patients and will actively support patients who value their religion 
and supports residents, regardless of their beliefs, who wish to understand or pursue their “Death with 
Dignity” options as available under Washington law. As part of this effort, Eden reaches out to End of 
Life Washington for their advice and support in policy development, staff training and in locating 
needed resources within Pierce County.   “All” also refers to the LGBQT population where Eden, as a 
non-sectarian hospice agency, can provide a welcoming and supportive hospice service to this 
population group. 
 

4. Implement outreach activities, first to other nursing homes  in Pierce County to inform 
residents and facilities about the benefits of hospice in a respectful, culturally competent 
approach.  

 
5. Confirm that this agency will be available and accessible to the entire geography of the county 

proposed to be served. 
 
Eden Hospice at King County, LLC will be available and access to the entire geographic area of Pierce 
County, a number of the nursing staff will reside in rural areas of Pierce County. 

 
6. With the understanding that the review of a Certificate of Need application typically takes at least 

six to nine months, provide an estimated timeline for project implementation, below: 
 

Experience indicates delays including reconsideration and adjudicative can add delays but if this does 
not happen Pierce County will begin operation in October 2023. 

 
Event Anticipated Month/Year 
CN Approval September 2023 
Design Complete (if applicable)   Not Applicable 
Construction Commenced (if applicable)   Not Applicable 
Construction Completed (if applicable)   Not Applicable 
Agency Prepared for Survey   Not Applicable 
Agency Providing Medicare and Medicaid hospice 
services in the Pierce County 

  October 2023 

 
7. Identify the hospice services to be provided by this agency by checking all applicable boxes below. 

For hospice agencies, at least two of the services identified below must be provided. 
 

X  Skilled Nursing X Durable Medical Equipment 
X Home Health Aide X  IV Services 
X Physical Therapy X Nutritional Counseling 
X Occupational Therapy X Bereavement Counseling 
X Speech Therapy X Symptom and Pain Management 
X Respiratory Therapy X Pharmacy Services 
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X Medical Social Services X Respite Care 
X Palliative Care X Spiritual Counseling 
X Other (please describe) 
Services primarily for Alzheimer’s disease and other dementias 
Aroma therapy – by contract 
Music therapy – by use of volunteers and contractors 
Therapeutic touch – by contract 
Advanced feeding techniques – by contract 

 
8. If this application proposes expanding an existing hospice agency, provide the county(ies) already 

served by the applicant and identify whether Medicare and Medicaid services are provided in the 
existing county(ies). 
 
Eden Hospice at King County, LLC will be a new, Medicare-certified agency beginning operation in 
January 2023.  It currently serving King County. 

 
9. If this application proposes expanding the service area of an existing hospice agency, clarify if the 

proposed services identified above are consistent with the existing services provided by the agency in 
other planning areas. 
 
All services in Pierce County will be consistent with Eden Hospice at King County, LLC  which will 
become a Medicare-certified agency. 

 
10. Provide a general description of the types of patients to be served by the agency at project 

completion (e.g., age range, diagnoses, special populations, etc.). 
 

Hospice services will be provided to patients requiring end-of-life care terminally ill patients with a life 
expectancy of 6 months or less.  The proposed hospice will provide care to patients regardless of the 
source or availability of payment for care.  Hospice services will be provided to all patients consistent 
with all provisions of the Death with Dignity Act. 
 
The Eden Hospice at King County will provide Pediatric hospice services for residents of the service area 
consistent with the Department memorandum of November 29, 2022.  The estimated annual deaths for the 
Pierce County Pediatric population is approximately 20 patients – with natural deaths for the ages 1–14 
population estimated at 18 patients.  This represents the maximum potential population base for hospice 
services.  Given that not all families will select a hospice option, hospice referrals are estimated to be less 
than 1 referral per month to any hospice. 
 
Table 1 estimates the number of natural deaths (excluding accident, suicide, and homicide deaths) 
occurring in the Pierce Pediatric age cohort, ages 1 – 17.  Pediatric hospice services are not usually 
applicable for infants under age 1.  2020 is the most recent year for reported Pediatric deaths. Actual 
deaths are suppressed for all Pierce ages 1 – 17 because each age group has less than 10 deaths 
(Suppression is due to the national and state confidentiality policies).  Table 1 calculation estimates are  
based on the Department of Health’s 2020 estimated population for each age group  in Pierce County. The 
DOH uses the statewide death rate per 100,000 persons for each age cohort. With this information 
provided by the State, Eden generates the total deaths per age. Eden also estimates for each cohort, ages 1 
through age 17; and a natural death estimate for each age cohort from age 1 through age 14.  Accident, 
suicide, and homicide deaths for the Pierce population are consolidated for age groups 15 – 17, and age 
group 18 – 19. As such, the information provided by the Department of Health regarding Pediatric deaths 
to age cohorts (including the population age 1 through age 14) is imprecise and therefore limits accuracy 
for all Certificate of Need hospice applicants.  Table 1 provides a summary of the analysis. 
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Table 1 
Estimated Pierce County Pediatric Deaths  in 2020  

 

2020 State 
Population

Total 
Deaths

Total 
Death Rate

Natural  
Death Rate

Pierce 2020 
Population

Pierce 
Total 

Deaths

Pierce 
Natural 
Deaths

Age 1 -  4 360,890 57 15.8 15.8 48,030 8 7.6
Age 5 -  9 461,674 41 8.9 8.9 62,542 6 5.6
Age 10- 14 486,751 77 15.8 7.4 61,539 10 4.6
Age 15 - 17* 279,862 99 35.4  33,782 12
  Total 35 17.7
 * Accident, Suicide and Homocide category iis Age 15 - 19 and is not comparable  
 
(Data Source: WA Department of Health Vital Statistics)  
 
Many of the Pierce patients will be end-stage cancer patients.  The remainder of the patients will have 
terminal conditions related to a variety of diagnoses as documented in Table 2.  Unique to the Eden Hospice 
in Pierce County will be the emphasis and outreach to dual-eligible Medicare patients. While the majority 
of patients will be over age 75, outreach to dual-eligible patients will likely result in a somewhat younger 
population that cannot be quantified at this time.   Many dual-eligible patients qualify for Medicare based 
on specified disabilities and are younger than age 65.  Dual eligibility for those under 65 is in part due to 
work-related disabilities which in many cases triggers destitution, poverty, and a host of other complex 
health issues.   
 
Table 2 below provides the percentage breakdown of estimated diagnostic mix for Pierce County.  Eden 
will adhere to its Patient Admission Criteria that commits to serving all patients that can benefit from 
hospice regardless of their age. Patients receiving in-home care will include not only those still living in 
their own private homes but also those who are residents of nursing homes, adult family homes and 
assisted living facilities.  Care will be provided to patients regardless of culture, language, or sensory 
disability.  Where needed, interpretive services and assistive communication technologies will be used.  
Table 2 shows the national average case mix for 2019 published by the National Hospice and Palliative 
Care Organization.  A later report, prepared in October 2021, focused on the 2019 diagnostic mix but with 
greater detail.  Given that Covid-19 has had such a material effect on overall death rates that may persist 
into the future, Eden has elected to use the 2019 data. 
 

Table 2 
Expected Diagnostic Mix of Hospice Patients 

 
  Diagnosis Percent 

Cancer 30 
Heart/Cardiac/Circulatory 18 
Dementia 16 
Lung/Respiratory 11 
Stroke/Coma   9 
Other 14 
Chronic Kidney Disease   2 
Total 100% 
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11. Provide a copy of the letter of intent that was already submitted according to WAC 246-310-080 and 

WAC 246-310-290(3). 
 

Appendix A provides a copy of the letter of intent submitted for this project. 
 

12. Confirm that the agency will be licensed and certified by Medicare and Medicaid. If this application 
proposes the expansion of an existing agency, provide the existing agency’s license number and 
Medicare and Medicaid numbers. 

 
Eden Hospice at King County was recently licensed and will become a Medicare accredited agency.     

 

IHS.FS.    
 

Medicare #:  Not Available yet.  
 

Medicaid #:  Not Available yet.  
 

13. Identify whether this agency will seek accreditation. If yes, identify the accrediting body. 
 

The agency is receiving accreditation by the Accreditation Commission for Health Care (ACHC). 
 

Certificate of Need Review Criteria 
 

A. Need (WAC 246-310-210) 
WAC 246-310-210 provides general criteria for an applicant to demonstrate need for healthcare facilities or services 
in the planning area. WAC 246-310-290 provides specific criteria for hospice agency applications. Documentation 
provided in this section must demonstrate that the proposed agency will be needed, available, and accessible to the 
community it proposes to serve. Some of the questions below only apply to existing agencies proposing to expand. 
For any questions that are not applicable to your project, explain why. 

 
1. For existing agencies, using the table below, provide the hospice agency’s historical utilization broken 

down by county for the last three full calendar years. Add additional tables as needed. 
 

There is no existing agency utilization.  The Eden Hospice at King County begins operations in January 2023 
so statistics for both the historical and current year are projected.  The same will be true for the extension of 
hospice services into Pierce County with hospice services commencing in the last three months of 2023. 
 

 
3. Provide the projected utilization for the proposed agency for the first three full years of operation. For 

existing agencies, also provide the intervening years between historical and projected. Include all 
assumptions used to make these projections. 
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Table 3 
Eden Hospice in King County 

 
2023
12 months

Total Hospice Admissions 180 276 312 324
Average Length of Stay 59.1 61.2 61.1 61.1
Total Hospice Days 10,643 16,888 19,074 19,809
Projected Average Daily 
Census

29.2 46.3 52.3 54.1

2023
3 months

Total hospice admissions 18 114 171 202
Average Length of Stay 61.2 61.2 61.2 61.2
Total Hospice Days 1,110 6,977 10,465 12,353
Projected Average Daily 
Census

3.0 19.1 28.7 33.8

TOTAL AGENCY 2023 2024 2025 2026
Total hospice admissions 198 390 483 526
Average Length of Stay 59.4 61.2 61.2 61.1
Total Hospice Days 11,753 23,865 29,539 32,162
Projected Average Daily 
Census 32.2 65.4 80.9 87.9

KING COUNTY 2024 2025 2026

PIERCE COUNTY 2024 2025 2026

 
 
Table 3 provides the required information showing projected utilization in both King County and 
Pierce County for 2023 through 2026 (“total agency” utilization is also shown).  Note that the Pierce 
County 2023 utilization is projected partial year data for the last quarter of 2023. 
 
Hospice admissions are comprised of three components:  
 
Hospice Admissions: There are two sources for hospice admissions for the Eden Pierce County 
service area described below: 
 
(a) Unmet hospice admissions from population growth by extending admitting projections through 
2027 – the Pierce County non dual-eligible hospice percent of Medicare beneficiary deaths at 41.6%, is 
16% below the Washington State hospice percent of Medicare beneficiary deaths of 49.7%. 
 
(b) Hospice admissions from outreach to dual-eligible Medicare patients from areas of Pierce County 
where disparity results in hospice use rates are below non dual-eligible rates.  In Pierce County the 
percentage disparity between dual-eligible and non-dual-eligible admissions is only 3.4%. However, 
disparity of the Pierce County dual-eligible percentage of hospice admissions to Medicare beneficiary 
deaths are 23.2% % lower than the State’s non dual-eligible hospice admissions as a percent of 
Medicare beneficiary deaths. 
 
Taken together, hospice utilization is substantially lower in Pierce County than in other 
metropolitan Washington counties due to under capacity and access disparity.  As noted in this 
document, the greatest disparity is related to income rather than barriers related to race or ethnic 
variables. 
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Average Length of Stay:  While average length of stay is longer nationally.  Eden expects that length 
of stay for the first two full years of operation will mirror the state average length of stay.  As patient 
admissions increase due to Eden’s outreach efforts, patient(s) length of stay will also increase. 
Furthermore, patients who previously were never considered  eligible for hospice (e.g., congestive 
heart failure or early dementia) will select hospice care – these types of conditions normally have 
longer lengths of stay.   
 
Patient Days and Average Daily Census are both products of simple algebraic equations, e.g., Patient 
days divided by 365  or 366 days equals Average Daily Census in this case because a leap year is 
involved in the projections. 
 

4. Identify any factors in the planning area that could restrict patient access to hospice services. 
 

There are a variety of factors within the planning area that restrict patient access to hospice services.  
These are listed in order and discussed in greater detail in response to Question 4 that requires 
applicants to document that their applications will not result in unnecessary duplication of services. 
 
General Population Increase:  Exhibit1 discussed in the next section shows that there will be need for 
an additional hospice in 2025 and 2026.  As Table 5 shows, in each of the first three full years of 
operation (2024 – 2026) Eden hospice will not exceed the projected, population-based hospice need 
(using only the 2022-2023 hospice need methodology extended through 2026 and 2027).  
 
Dual Medicare-Eligible Disparity:  Dual-eligible Medicare beneficiaries’ income is so low that they 
also qualify for Medicaid.  This Medicare population is called the “dual-eligible” beneficiary cohort.  
In Pierce County, dual-eligible hospice admissions make up  24% of Medicare hospice admissions. As 
Table 8 shows, in 2021 Pierce County, hospice utilization by dual-eligible Medicare beneficiaries in 
Pierce County was only 38.2% of Medicare dual-eligible deaths, while utilization by nondual (not 
Medicaid eligible) Medicare beneficiaries was only 41.6% of Medicare non-dual beneficiaries.  
Eliminating  disparity in dual-eligible admissions, by increasing the percent of dual-eligible admissions 
to the Washington State percentage average, would add 186 new hospice admissions, which translates 
into an average daily census of  31.5 new hospice patients at current length of stay rates (61.89 days).16 
 
Racial and Ethnic Disparity:  Race and Ethnic disparity exists in Pierce County but it is 
overshadowed by low utilization for all racial and ethnic groups when compared with matched hospice 
admissions percent of Medicare beneficiary deaths for racial and ethnic cohorts.  General capacity-
related disparity results in disparity for the white racial cohort of about 340 hospice admissions in 
Pierce County compared to capacity disparity for non-white cohorts of 62 hospice admissions. 
 
An examination of OFM population estimates (provided in the next section that is summarized in 
Table 6, shows that the population aged 65 and older, currently accounts for approximately 15% of 
overall population, but Exhibit 1 shows that the population aged 65 and older accounts for 88% of 
hospice admissions.  Therefore, the percentage of the population in racial and ethnic at-risk population 
cohorts that is age 65 and older will make up the largest percentage of hospice admissions. As Table 6 
shows, the percentage of racial and ethnic residents 65 and older other than White is decidedly lower 
than the overall percentage of these cohorts to total population.  Thus, while there is disparity, the 
population cohorts are so small that substantial disparity rates do not translate into a large number of 
hospice admissions due to disparity As a result, direct outreach will produce limited improvements in 
access. The Eden approach is to assure cultural competence in the delivery of services and to focus 

 
16 Eden does not expect to totally eliminate this disparity over a 4-year period. 
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outreach to the dual-eligible population, which includes all races and ethnic minority population 
cohorts and will improve equality of access.  Many of these residents in Pierce County live in skilled, 
short-term and non-skilled long-term nursing homes where hospice participation (e.g., percent of 
hospice patients divided by average daily census) is very low compared to national and statewide 
estimates.   

                                                              
 
Pierce County presents a unique situation when compared with other Washington State Counties.  As 
Table 4, documents, 9.2% of total Pierce County hospice days were provided in skilled nursing homes 
compared with 4.9% of hospice days for all Washington State hospice patients in 2021.  For the same 
time period, only 0.8%  of hospice days occurred in Pierce County non-skilled, long term care nursing 
homes compared with 2.4% of hospice days  in all Washington non-skilled, long term care nursing 
homes. 

Table 4 
Medicare CMS Hospice Days by Location of Hospice Days in 2021 (Berg Data) 

 

Place of Service Q Code
Hospice Days 

2021

Percentage of 
County Total 

Days

Percentage of 
State Total 

Days

Percentage of 
National Total 

Days
Home Q5001 122,450         70.8% 62.0% 61.0%
Assisted Living Facility Q5002 30,844           17.8% 26.8% 19.8%
Nursing Long-Term 
Care Facility (LTC) or 
Non-Skilled Nursing 
Facility (NF)

Q5003 1,412             0.8% 2.4% 12.7%

SNF Q5004 15,972           9.2% 4.9% 4.4%
Inpatient Hospital Q5005 107                0.1% 0.2% 0.4%
Inpatient Hospice 
Facility

Q5006 1,004             0.6% 0.8% 0.9%

Long-Term Care 
Facility

Q5007 -                0.0% 0.0% 0.0%

Inpatient Psychiatric 
Facility

Q5008 -                0.0% 0.0% 0.0%

Other Q5009 345                0.2% 2.2% 0.5%
Hospice Facility Q5010 734                0.4% 0.8% 0.3%
Total 172,868         100.0% 100.0% 100.0%  
 
Medicare covers hospice at a skilled nursing facility (SNF) only if the SNF has a contract with 
a Medicare-certified hospice that can provide hospice care, but the hospice benefit will not pay for 
room and board at the SNF leaving the patient responsible for room and board charges.  However, a 
patient with skilled care needs unrelated to the hospice-eligible terminal illness, and also meets 
Medicare’s coverage requirements for a SNF stay, will have room and board service costs covered by 
Medicare e.g. terminal cancer and a fall with a broken hip.17 18  Table 5 shows two important elements:  
(1) High SNF hospice utilization is a proof of concept example showing even patients with 
reimbursement limitations can be referred to hospice and (2) Pierce County and Washington State have 
a disparity in access to hospice for convalescent, long term care nursing home patients.   
 
The Eden experience is that long term, convalescent nursing homes and retirement facilities have not 
received outreach services from existing hospices, and this is documented in the above table.  This 

 
17 Medicare Rights Center. https://www.medicareinteractive.org/get-answers/medicare-covered-services/hospice/hospice-and-skilled-
nursing-facility-snf-care 
18  RMC reviewed the Pierce County Ombudsmen office which reported no complaints associated with hospice reimbursement by families and patients. 
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population cohort makes up  a large component of the dual-eligible population because while the 
patients are Medicare eligible, they are not eligible for skilled nursing home benefits and instead rely 
on state Medicaid support for their nursing home residential care.  Together, the principal Eden 
approach will reduce dual-eligible disparity in admissions without duplication of existing 
services. 
 
Death with Dignity Disparity:  The 2021 Death with Dignity state report (See Appendix Q PDF page 
10), indicated that Pierce County registered  1 – 9 Death with Dignity participants.  Tables 12 and 
Table 13 indicate that Death with Dignity participation rates for counties west of the Cascades, would 
generate approximately 30 Death with Dignity participants.  Statewide, 91% of Death with Dignity 
participants are enrolled in a hospice program (PDF, page 5).   Eden would expect to serve 
approximately 10 – 15  hospice patients who for the most part previously did not elect hospice care due 
to perceived and actual barriers to end of life care that could include a Death with Dignity option.  As 
previously noted, Eden is in full compliance with the Death with Dignity statute and welcomes 
individuals who contemplate this as a possible option to ending their end of life journey.  This volume 
of Death with Dignity hospice patients is fully non-duplicative. 
 

 
5. Explain why this application is not considered an unnecessary duplication of services for the 

proposed planning area. Provide any documentation to support the response. 
 
Exhibit 1 on the next page provides the hospice need methodology for 2024  prepared by the Department  
through 2025.  This projection was then extended to include 2026 and 2027.  All population data provided 
by OFM in its 2017 growth management, medium population forecast for the under age 65 and age 65 and 
older population.  This Exhibit demonstrates population-based need without taking into account new 
patient admissions for special populations and to reduce disparity in access for 2024, which is extended 
through 2027 as follows: 
 

• 2024: 249 admissions with an average daily census of 42 patients – 1 hospice need 
• 2025, 404 admissions with an average daily census of 68 patients – 2 hospices need 
• 2026, 538 admissions with an average daily census of 91 patients – 2 hospices need 

 
The first three full years of operation of the Eden Hospice at King County are from 2024 through 2026 
when population increase alone will result in no duplication of services. 
 
 

WAC246-310-290(8)(a) Step 1: Calculate the following two statewide predicted hospice use rates 
using department of health survey and vital statistics data -- WAC 246-310-290(8)(a)(i) and WAC 246-
310-290(8)(a)(ii) 
 
WAC246-310-290(8)(b) Step 2: Calculate the average number of total resident deaths over the last 
three years for each planning area by age cohort. 
 
WAC246-310-290(8)(c) Step 3.: Multiply each hospice use rate determined in Step 1 by the planning 
areas' average total resident deaths determined in Step 2, separated by age cohort. 
 
WAC246-310-290(8)(d) Step 4: (65+ and under age 65) Using the projected patients calculated in 
Step 3, calculate a use rate by dividing projected patients by the three-year historical average 
population by county. Use this rate to determine the potential volume of hospice use by the projected 
population by age cohort using Office of Financial Management (OFM) data. 
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WAC246-310-290(8)(e) Step 5: Combine the two age cohorts. Subtract the average of the most recent 
three years hospice capacity in each planning area from the projected volumes calculated in Step 4 to 
determine the number of projected admissions beyond the planning area capacity. 
 
WAC246-310-290(8)(f) Step 6: Multiply the unmet need from Step 5 by the statewide average length 
of stay as determined by CMS to determine unmet need patient days in the projection years. 
 
WAC246-310-290(8)(g) Step 7: Divide the unmet patient days from Step 6 by 365 to determine the 
unmet need ADC. 
 
WAC246-310-290(8)(h) Step 8: Determine the number of hospice agencies in the planning area that 
could support the unmet need with an ADC of thirty-five. 
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As documented in the Department of Health’s own 2022 calculation of 2024 Pierce County hospice need,  
there is an Unmet Need of  249 admits –which equates to an Average Daily Census of 42 patients.  Table 5 
demonstrates that Eden’s Pierce County admits in 2024 are  expected to be only 46% of total market share 
for all hospices serving Pierce County, but over the 3-year period, Admits then increase to 60%.   Length 
of stay is set at 61.2 days to be more conservative than the statewide average of 61.89 days in 2027 – 
which mirrors the current statewide length of stay of 61.89 days. Please see Table 3. 
 

Table 5 
Eden Hospice at King County Pierce County Admits, Days and Average Daily Census  

For the First Three Years of Operation 
 

2023
3 months

Total hospice admissions 18 114 171 202
Average Length of Stay 61.2 61.2 61.2 61.2
Total Hospice Days 1,110 6,977 10,465 12,353
Projected Average Daily 
Census

3.0 19.1 28.7 33.8

Unadjusted Market Share 
of "Population-Based" 
Patients

N.A. 46% 42% 60%

PIERCE COUNTY 2024 2025 2026

 
 

A. Pierce County Medicare Dual-eligible Utilization Disparity Analysis  
 
Regarding population growth generating additional hospice need, the Department has generally 
accepted the population growth approach as a starting point in addressing unnecessary duplication.  In 
recent applications, the Department expressed interested in how applicants will address barriers to care 
beyond simple availability of service.   The Department rationale is that applicants proposing to serve 
counties where there is a hospice Need of less than a 35-patient average daily census must identify 
Unmet Need, not just population growth.  In counties with identified hospice agency need, 
applicants are expected to go beyond the “target” year for hospice need to show how their proposed 
hospice will not result in unnecessary duplication by reducing volume to existing hospices ostensibly 
below their existing hospice census. 
 
In response to the evolving position of the Department, most applicants have studied the health status 
of  individual counties, including Pierce County, as well as the demographic mix of the population.  
We applaud the many successful efforts of existing providers to address racial and ethnic disparity in 
access as well as new applicants proposing to serve Pierce County.  New applicant analyses have found 
that disparity equates to lower utilization due to income (including homelessness), race and ethnicity.  
Our community analysis contained in Appendix N is consistent with earlier applicant findings, 
but the problems identified by other applicants fundamentally misunderstand the scale of  
hospice utilization disparity in terms of economic, ethnic and racial disparity and require a new 
array of solutions to reducing disparity in hospice utilization in Pierce County.   In most previous 
analyses, social values, e.g., services to Death with Dignity or LGBQT population cohorts and 
low income access disparity have been under analyzed. 
 
Ethnic and racial access disparity in Pierce County exists as shown in Table 6.  Table 7 shows that (for 
ages 65 and older) Hispanic, Black and other racial minorities  use hospice services less than the overall 
population.  Hispanics, 65 and older are the largest minority cohorts using hospice. Table 7 documents that 
disparity in hospice admission rates per 1,000 Medicare Beneficiary Deaths is significant. This disparity 
also exists throughout Washington State. However,  the differences in these specific utilization rates do not 

27



translate into a large number of hospice admissions because there is a of the lower population of racial and 
ethnic minorities ages 65 and over. (as shown in Table 6).  For example, the Hispanic population age 65 
and older makes up only 3.1% of the total Hispanic population while it makes up 11.1% of the total 
County population over age 65. 

Eden’s goal is to help all patients get the care they need which will help avoid unnecessary emergency 
department and hospital stays thus reducing the healthcare costs to the patient and/or their family and 
lower (often overwhelming), stress for all involved.  Eden embraces all marginalized segments of the 
population who need hospice care.  

Table 6 
2020 Pierce Population and Percent of Total Population By Age Group and Racial and Ethnic Cohort 

(OFM/Provisional Census Estimate) 

Age Cohort Total
% of 
Total White

% of 
Total Black

% of 
Total

American 
Indian 
Alaska  
Native

% of Total Asian
% of 
Total Hispanic

% of 
Total

Under Age 65 761,236 84.5% 543,303 82.3% 64,187 90.6% 13,510 92.0% 56,793 83.0% 96,536 95.8%
Over Age 65 139,464 15.5% 116,557 17.7% 6,621 9.4% 1,182 8.0% 11,605 17.0% 4,281 4.2%
  Total 900,700 659,860 70,808 14,692 68,398 100,817

White Black
American 

Indian Alaska  
Native

Asian Hispanic

Percent of 
Population 
Under 65

71.4% 8.4% 1.8% 7.5% 12.7%

Percent of 
Population 
over Age 65

83.6% 4.7% 0.8% 8.3% 3.1%

Table 7 shows total hospice admissions for each racial and ethnic cohort (excluding White and Black 
cohorts) is less than 100 admissions so outreach concentrating solely on racial and ethnic outreach 
strategies will miss curing most of the percentage-based disparity.  Eden is committed to culturally 
competent care but will focus its outreach efforts to the dual-eligible population group as well as  
focusing on patients in nursing homes with long term care residents.  This population has a larger 
representation of dual-eligible patients since patients who are not eligible for Medicare skilled care or 
who have exhausted those Medicare skilled nursing care benefits exist.   In Pierce County this 
population in long term nursing care receiving hospice care is underrepresented, less than 1% of total 
Pierce County hospice days.  Eden has the experience to assist nursing homes in converting those 
patients who qualify for hospice to hospice care, which will improve the quality of life for these 
residents while reducing cost pressures on nursing homes, particularly as these patients experience end-
of-life care in the last few days of hospice care. 
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Table 7 
2021 Pierce County Medicare Hospice Utilization Rates by Race and Ethnicity (Berg Data) 

Race
Hospice 

Admissions 
2021

Deaths of 
Beneficiaries

Utilization 
Rate

White      2,234         5,249 42.6%
Black         128            398 32.2%
Asian           98            268 36.6%
Hispanic or Latino           12              45 26.7%
North American 
Native           17              67 25.4%
Other           60            195 30.8%
Unknown           18              81 22.2%
Total      2,567         6,303 40.7% ` 

Table 8-A and Table 8-B provide the 2021 Utilization Rates for the Dual-eligible and Non-Dual-
eligible Population in Pierce County and the State.  The dual-eligible hospice utilization rate for Pierce 
County dual-eligible Medicare beneficiaries was 38.2% compared to 41.6% for non-dual-eligible 
beneficiaries.  The core problem is the overall hospice utilization in Pierce County.  The differences in 
hospice utilization in Pierce County for both Dual and Non-Dual Medicare beneficiaries in 2021 is  
woefully lower for Pierce County Medicare beneficiaries than the Washington State average.  While 
Table 8-A shows little difference in utilization rates for dual-eligible  compared with non-dual hospice 
patients in Pierce County, only a 3.4% difference  in the two cohorts;  disparity is profound.  The 
Pierce County overall hospice utilization rate is a full 15% lower than the overall Washington State 
hospice utilization rate.  If disparity in total 2021 Pierce County non-dual  hospice utilization compared 
to the Washington State non-dual hospice utilization rates was eliminated there would have been an 
additional 511 hospice admissions or an average daily census of 86.6 patients in 2021.  This is why 
Eden is concentrating on gaining parity in hospice dual eligible and non-dual eligible Medicare 
cohorts, which means that the target rate is the State non-dual eligible hospice admission rate. 

Table 8-A 
Total  Medicare Utilization  for Both Dual-eligible and Non Dual-eligible  Patients in 2021 

 (Berg Data) 

Hospice Admissions 
2021

Deaths of 
Beneficiaries

Utilization 
Rate

Dual 615 1,611 38.2%
Non-Dual 1,952 4,692 41.6%
Total 2,567 6,303 40.7%
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Table 8-B 
Total  Medicare Utilization  for Both Dual-eligible and Non Dual-eligible  Patients in 2021 

 (Berg Data) 

Washington State 
Hospice Admits 2021

Deaths of 
Beneficiaries

Utilization 
Rate

Dual 41.4%
Non-Dual 49.7%
Total 26,036 54,639                47.7%

The reasoning behind Eden’s outreach approach is the following: 

• Reduce or eliminate income barriers to hospice admissions
• Racial and ethnic cohorts have  having lower income and have higher Medicaid participation

rates
• Focus on locations where Medicaid admissions to hospice care show low hospice participation

and have high hospice admission eligibility – long term care nursing homes.19

• Reach out to these long term care nursing homes to increase hospice participation rates
• Continuously improve cultural competence and welcoming and direct outreach to primary care

to engage racial and ethnic cohorts earlier in their disease processes about hospice care

Table 9 shows that the best immediate, first-step strategy for improving access to hospice services by 
eliminating disparity is to focus on removing disparity in overall hospice use rates between the low 
Pierce County hospice utilization rate and the Washington State non-dual-eligible hospice utilization 
rate.  This approach is likened to “a rising tide, lifts all boats” approach.  However,  from a policy 
standpoint, eliminating access disparity for racial, ethnic and income-based Pierce cohorts must be 
simultaneously addressed.  The Eden approach for a “second-step” is to concentrate on long term, non-
skilled nursing home patients who are principally Medicaid patients.  A 2021 Kaiser Family 
Foundation Financial analysis (“KFF”) found that for Washington State, the distribution of Medicaid 
among  the nonelderly (e.g., non-Medicare) population was 6.7% Black, 25.7% Hispanic, 7% 
Hawaiian and Pacific Islander, and 1.2% American Indian/Alaska Native.20  In short, approaching 
populations with high Medicaid and high hospice use potential in Pierce County should first focus on 
long term care and then on clinics that focus on Medicaid access.  This will directly address income  
disparity and probably address a portion of racial and ethnic disparity that may be co-occurring in 
Pierce County.21 

Eden also wants to increase the Washington State hospice non-dual utilization rate which is a full 
11.5% lower than the national non-dual  hospice utilization rate of  55.4%.  In this case, existing Pierce 
County  providers’ efforts offer a solid example of how existing hospice efforts in increasing hospice 
utilization for the Medicare SNF population cohort have led to a substantially higher hospice use for 
this population and provides a ‘proof of concept” to the Eden strategy of the impact of hospice 
outreach to the long term nursing home care patients.  In short, if hospice providers can overcome 
resistance due to highly complex reimbursement barriers for Medicare SNF patients, then it is logical 
to expect success from Eden’s efforts since Eden is experienced in home health, hospice and nursing 
home services.   

19 See references under footnotes 21 and 22  
20 KFF Distribution of the Nonelderly with Medicaid by Race/Ethnicity, Washington State Table. 
21 Overall hospice utilization rates are so low in Pierce County, it is difficult to quantify racial, ethnic and income disparity occurring in 
Pierce County. 

30



 

 

 
Table 9 

 

Pierce 
County 
Hospice 
Admits

Pierce 
County 

Medicare 
Deaths

Pierce 
County  

Admission 
Rate per 

1,000 
Beneficiaries

Pierce 
County  

Admission 
Rate For 
Non-Dual 
Eligible

Additional 
Hospice 

Patients by 
Eliminating 

Pierce County 
Dual Eligible 

Disparity

Additional 
Hospice Days 
to Reach State 

Average 
Length of Stay 
of 61.89 Days

2021 Dual Eligible Medicare  Admissions 615 1,611 0.382 0.416 55 3,390
Additional Average Daily Census 9.3

Pierce 
County 
Hospice 
Admits

Pierce 
County 

Medicare 
Deaths

Pierce 
County  

Admission 
Rate for All 

Pierce 
County 
Patients

Washington 
State  

Admission 
Rate For 
Non-Dual 
Patients

Additional 
Hospice 

Patients by 
Applying State 
Non-Dual Rate

Additional 
Hospice Days 
to Reach State 

Average 
Length of Stay 
of 61.89 Days

Total Admissions and Average Daily Census 
Needed to Achieve Parity in Dual and Non-
Dual Hospice Utilization using Statewide use 
rates

2,567 6,303 0.416 0.497 511 31,598

Additional Average Daily Census 86.6

2021 Average Daily Census Increase by Achieving Parity Between Pierce County Hospice Admission Rates for Non-
Dual and Dual Eligible  Medicare Beneficiaries (Berg Data)

 
 

Returning to hospice use for long term nursing home patients,  the experience of Bethany in its CN 21-
45 that found that 25% of its patients were transferred to hospice.22  This finding is consistent with the 
findings reported in a 2010 study by Monroe and Carter (included in Appendix W)  which found that 
24% of nursing home patients qualified for hospice, but only 6% received hospice services.23  As Table 
4 shows, the national Medicare hospice use of convalescent nursing homes now represents 9% of all 
hospice days but use in Washington nursing homes remains at only 2.4%.  Hospice referrals generated 
by outreach to long term care nursing patients results in non-duplicative and needed hospice access 
based on analyzing Pierce County, Washington State, and national approaches to improving long term 
care access to hospice services as summarized below: 

 
• The annual, non-duplicated hospice admission volume for long term care nursing home patients 

would be achieved over several years. 
 

• The Pierce County experience with Skilled Nursing home hospice referrals can be replicated for 
long term nursing home patients. 
 

• Based on the analysis included in Table 4, existing hospices’ referral volume will be unaffected by 
the addition of the Eden Hospice program because this population is not being served in Pierce 
County.   

 
22  Bethany CN 21-45; Page 183,  
23 Todd Monroe, Michael Carter.  Hospice Care in US  Nursing Homes: Benefits and Barriers. Page 1,  
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Racial and ethnic cohort disparity reduction is also a priority.  Table  10 provides the annual, expected 
disparity reduction for racial and ethnic cohort admissions stemming from our priority initiative of 
reducing dual-eligible (principally income-based disparity but also racial and ethnic+ disparity) 
associated with outreach to nursing and assisted living facilities.  This effort will initially start in 
nursing homes owned or operated by EmpRes/Eden in King County and then extended to assisted 
living and nursing facilities in Pierce County in 2024.   

Table 10 shows that the initial outreach effort will reduce racial and ethnic disparity by 3 – 5 patients 
per year, which while significant, is less than 10% of the estimated total disparity for this category.  
Eden will initiate other outreach activities such as enhanced culturally welcoming strategies as well as 
direct outreach as the Eden program matures. Eden will continually monitor its progress in reducing 
disparity for dual-eligible patients and add additional outreach efforts, which are staffed and directly 
funded in the Eden Hospice at King County operating budget. 

Table 10 

2023 2024 2025 2026
Total Eden Pierce Hospice Admits 15 114 171 202

Admissions Due to Outreach -- Dual Eligible 
Long Term Nursing Home Patients

N.A. 46 64 84

Estimated Percent of  Non-White Dual Eligible 
Long Term Nursing Home Patients

N.A. 5.9% 5.9% 5.9%

Disparity Reduction for Dual Eligible 
Long Term Nursing Home Patients who 
are non-White Estimate for Pierce 

N.A. 3 4 5

Pierce County Dual Eligible Disparity Reduction

Dual Eligible Long Term Nursing Home Patient Disparity Reduction
Among Non-White Medicare Beneficiaries

B. Pierce County Death with Dignity Analysis

Eden, to remain in full compliance with the Death with Dignity statute, has examined the implications of  full 
compliance with the Act by hospices and by Eden in Pierce County.  Our analysis provided in Table  11 
indicates that an expected Death with Dignity estimate based on the 2021 OFM population estimates is that 
approximately 51 Pierce County citizens would annually request Death with Dignity.  Population growth since 
2020 would likely increase Death with Dignity participation to 53 individuals in 2026.  Eden would support 
any request for this service from Pierce County hospice patients.   

Table 11 
Pierce County Death with Dignity Patient Estimate for Eden Pierce County Hospice 

Counties West of Cascades
2021 Total Population 6,089,400
2021 Death with Dignity Deaths 341
Participation Rate per 100,000 persons 5.6
2021 Pierce County Population (OFM) 928,000
Expected Pierce County Death with 
Dignity Particiipants in 2021 52.0
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Table 12 provides the estimate of Death with Dignity Patients who are projected to select Eden hospice.  As 
discussed earlier, Death with Dignity disparity in use of the statute in Washington State is very difficult to 
measure.  Eden’s policy is not aimed at encouraging hospice patients to elect Death with Dignity but instead to 
be supportive of every hospice patients’ unique situations and their response to their unique dying process. 
Because Eden is  one of a few agencies with fully complying Death with Dignity policies in Washington State, 
it is likely that the Eden Hospice at King County would have several additional referrals to its hospice program 
beyond the imprecise estimates of Death with Dignity utilization presented in Table 12. 
 

Table 12 
Estimate of Eden Hospice Death with Dignity Patients Served in Pierce County 

 

 2024 2025 2026
Pierce County Death with Dignity Expected 
Deaths in 2021

52 52 52

Population Increase Adustment of 4%, 5% 
and 6% to  2024, 2025 and 2026

54 55 55

  Expected Eden Share 20% 35% 40%
Eden New DWD Admissions Due to 
Support Policy 11 14 22

 
 
 

C. Non-Duplication and Disparity Analysis 
 

Table 13 summarizes hospice admissions and patient days for the Eden Hospice at King County by 
source of admissions and examines market share for non-duplicated admissions for full projection 
years 2024 (first year) through 2026.  This table shows that on a hospice admission basis, Eden will 
have only a 16% potential market share of general population growth hospice days in 2024 increasing 
in 2025 and then declining to a 19% market for general population growth days in 2026.  Eden expects 
that its outreach to other nursing facilities will further increase referrals from Medicare dual-eligible 
patients who currently face disparity in hospice access, which would reduce total market share from the 
general population hospice growth base to 19% by 2026. 
 
The Eden approach results in no unnecessary duplication of Pierce County hospice services as defined 
by the percentage of existing population growth-based hospice volume using the State need 
methodology.    A second element in determining whether duplication is necessary or unnecessary is 
measuring the financial impact on payers and patients of increasing hospice use.  While the adverse 
social and financial impact of the end-of-life has not been measured for families in the various 
Washington State analyses, CMS outside evaluators in examining Washington State identified 
Medicare cost savings of $2,000 per beneficiary (in 2021 dollars) from the hospice-healthcare 
integration initiative described in this proposal which would amount to annual savings of $116,000 in 
2024 increasing to $212,00 in 2026 to Medicare as a result of converting a new category of patients to 
hospice services 24  This does not include Medicaid savings that have not yet been calculated by the 
Department of Health and Social Services nor savings for patients and families.   
An extensive national study identified family savings of $670 per family to hospice patient care 
enrolled in hospice care in the last month of patient life.25 

  

 
24 See footnote 6 and footnote 7 analysis 
25 Melissa Aldridge, Ab Brody, Peter May, Jaison Moreno, Karen McKendrick, Lihua Li. Association Between Hospice Enrollment and Total Health Care 
Costs for  Insurers and Families, 2002-2018, Jama Health Forum, Feb. 11, 2022. Page 5 
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Table 13 

Duplication Analysis  No Duplication by Eden Hospice at King County Services Within Pierce County 
Using State Methodology Need from 2023 Through 2026 With Disparity Reduction 

 
PIERCE  COUNTY
 2023 2024 2025 2026
Total Eden Pierce Hospice Admits 15 114 171 202

Admissions Due to Outreach -- Dual Eligible 
Long Term Nursing Home Patients

N.A. 46 64 84

Admissions Due to Outreach - - Death w/Dignity N.A. 11 14 22

New Admits from Eden Outreach N.A. 57 78 106
Eden Admits From Pierce due to Population 
Growth

N.A. 57 93 96

  % of Admits from Pierce due to 
Population Growth

N.A. 50% 54% 47%

Total New Pierce Admits from Pierce due to 
Population Growth through 2026 from State 
Methodology

N.A. 349 404 538

Eden Market Share Percentage of Patients 
From Pierce due to Population Growth

N.A. 16% 23% 18%

Duplication Analysis

 
 
Eden will initiate very preliminary efforts with Veterans and the LGBQT Communities in King County 
and continue to Pierce County upon CoN approval as examples:   
 

• Veterans:  According to the National Hospice and Palliative Care Organization (NHPCO), one 
out of every four dying Americans is a veteran. The VA offers hospice to Veterans who are in 
the final phase of their lives, typically six months or less and works very closely with 
community and home hospice agencies to provide care in the home.  Eden will reach out to 
American Lake VA Medical Center in Pierce County, the Tacoma Vet Center and other 
community agencies focused on serving Veterans.   Eden is committing to a Level 3 program 
of involvement within its ongoing membership in the “We Honor Veterans” program. . Eden 
will help  veterans be comfortable choosing hospice earlier thus gain more benefits. Eden will 
also provide sensitive care to veterans who may have unique end-of-life care based on their 
service. For more program information, see the “Program Detail” section of Eden’s CON 
application.  

• LGBQT Community Residents:  A 2015 Gallup Poll survey of adults identified 4.8% of Seattle, 
Everett and Tacoma adult respondents identifying as LGBQT.  More recent Gallup Poll and other 
analyses indicated that the percentage of LGBQT adults could be as high as 8% nationwide with 
approximately 4% falling in the Bisexual Category in the Lesbian and Gay categories.  The 
University of Washington is issuing a major report on Health Disparities of LGBQT+ Older Adults 
in February 2022.  Eden will incorporate the results of this nationally recognized effort into its 
outreach strategy to identify the disparity percentage for LGBQT+ residents in Pierce County as 
well as King County and Snohomish County where Eden is establishing hospice services. 
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6. Confirm the proposed agency will be available and accessible to the entire planning area. 
 
Eden commits to serving the entire planning area Eden has available nursing staff  in Pierce County 
associated with the Eden home health agency and has recruited the senior management positions that will 
direct hospice services in Pierce County as well as King County..  Eden also will provide Pediatric hospice 
services consistent with the November 29th, 2022 Department of Health e-mail memorandum. 

 
7. Identify how this project will be available and accessible to under-served groups. 
 

The response to Question 4 provided a comprehensive approach to the strategy and actions that Eden will 
initiate to reduce disparity in availability and accessibility to under-served groups. 

 
8. Provide a copy of the following policies: 

a. Non-discrimination policy – Appendix F 
b. Admissions policy – Appendix G 
c. Admissions and Patient Referral policies – Appendix G 
d. Charity care or financial assistance policy – Appendix H 
e. Discharge Policies – Appendix I 
f. The Patient Rights and Responsibilities policy  – Appendix M  

 

9. If there is not sufficient numeric need to support approval of this project, provide documentation 
supporting the project’s applicability under WAC 246-310-290(12). This section allows the 
department to approve a hospice agency in a planning area absent numeric need if it meets the 
following review criteria: 

a. All applicable review criteria and standards with the exception of numeric need have been 
met; 

b. The applicant commits to serving Medicare and Medicaid patients; and 
c. A specific population is underserved; or 
d. The population of the county is low enough that the methodology has not projected need in 

five years, and the population of the county is not sufficient to meet an ADC of thirty-five. 
 

Note: The department has sole discretion to grant or deny application(s) submitted under this 
subsection. 
 
• All applicable review criteria and standards with the exception of numeric need have been met:  
 
Under need:  First, there is Need for one additional agency.  The Eden Hospice at King County started 
services in 2023.  The market share of hospice days generated by population increase in Pierce County will 
make up no more than 16% in 2024, 23% in 2025 and 18% in 2026 when the five recently approved 
hospices will be providing services.   In addition, Eden will materially reduce access disparity for low 
income residents, particularly the most ill, Medicare dual-eligible beneficiaries but also individuals who 
are concerned about their ability to use the death with dignity statute if necessary. 
 
Under financial feasibility, the breakeven census for the Eden hospice will be 18 patients because the 
hospice is co-located with the Eden Home Health at Pierce agency and is part of a network of home health 
and hospice agencies serving Washington State and other Western states. 
 
Under structure and process of care, Eden will continue the efforts of the Department of Social and 
Health Services that demonstrated effectiveness in integrating home care, home health, hospice care and 
nursing home and assisted living facility care that took 6 years to refine that has independently been 
determined to reduce health care costs.  Eden’s model is designed to support the next phase of the State 
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model (the WA Cares Fund that becomes operational in 2026)  supported by a new taxing authority  to 
obtain synergistic effects of integration on health care, patient satisfaction and reduced costs for payers, 
patients and families. 
 
Under cost containment, the Eden integrated approach should reduce Medicare expenditures for the dual-
eligible hospice beneficiary by at least $2,000 per patient, the calculated amount for the State Medicaid 
dual-eligible program, which represents 10% savings to Medicare patients. 
 
• Eden commits to serving Medicare and Medicaid Patients: 

 
The Eden Hospice at King County will achieve Medicare certification and as noted throughout the 
application will focus on increasing hospice referrals for the Medicare dual-eligible patient (Medicare and 
Medicaid) as well as Medicaid patients.  By reaching out to convalescent care residents in EmpRes and 
other long term care facilities, Eden will be able to effectively generate Medicaid-only hospice admissions.  
The presumption is that low income and Medicaid status have both been barriers to hospice access.  Eden’s 
direct outreach, supplemented by Eden’s superior charity care policy will result in significant Medicare 
and Medicaid admissions to the Eden Hospice at the Inland Northwest. 
 
• A specific population is underserved 

 
Eden Hospice at King County has identified two significant underserved populations in Pierce County and 
has developed its application to serve those populations. 
 
Dual-eligible Disparity:  Based on an analysis of 2021 Medicare utilization, Eden  calculated an 18% 
disparity in total utilization of hospice services in Pierce County compared to non-dual utilization.  An 
additional 565 Medicare dual-eligible beneficiaries need to be admitted to match the Medicare non-dual 
hospice utilization rate in Pierce County. Eden proposed to reduce this disparity by a minimum of 106 
patients by 2026, which is 20% of the 2021 Washington State dual-eligible disparity rate. Over time, Eden 
plans to eliminate dual-eligible disparity. 
 
Death with Dignity Disparity:  As noted earlier in the text, the goal of Eden is not to increase Death with 
Dignity participation rates, but rather to increase hospice referrals to individuals considering Death with 
Dignity – but see hospice as a potential future obstacle thus delay or forgo hospice.  Presently (Western 
Washington), 91% of Death with Dignity participants are enrolled in hospice.  Eden’s analysis indicates 
that an additional 10 – 15 patients who are concerned about Death with Dignity impinging hospice 
support, would enroll in hospice. Eden does not expect this to significantly change Death with Dignity 
participation rates. 
 
Summary:  The Eden Hospice at King County fully addresses all of the criteria required for the 
Department  under WAC 246-310-290(12)  to approve this application for the Pierce County service area. 

 
 

B. Financial Feasibility (WAC 246-310-220) 
Financial feasibility of a hospice project is based on the criteria in WAC 246-310-220. 

 

1. Provide documentation that demonstrates the immediate and long-range capital and operating 
costs of the project can be met. This should include but is not limited to: 
• Utilization projections. These should be consistent with the projections provided under the Need 

section. Include all assumptions. 
• Pro Forma revenue and expense projections for at least the first three full calendar years of 

operation. Include all assumptions. 
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• Pro Forma balance sheet for the current year and at least the first three full calendar years of 
operation. Include all assumptions. 

• For existing agencies proposing addition of another county, provide historical revenue and 
expense statements, including the current year. Ensure these are in the same format as the 
projections. For incomplete years, identify whether the data is annualized. 

 
Appendix J and Appendix K use the same core assumptions for revenue by payer as well as the costs for 
each FTE category.  Responses to questions 1 - 3 and the outreach plan contained in Appendix N provide 
documentary support for the utilization assumptions used in the application and in Appendix J and  
Appendix K assumptions during the Covid-19 time period.  
 
Appendix J provides the requested pro forma – income statement and balance sheet and assumptions for 
hospice services provided solely in Pierce County.  Responses to questions 1 - 3 and the outreach plan 
contained in Appendix N provides documentary support for the utilization assumptions for Pierce County 
hospice services provided by Eden. 
 
Services in  Pierce County will be initiated in the last quarter of 2023. Under normal (second or third year 
of operation maturity) operating conditions, With 2024 being the first full year of CoN approved 
utilization, it is easy to see that the expected 30+-patient average daily census will be achieved resulting in 
earnings before taxes of approximately $398,000 in 2026. 
 
Appendix K provides the pro forma – income statement and balance sheet for current and projected 
hospice services of Eden Hospice at King County, LLC.  The pro forma for the incremental addition of 
Eden hospice services in Pierce County is added to the newly operational Eden Hospice at King County.    
 

2. Provide the following agreements/contracts: 
• Management agreement 
• Operating agreement 
• Medical director agreement 
• Joint Venture agreement 

 
Note, all agreements above must be valid through at least the first three full years following 
completion or have a clause with automatic renewals. Any agreements in draft form must 
include a document signed by both entities committing to execute the agreement as submitted 
following CN approval.  
 
Management and operating agreements are included in Appendix B.  The Medical Director agreement 
is included in Appendix C. 
 

3. Provide documentation of site control. This could include either a deed to the site or a lease agreement 
for the site. 

 
If this is an existing hospice agency and the proposed services would be provided from an existing 
main or branch office, provide a copy of the deed or lease agreement for the site. If a lease 
agreement is provided, the agreement must extend through at least the projection year. Provide 
any amendments, addendums, or substitute agreements to be created as a result of this project to 
demonstrate site control. 
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If this is a new hospice agency at a new site, documentation of site control includes one of the 
following: 

a. An executed purchase agreement or deed for the site.
b. A draft purchase agreement for the site. The draft agreement must include a document

signed by both entities committing to execute the agreement as submitted following CN
approval.

c. An executed lease agreement for at least three years with options to renew for not less than a
total of two years.

d. A draft lease agreement. For Certificate of Need purposes, draft agreements are acceptable
if the draft identifies all entities entering into the agreement, outlines all roles and
responsibilities of the entities, identifies all costs associated with the agreement, includes all
exhibits referenced in the agreement. The draft agreement must include a document signed
by both entities committing to execute the agreement as submitted following CN approval.

Appendix E provides documentation of site control for the extension of the Eden Hospice at King 
County into Pierce County.  The lease covers through March 2026 and is currently under 
negotiation to extend the period through at least December 2026. The site houses the Eden Home 
Health of King County, the Eden Home Health of Pierce County, the Eden Hospice at Snohomish 
County and the Eden Hospice at King County which also supports this proposed certificate of need 
to expand the hospice service area to Pierce County.  In a prior certificate of need, Eden provided 
an allocation memorandum aimed at allocating lease and operating expense among three open 
certificate of need applications.   

Out of an abundance of caution, EmpRes Healthcare Group, Inc. has allocated 50% of the overall 
lease to Eden Hospice at King County for hospice lease and operating expense in the pro forma for  
the total agency.  50% of the lease and operating expense for Eden Hospice at King County is then 
allocated to the Pierce County hospice pro forma. As a result, 25% of the overall lease and 
operating expense is allocated to the Pierce pro forma. This approach assures that all lease and 
operating expense associated with the Pierce County pro forma and with the overall Eden Hospice 
at King County agency are fully covered from a financial feasibility standpoint.   

While no condition should be required since EmpRes Healthcare Group, Inc. is the sole member of 
all of the operating entities that  use the lease site, Eden will accept a condition for certificate of 
need approval that formalizes lease and operating expense allocations that recognize a 50% 
allocation of total lease and operating expense to the Eden hospice at King County and the further 
allocation between King County and Pierce County; if such a condition is required. 

4. Complete the table on the following page with the estimated capital expenditure associated with
this project. Capital expenditure is defined under WAC 246-310- 010(10). If you have other line
items not listed in the table, include the definition of the line item. Include all assumptions used to
create the capital expenditure estimate.
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Item Cost 

a. Land Purchase $       N.A. 
b. Utilities to Lot Line $       N.A. 
c. Land Improvements $       N.A. 
d. Building Purchase $       N.A. 
e. Residual Value of Replaced Facility $       N.A. 
f. Building Construction $       N.A. 
g. Fixed Equipment (not already included in the

construction contract)
$       N.A. 

h. Movable Equipment $       N.A. 
i. Architect and Engineering Fees $       N.A. 
j. Consulting Fees $       N.A. 
k. Site Preparation $       N.A. 
l. Supervision and Inspection of Site $       N.A. 
m. Any Costs Associated with Securing the Sources of
Financing (include interim interest during construction)

  $       N.A. 

1. Land  $       N.A. 
2. Building  $       N.A. 
3. Equipment  $       0 
4. Other $        0 

n. Washington Sales Tax Included 
above 

Total Estimated Capital Expenditure $        0 

5. Identify the entity responsible for the estimated capital costs identified above. If more than one
entity is responsible, provide breakdown of percentages and amounts for each.
EmpRes Healthcare Group, Inc. is responsible for 100% of the capital costs.  Eden Hospice at King
County, LLC will collocate with  EmpRes Home Health at Pierce County which will minimize start-up
and continuing overhead costs associated with independent solo startups thus reducing breakeven levels.
For example, there is no capital expenditure associated with the project because there is a sufficient supply
of desk phone/computer setups, and the field clinicians have company-issued cell phone and table from
our equipment inventory. That inventory is sufficient to support the addition of Eden Hospice at King
County, LLC hospice staff. The co-shared office location has secure IT infrastructure.

6. Identify the amount of start-up costs expected to be needed for this project. Include any assumptions
that went into determining the start-up costs. Start-up costs should include any non-capital
expenditure expenses incurred prior to the facility opening or initiating the proposed service. If no
start-up costs are expected, explain why.
Start-up costs are estimated to be less than $100,000 to cover the following:

• Startup period is 0 months
• Initial Support from EmpRes Healthcare Group, Inc.
• Co-location reduces the costs of outreach and eliminates Medicare certification costs
• Compensation of Administrative and Director of Patient Care included for King

County
• Allocation of 0 months rent
• Licensing addition fee
• Other – non anticipated at this time
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7. Identify the entity responsible for the estimated start-up costs identified above. If more than one
entity is responsible, provide breakdown of percentages and amounts for each.
EmpRes Healthcare Group, Inc. is the responsible entity.

8. Explain how the project would or would not impact costs and charges for healthcare services in the
planning area.

Numerous studies on the cost-effectiveness of hospice, both federally and privately sponsored, provide
strong evidence that hospice is a cost-efficient approach to care for the terminally ill.

An early study for CMS concluded that during the first three years of the hospice benefit, Medicare saved
$1.26 for every $1.00 spent on hospice care. The study found that much of these savings accrue over the
last month of life, which is due in large part to the substitution of home care days for inpatient days during
this period.26

In  this application, Eden cites the Washington Department of Social & Health Services (DSHS) Fee for
Service Dual-eligible Project that found through integrating hospice services with other home care, nursing
home, assisted living and residential care that Medicare costs were reduced by 10% with savings
amounting to $2,000 per enrolled dual-eligible Medicare beneficiary.27  Eden also submitted further
evidence that the integration model proposed through this project is well supported by other national
studies.28

Additional Providence Health system assertions described in its 2019 certificate of need cited a brief
analysis identifying $4,000 savings per beneficiary if Medicare hospice patients receive only 5 weeks of
hospice care.

A national study showed savings in “ Total Health Care Costs” for  Insurers and Families, 2002-2018 showed
savings in total healthcare expenditures of $10,908 per decedent for hospice patients receiving hospice
services during the last 3 months of life.  Families achieved savings of $670 per decedent for services
during the last month of life.29

9. Explain how the costs of the project, including any construction costs, will not result in an unreasonable
impact on the costs and charges for health services in the planning area.

There are no capital costs associated with the project since the Eden Hospice at King County, LLC will
share a facility and no additional equipment is needed.  There are also no additional costs that are
categorized as startup costs associated with the certificate of need application.

10. Provide the projected payer mix by revenue and by patients by county as well as for the entire agency
using the example table below. Medicare and Medicaid managed care plans should be included
within the Medicare and Medicaid lines, respectively. If “other” is a category, define what is included
in “other.”

Payer mix prior to operation is based on the outreach plan for Pierce County which relies on reaching out
to convalescent (non-skilled) nursing home residents who are eligible for hospice support.  These hospice

26 Kidder, D. “The effects of hospice coverage on Medicare expenditures”; Health Serv Res. 1992 Jun; 27(2): pp. 195–217  
27 Savings Estimates: Medicare-Medicaid Financial Alignment Initiative. Op cit. 
28 Integrating Care for Beneficiaries of Medicare and Medicaid:  A White Paper. Op cit. 
29 Melissa Aldridge, Ab Brody, Peter May, Jaison Moreno, Karen McKendrick, Lihua Li. Association Between Hospice Enrollment and Total Health Care Costs 
for  Insurers and Families, 2002-2018, Jama Health Forum, Feb. 11, 2022. Page 1 
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patients are primarily Medicare patients.  In terms of the overall payer mix, since Medicaid pays 
approximately 91% of Medicare rates and commercial insurance pays approximately 80% of Medicare 
rates, any small difference in payer mix has a minimal effect on net revenue.  This is why there is a small 
difference in payer mix as measured by Revenue versus payer mix as measured by Patient category. Note 
that dual-eligible patients are categorized  under Medicare in this table. 

Table 14 
Projected Payer Mix 

Payer Mix: Total Percentage of 
Gross Revenue 

Percentage 
by Patient 

Medicare 93% 90% 
Medicaid  4% 5% 
Commercial  3% 5% 
Total 100% 100% 

11. If this project proposes the addition of a county for an existing agency, provide the historical payer
mix by revenue and patients for the existing agency. The table format should be consistent with the
table shown above.

Not applicable in this case because the Eden Hospice at King County initiated hospice services in January
2023, so there is no “history” with the current year pro forma being projected along with the projected
profit and loss statements for 2024 through 2026.

12. Provide a listing of equipment proposed for this project. The list should include estimated costs for the
equipment. If no equipment is required, explain.

There is no proposed capital expense estimate (sales tax included)  for the hospice because all required
equipment is available.

Furnishings $  0    
Phones $  0 
Computer Equipment $  0 
Copier/other $  0 
Total $  0 

13. Identify the source(s) of financing (loan, grant, gifts, etc.) and provide supporting documentation
from the source. Examples of supporting documentation include: a letter from the applicant’s CFO
committing to pay for the project or draft terms from a financial institution.  If this project will be
debt financed through a financial institution, provide a repayment schedule showing interest and
principal amount for each year over which the debt will be amortized.

Financing for the project is provided by EmpRes Healthcare Group, Inc.  Appendix P provides a letter
of financial commitment from the CFO of EmpRes Healthcare Management, LLC.  The source of the
funds is from cash generated through operations of the members of EmpRes Healthcare Management,
LLC backed up by a $40 million line of credit commitment, secured by accounts receivable, with
MidCap Financial.
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14. Provide the most recent audited financial statements for:
• The applicant, and
• Any parent entity responsible for financing the project.

Appendix Z provides the most recent audited financial statement. 

C. Structure and Process (Quality) of Care (WAC 246-310-230)
Projects are evaluated based on the criteria in WAC 246-310-230 for staffing availability, relationships with other
healthcare entities, relationships with ancillary and support services, and compliance with federal and state
requirements. Some of the questions within this section have implications on financial feasibility under WAC 246-
310-220.

1. Provide a table that shows FTEs [full time equivalents] by category for the county proposed in this
application. All staff categories should be defined.

Table 15 
FTEs by Category for Eden Hospice Services in Pierce County  

2023 2024 2025 2026

CLINICAL OPERATIONS SALARY
Registered Nurse 114,400   0.30        1.91        2.87        3.38        

Medical Social Worker 79,040     0.10        0.64        0.96        1.13        

Hospice Aide 45,760     0.30        1.91        2.87        3.38        
Spiritual Care Coord 58,240     1.00        1.00        2.00        2.00        
TOTAL 1.71        5.46        8.69        9.90        

ADMINISTRATIVE
Administrator 150,000   0.33        0.33        0.33        0.33        
Administrator Bonuses 30,000     
Director of Patient Care 120,000   0.33        0.33        0.33        0.33        
Clinical Manager 85,000     0.33        0.33        0.33        0.33        
Business Office Manager 52,000     0.33        0.33        0.33        0.33        
Clinical Support Specialist 54,912     1.00        1.00        1.00        1.00        
Community Liaison 80,000     0.33        0.33        0.33        0.33        
TOTAL 2.65        2.65        2.65        2.65        

TOTAL FTE'S 4.36        8.11        11.34      12.55      

STAFFING SUMMARY FTE

Please see Appendix J for additional information on staffing assumptions. 

2. If this application proposes the expansion of an existing agency into another county, provide an FTE
table for the entire agency, including at least the most recent three full years of operation, the current
year, and the first three full years of operation following project completion. There should be no gaps
in years. All staff categories should be defined.
Table 16 provides the FTE schedule for the current year and the first three full years of operation.  There
is no “historical” period for the Eden Hospice at King County agency since operations commenced in
January 2023.
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Table 16 
FTEs by Category for the Eden Hospice  at King County, LLC 

CLINICAL OPERATIONS SALARY 2023 2024 2025 2026
Registered Nurse 114,400   3.22        6.54        8.09        8.81        
Medical Social Worker 79,040     1.07        2.18        2.70        2.94        
Hospice Aide 45,760     3.22        6.54        8.09        8.81        
Spiritual Care Coord 58,240     1.00        1.00        2.00        2.00        
TOTAL 8.51        16.26      20.88      22.56      

ADMINISTRATIVE
Administrator 150,000   1.00        1.00        1.00        1.00        
Administrator Bonuses 30,000     
Director of Patient Care 120,000   1.00        1.00        1.00        1.00        
Clinical Manager 85,000     1.00        1.00        1.00        1.00        
Business Office Manager 52,000     1.00        1.00        1.00        1.00        
Clinical Support Specialist 54,912     3.00        3.00        3.00        3.00        
Community Liaison 80,000     1.00        1.00        1.00        1.00        
TOTAL 8.00        8.00        8.00        8.00        

TOTAL FTE'S 16.51      24.26      28.88      30.56      

STAFFING SUMMARY FTE

Provide the assumptions used to project the number and types of FTEs identified for this project.  
Provide a detailed explanation of why the staffing for the agency is adequate for the number of 
patients and visits projected. 

Table  17 provides Eden Hospice at King County, LLC  staff to patient ratios. 

Table 17 
Eden Hospice at King County Staff / Patient Ratio 

Type of Staff Eden Hospice at 
the Inland 
Northwest 

Staff / Patient Ratio 

Skilled Nursing (RN & LPN) 1:10 
Physical Therapist Contract only 
Occupational Therapist Contract only 
Medical Social Worker 1.30 
Speech Therapist Contract only 
Home Health / Hospice Aide 1:10 
Chaplain 1:40 

Eden evaluated “approved” applications in the 2018 through 2021cycles in preparing staffing ratios. Table 
17 above provides staffing ratios that are consistent with a review of staffing tables and assumptions in the 
Certificate of Need applications that were evaluated.  These ratios apply to Eden’s employed clinical 
staffing. Co-location also provides advantages to sharing peak workloads of 2 agencies.  More generally, 
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members of the Eden administrative staff work flexibly with each other to meet patient care needs.  Eden’s 
Administrator and Director of Patient Care are  qualified and prepared to provide direct patient care or 
other administrative functions.  Thus, the team is readily able to respond to patient needs when the growing 
agency experiences peaks in census. 

 
3. Provide the name and professional license number of the current or proposed medical director. If 

not already disclosed under 210(1) identify if the medical director is an employee or under 
contract. 
 
Kelle Brogan, MD, her license # is MD61234063. 
 

4. If the medical director is/will be an employee rather than under contract, provide the medical 
director’s job description. 

Not Applicable. 
 

5. Identify key staff by name and professional license number, if known. (nurse manager, clinical 
director, etc.) 

 
Amy Bradley, Administrator (no license #)  
Sophie Campbell, Director of Patient Care Services- RN6056736 

 
8. For existing agencies, provide names and professional license numbers for current credentialed 

staff. 
 

The staff serving Pierce County will be selected upon approval of the project. 
 

Name Specialty Number State 
    
    

 
9. Describe your methods for staff recruitment and retention. If any barriers to staff recruitment 

exist in the planning area, provide a detailed description of your plan to staff this project. 
 

Hospice services have been proven to reduce the demand for inpatient hospital services and the 
nursing and other ancillary staff needed to support hospital inpatients. As a result, hospice in 
general reduces the demand for hospital-based nursing staff by reducing hospital length of stay and 
reducing readmissions to acute care hospitals. 
 
As a large multi-state organization, EmpRes and Eden have employees, visibility, and contacts 
across numerous job markets. Specific to Pierce County, EmpRes currently operates both a home 
health agency and a skilled nursing facility in Pierce County so it has local knowledge and 
established relationships within Pierce County for recruiting staff. 
 
Eden Hospital at the Inland Northwest is an employee owned agency. This is an added recruitment 
advantage in several important aspects of staffing, recruitment and retention: 

 
• EmpRes maintains a recruitment office to systematically recruit for employees. 

 
• Staff mobility within and between labor markets supports recruitment and enhances overall 

retention efforts for employees stay in the EmpRes and Eden organizations. 
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• As an employee-owned organization, EmpRes and Eden experience lower turn-over rates 

than many other health care providers. 
 

• Co-location of Eden Hospice with EmpRes Home Health at Pierce, LLC will reduce the 
need for new employees particularly in the start-up years. 
 

• The EmpRes commitment to Employees/Residents reflected in the company name is also 
reflected in management efforts to prioritize employees and residents as core to any success 
again reducing turnover and making EmpRes an attractive employer. 

 
• EmpRes maintains an Employee Referral bonus program. 

 
10. Identify your intended hours of operation and explain how patients will have access to services 

outside the intended hours of operation. 
 

The office hours will be 8 a.m. to 5 p.m. Monday through Fridays.  
At all other times, Eden will have paid staff on call and accessible by telephone via a phone call to 
a main number.   Finally, hospice patients who elect to participate in the tele-medicine option will 
have 24/7 access through their own dedicated electronic tele-medicine device. 

 
11. For existing agencies, clarify whether the applicant currently has a method for assessing customer 

satisfaction and quality improvement for the hospice agency. 
 
Not Applicable. 

12. For existing agencies, provide a listing of ancillary and support service vendors already in 
place. 

 
Appendix U provides a list of vendors based on Eden Home Health at Pierce and selected vendors 
for other home health and hospice services provided in Washington agencies. 

 
13. Identify whether any of the existing ancillary or support agreements are expected to change as 

a result of this project. 
 

Please see Appendix U for a list of proposed vendors.  This list is based heavily on vendor 
relationships already in place for Eden home health and agencies located throughout the State and 
specifically in Pierce County. 

14. For new agencies, provide a listing of ancillary and support services that will be established. 
 

Not Applicable. 
 

15. For existing agencies, provide a listing of healthcare facilities with which the hospice agency has 
working relationships. 

 
Relationships with healthcare facilities are service area and this case county-specific for the most 
part, so relationships will be established with Pierce County facilities. 
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Inpatient contractors 
For General Inpatient Care and for Respite Care, the proposed hospice will develop contracts with 
one or more local facilities.  
 
General Inpatient Care 
Eden will initiate relationships on approval of its Pierce County CON and anticipates developing 
“general inpatient care” contracts with local hospitals that serve Pierce County.   In particular, Eden 
expects to develop GIP contracts with any Pierce County hospitals whose physicians and discharge 
planners refer patients to Eden’s Pierce Hospice. Eden will also develop relationships with the 
regional hospital systems operated by MultiCare and Providence that serve Pierce County. 
 
Respite Care 
Respite care is typically provided in a skilled nursing facility and nursing homes.  Currently, Eden 
operates four nursing homes in King County and intends to use those facilities for respite care. On 
receipt of a Pierce County Certificate of Need, Eden will promptly reach out to local nursing 
facilities and determine the best options for contracting respite care services for hospice patients. 
In-home care for nursing home residents 
In addition to arranging for General Inpatient Care and Respite Care, Eden will also coordinate with 
area nursing homes so that long term residents, for whom the facility is home, are able to receive 
routine in-home hospice services there, beginning with: 
 
 
Criteria for selection 
In selecting inpatient providers with which to contract, Eden will apply the following criteria: 
 
Of the potential hospital contracts available, Eden believes each provides high quality care.  Eden 
plans to contract with each facility willing to do so. Criteria for contracting and referral of specific 
patients will include: 

a) availability of inpatient hospice beds appropriate to GIP admissions (i.e., least restrictive 
environment and/or availability of a home-like setting 

b) availability of appropriate clinical resources and beds for Eden’s patients 
c) relative geographic access of the facility for the patient’s primary care team and/or potential 

visitors. 
d) availability of a palliative care in-patient team or a hospitalist team that includes individuals 

with palliative care expertise. 
e) compatibility with Eden’s adopted policies honoring a patient’s end-of- life choices 
f) cost containment 

Respite Care 
a) availability of inpatient hospice beds appropriate to “respite care” 
b) availability of clinical resources needed for Eden’s patients 
c) relative geographic access for the patient’s primary care team and/or potential visitors. 
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d) compatibility with Eden’s adopted policies honoring a patient’s End of Life choices 
e) cost containment 
f) availability of a home-like setting 
g) nursing facilities already contracting with Eden for it to provide in-home hospice visits to 

its long-term care residents 
 

16. Clarify whether any of the existing working relationships would change as a result of this project. 
 

These relationships would generally be relationships used for Eden Hospice at King County 
 
 

17. For a new agency, provide a listing of healthcare facilities with which the hospice agency would 
establish working relationships. 
 
See the response to Question 15 in this section. 

 
18. Identify whether any facility or practitioner associated with this application has a history of the 

actions listed below. If so, provide evidence that the proposed or existing facility can and will be 
operated in a manner that ensures safe and adequate care to the public and conforms to 
applicable federal and state requirements. WAC 246-310-230(3) and (5) 
a. A criminal conviction which is reasonably related to the applicant's competency to exercise 

responsibility for the ownership or operation of a hospice care agency; or 
b. A revocation of a license to operate a health care facility; or 
c. A revocation of a license to practice a health profession; or 
d. Decertification as a provider of services in the Medicare or Medicaid program because of 

failure to comply with applicable federal conditions of participation. 
 

There is no such history. 
 

19. Provide a discussion explaining how the proposed project will promote continuity in the 
provision of health care services in the planning area, and not result in an unwarranted 
fragmentation of services. WAC 246-310-230 

 
It is in the very nature of the Medicare-certified hospice benefit to assure continuity and to avoid 
unwarranted fragmentation. The core purpose of the inter disciplinary hospice team is to develop 
the patient’s plan of care and to manage the care daily to support the individual patient’s needs.  In 
particular, the per diem payment to the hospice for all services puts the control of the full range of 
care in the hands of that core team.  
 
As noted in the Executive Summary, the Washington Department of Social a & Health Services 
(DSHA) Fee for Service Dual-eligible project covering six years has reduced Medicare expenses by 
10% per year as well as reducing overall Washington Medicaid costs.  As of September 2020, 37% 
of the state dual-eligible program is enrolled in the State Health Home program.   In the sixth 
Demonstration Year (2022)  that included Pierce County, Medicare savings were over $55 million 
with total Medicare savings over the 5-year period of $166.8 million (Appendix S) Medicaid 
savings have not yet been calculated by the Centers for Medicaid and Medicare Services.  Note that 
the savings mentioned do not include Medicaid or family and patient health care expenditure 
savings.  In Pierce County EmpRes and Eden Hospice at King County have the opportunity 
through this project to integrate home health, hospice, nursing home and assisted living facilities 
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into system of care that has been demonstrated to improve health care, patient and family 
satisfaction and emotional health and to reduce costs for both payers such as Medicare and 
Medicaid and patients and their families. 

20. Provide a discussion explaining how the proposed project will have an appropriate relationship
to the service area's existing health care system as required in WAC 246-310-230.

Eden will work with its existing referral base developed for home health services and as noted earlier
will coordinate with Eden-owned entities including nursing home serving home and retirement
facility services in King County.  Upon establishing an effective integration model for Eden entities,
the Eden Hospice at King County will reach out to other long term care nursing home and retirement
facilities throughout Pierce County.  As noted in the response to Question 19, Eden will work with
community agencies involved to assure to support patients pursuing “death with dignity.”

In selecting inpatient providers with which to contract, Eden will apply the following criteria:

Hospital Care
Eden will contract with each facility willing to do so. Criteria for contracting and referral of
specific patients with hospitals will include:

a) availability of inpatient hospice beds appropriate to GIP admissions (i.e., least restrictive
environment and/or availability of a home-like setting

b) availability of appropriate clinical resources and beds for Eden’s patients
c) relative geographic access of the facility for the patient’s primary care team and/or potential

visitors.
d) availability of a palliative care in-patient team or a hospitalist team that includes individuals

with palliative care expertise.
e) compatibility with Eden’s adopted policies honoring a patient’s End of Life choices
f) cost containment

Respite Care 
g) Existing Eden nursing home and assisted living facility entities
h) availability of clinical resources needed for Eden’s patients
i) relative geographic access for the patient’s primary care team and/or potential visitors.
j) compatibility with Eden’s adopted policies honoring a patient’s End of Life choices
k) cost containment
l) availability of a home-like setting

21. The department will complete a quality of care analysis using publicly available information from
CMS. If any facilities or agencies owned or operated by the applicant reflect a pattern of
condition-level findings, provide applicable plans of correction identifying the facility’s current
compliance status.
Not Applicable.

22. If information provided in response to the question above shows a history of condition-level
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findings, provide clear, cogent and convincing evidence that the applicant can and will operate 
the proposed project in a manner that ensures safe and adequate care, and conforms to applicable 
federal and state requirements. 

 
There is no pattern of condition-level findings among facilities owned by EmpRes/Eden. Appendix 
V lists 77 healthcare facilities owned or operated by EmpRes/Eden. There is no pattern of 
condition-level findings among facilities owned by EmpRes/Eden as noted in the November 2021 
assessment by the Department: 

 
“In the November 4, 2021 Certificate of Need Application #21-40 – Department’s King County Evaluation, 
the Department reviewed the EmpRes Healthcare Group, Inc./Eden submittal wherein 79 health care 
facilities located in nine states were reviewed. The table below shows the breakdown: 
 

State Home Health Hospice Nursing 
Home 

Assisted 
Living 

Total 

Arizona 2 1 0 0 3 
California 2 0 3 0 5 
Idaho 2 1 3 0 6 
Montana 1 1 8 1 11 
Nevada 1 1 4 0 6 
Oregon 0 0 7 1 8 
South Dakota 0 0 7 2 9 
Washington 4 1 18 1 24 
Wyoming 0 0 6 1 7 
Totals 12 5 56 6 79 

 
Below is a summary of the two areas reviewed for EmpRes Healthcare Group, Inc./Eden and 
its healthcare facilities. 

 
Terminated Provider Counts Report 
Focusing on years 2018 through 2021, none of EmpRes Healthcare Group, Inc./Eden’s 
healthcare facilities were involuntarily terminated from participation in Medicare 
reimbursement.  Conformance with Medicare and Medicaid Standards Nursing Homes 
Focusing on years 2018 through 2021, of the 56 nursing homes, 53 were surveyed during 
the time frame. The department reviewed the survey information for the nursing homes 
and found a combined total of 385 surveys for the 53 nursing homes. The scope and 
severity of the deficiencies required follow up visits by the surveyors. The deficiencies 
ranged from patient care, charting, pain management, and infection control; many were 
noted as ‘pattern’ or ‘widespread.’ Each of the 53 nursing homes submitted plans of 
correction (POC) and corrected the deficiencies prior to the required follow up visit. 

 
Focusing on the 18 Washington State facilities, years 2018 through 2021 showed a 
combined total of 175 surveys. Many of these surveys were also noted to be ‘pattern’ or 
‘widespread.’ Each of the 18 nursing homes submitted plans of correction (POC) and 
corrected the deficiencies prior to the required follow up visit. All 18 facilities are in 
conformance with CMS standards at this time. 

 
In Home Service Agencies 
Of the 17 in home service agencies, 5 are hospice and 12 are home health. Focusing on 
years 2018 through 2021, a total 6 agencies were not surveyed during the timeframe— 2 
hospice agencies and 4 home health agencies. One of the Washington State home health 
agencies not surveyed is a new agency in Bellingham. 
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The 11 agencies surveyed resulted in a total of 13 surveys. All surveys resulted in minor 
deficiencies that required no follow up visits. All agencies are in conformance with CMS 
standards at this time. 

. . . . In review of this sub-criterion, the department considered the total compliance history of 
EmpRes Healthcare Group, Inc./Eden organization. ................... Based on the information 
reviewed and the lack of public comment in opposition to the project, the department concludes that 
EmpRes Healthcare Group, Inc./Eden has been operating in compliance with applicable state and 
federal licensing and certification requirements. The department also concludes there is reasonable 
assurance that the applicant’s establishment of a hospice agency in Washington State would not 
cause a negative effect on the compliance history of EmpRes Healthcare Group, Inc./Eden.”23 

D. Cost Containment (WAC 246-310-240)
Projects are evaluated based on the criteria in WAC 246-310-240 in order to identify the best available project
for the planning area.

1. Identify all alternatives considered prior to submitting this project. At a minimum include a
brief discussion of this project versus no project.

The certificate of need rules suggest criteria to be considered including:

Decision making criteria (cost limits, availability, quality of care, legal restriction, etc.):

• Advantages and disadvantages, and whether the sum of either the advantages or the
disadvantages outweigh each other by application of the decision-making criteria;

• Capital costs

• Staffing impact

The 2022-2023 State Methodology concluded that there is a need for an Average Daily Census of 
42 patients hospices in Pierce County by 2024 even with admissions and lengths of stay for 
hospice patients at levels substantially lower than the national average.  Regarding unnecessary 
duplication, the 2022-2023 need methodology extended through 2027 shows an unmet need 
comprising a 114-patient average daily census.  Finally, Need as summarized in Table 4, 
documents that there is substantial disparity in hospice access for Medicare dual-eligible 
beneficiaries as well as disparity in access for hospice patients considering a Death with Dignity  
alternative.  Consequently, non-duplicative need and “specific population” unmet need are a stark 
reality. At this point, adding hospice capacity is critically important and immediate action to add 
capacity needs to be taken.    Generally, capital costs are not applicable to hospice patients because 
services are delivered in the patient’s residential setting in the community which may include long 
term care facilities.  Required office space is generally for the administrative staff and does not 
require special facilities and in this case, there is no additional capital expenditure associated with 
co-locating the Eden Hospice at King County with Eden’s existing home health agency offices.  In 
terms of selecting how to add capacity, an important factor is staffing, particularly nurse staffing 
during this staff shortage period. Any strategy that improves staffing efficiency would be 
advantageous. 

The alternatives Eden Hospice of Washington, LLC considered in developing this proposed project 
included:  

• Postponing action
50

http://apps.leg.wa.gov/wac/default.aspx?cite=246-310-240


• Acquisition of an existing hospice vs. establishing a new hospice agency
• Implementing the Project through a new start-up
• Acquiring an Existing Pierce hospice agency

Eden Hospice at King County, LLC is requesting CN approval to operate a Medicare certified and 
Medicaid eligible hospice agency in Pierce County. The hospice agency will be co-located with the 
Eden Home Health at Pierce Co, LLC agency. 

As a certificate of need rules requirement, Eden Hospice evaluated the following alternatives: 

(1) status quo: “do nothing or postpone action”

(2) develop the proposed project, co-located with the existing Eden Home Health at Pierce agency

(3) Establish a new, single-purpose hospice agency location

(4) Acquire an existing hospice agency

The four alternatives for this project were evaluated using the following decision criteria: 

(1) access to hospice services

(2) health outcomes

(3) quality of care

(4) health care cost control for patients and for payers

(5) operating efficiency

(6) Impact on existing hospice agencies.

Each alternative identifies advantages and disadvantages. Based on the above decision criteria and 
the analyses of each criterion covered in Tables 18 - 23, the requested project — seek CN approval 
to operate a Medicare certified and Medicaid eligible, hospice that is co-located with an existing 
Eden home health agency — is the best option. 

2. Provide a comparison of the project with alternatives rejected by the applicant. Include the
rationale for considering this project to be superior to the rejected alternatives. Factors to
consider can include but are not limited to: patient access to healthcare services, capital cost,
legal restrictions, staffing impacts, quality of care, and cost or operation efficiency.
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Table 18 
Alternative Analysis: Access to Hospice Services 

 

Advantages/Disadvantages  
An analysis of multiple hospice capacity related metrics documents that  Pierce hospices are 
unable to provide sufficient capacity to reduce  barriers to access and can lead to increased 
healthcare costs for patients and payers.  

1) Status Quo: Do 
nothing or postpone 
action 

The status quo does not address the need for additional hospice services 
through 2026 in the Pierce County, nor does it address access to care issues 
that currently exist.  
Distinct disadvantages to maintaining the status quo are driven by the 
fact that the many and varied issues relating to disparity in the access 
for the Medicare dual-eligible would be ignored.   
Another disadvantage of the status quo relates to the  cohort 
considering Death with Dignity has limited options in Pierce County.  

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden Home 
Health at Pierce 
Agency 

Approving Eden will directly address and substantially reduce unmet 
need due to disparity in  access for the Medicare dual-eligible patient.  
Approving Eden will allow co-location with Eden’s home health agency 
in Pierce County thus facilitating maximize outreach. 
This option also reduces unmet need by the cohort considering Death 
with Dignity by reaching out to long term care facilities and establishing 
a fully complying Death with Dignity policy in Pierce County. 

3) Develop an 
independent location 
to operate a separate 
Pierce County hospice 
operation 

This option directly addresses and substantially reduces unmet need due 
to disparity in  access for the Medicare dual-eligible. 
This option also addresses and reduces unmet need by the cohort 
considering Death with Dignity by reaching out to long term care 
facilities and maintaining the only fully complying Death with Dignity 
policy in Pierce County. 
This option is more costly in terms of lease and administrative overhead. 

4) Acquire an existing 
location to operate a  
Pierce County hospice 
operation 

This option does not add capacity and substantially reduces unmet need due 
to disparity in  access for the Medicare dual-eligible. 

 This option is more much more costly since acquisition costs are added to 
higher lease and administrative overhead costs.   

Conclusion: The status quo is clearly not advantageous for the community from an access 
standpoint since access disparity among the dual-eligible population and the Death with 
Dignity population has not been adequately addressed.  Existing hospices do not offer the 
array of long term care services provided by EmpRes/Eden.  Table 13 shows that there is no 
unnecessary duplication.  Proposed reductions in disparity affecting the dual-eligible and 
Death with Dignity population cohorts together with population increase results in a surplus 
of projected hospice patients for each year that the Eden hospice would be operating (2024 
through 2026). 
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Table 19 
Alternative Analysis: Improved Health Outcome Hospice 

 
Advantages/Disadvantages 

The literature points to an ideal ALOS of 6 months. Studies cited in this application document 
that patients with terminal diagnoses with a longer progression of illness (the ALOS is 88 
days, but the median ALOS is 18 days), live longer with reduced hospitalizations and use of 
the emergency room if they are enrolled in hospice.  Appendix S provides two studies showing 
that Medicare  dual-eligible beneficiaries have a greater number of ADL issues than other 
patients that are better addressed with additional hospice support. Referenced research studies 
show that patient families routinely respond that they wished that they had accessed hospice 
services earlier during the patient’s terminal illness. 
1) Status Quo: Do 
nothing or postpone 
action 

There is no advantage to maintaining the status quo in terms of 
improving health outcomes.  As noted in the application, there is 
substantial disparity in access for low-income Medicaid eligible 
residents and low income, dual-eligible Medicare beneficiaries and 
these populations have higher health care needs due to higher levels of 
disability (see Appendix S studies). 

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with Eden Home 
Health at Pierce 
Agency 

The requested project reduces current and future access barriers identified 
in the Pierce County Planning Area and directly addresses disparity in 
access among the dual-eligible patients and to the portion of that cohort 
with the greatest disability challenges because we are conducting 
outreach to long term care facilities.  Hospice support of long term care 
nursing patients with high ADL requirements will benefit by increased 
staffing support from hospice. 

3) Develop an 
independent 
location to operate 
a  separate Pierce 
County hospice 
operation 

Co-location as an alternative to the proposed project also reduces 
current and future access barriers identified in the Pierce County 
Planning Area and directly addresses disparity in access among the 
dual-eligible patients and to the portion of that cohort with the greatest 
disability challenges because we are conducting outreach to long term 
care facilities.  However, this option is more costly due to duplicative 
overhead. 

4) Acquire an existing 
location to operate a  
Pierce County 
hospice operation 

Acquiring an existing hospice does not address current capacity barriers or 
reduce current and future access barriers identified in the Pierce County 
Planning Area and directly addresses disparity in access among the dual-
eligible patients and to the portion of that cohort with the greatest 
disability challenges because we are conducting outreach to long term care 
facilities.  It is more costly due to acquisition costs and more costly 
overhead. 

Conclusion: The status quo is clearly not advantageous for the community from a health 
outcome standpoint given the disparity metrics around the Medicare dual-eligible  hospice 
population.  In regard to establishing an independent hospice location, this can be carried out 
when volume for home health and hospice services at the current location demonstrates the 
advantage of multiple locations over a centralized Puget Sound location in King County. 
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Table 20 
Alternative Analysis: Quality of Care 

 
Advantages/Disadvantages 

The literature points to an ideal ALOS of 6 months. Studies cited in this application document 
that patients with terminal diagnoses with a longer progression of illness (the ALOS is 88 
days, but the median ALOS is 18 days), live longer with reduced hospitalizations and use of 
the emergency room if they are enrolled in hospice.  When patients and families are queried 
about the care experience, they often attribute quality of care issues as an issue of “not being 
on hospice long enough.” The literature on this point seems to be that dissatisfaction with 
hospice services is more related to elements of care rather than length of stay.18    (See 
Appendix S).  Hospice patients and their families in long term nursing home care settings 
during at least few days can benefit from enhanced nursing care. 
1) Status Quo: Do 
nothing or postpone 
action 

There is no advantage to maintaining the status quo in terms of 
improving health outcomes.  As noted in the application, there is 
substantial disparity in access for low-income Medicaid eligible 
residents and low income, dual-eligible Medicare beneficiaries and 
these populations have higher health care needs due to higher levels of 
disability (see Appendix S studies). There is also need for an 
additional agency to minimally address current hospice use rates/ 

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located with 
the Eden Home Health 
at Pierce Agency 

The requested project should increase ALOS and should reduce delays 
in enrollment. These two factors alone should improve the care 
experience for the patient and family. Ideally minutes of hospice care 
per patient day will also increase to national average rates.  As noted, 
hospice services in long term nursing home care in at least the last few 
days of life will substantially improve quality of care. 

3) Develop an 
independent location 
to operate a  separate 
Pierce County 
hospice operation 

Adding an additional site in Pierce County would not improve the   
ALOS or delay barriers to hospice care. Eden  home health and hospice 
staff are located throughout Pierce County and duplication of 
administrative resources can be reduced through centralization of this 
resource. 

4) Acquire an existing 
location to operate a  
Pierce County hospice 
operation 

Adding an additional site in Pierce County would not improve the   
ALOS or reduce barriers to hospice care. First, there is need for an 
additional agency.  Eden  home health and hospice staff are located 
throughout Pierce County and duplication of administrative resources 
can be reduced through centralization of this resource. 

Conclusion: The status quo is clearly not advantageous for the community from health 
quality of care standpoint given the metrics around delays in enrollment in hospice both 
from hospital and home health transfers. In regard to a separate location for the Eden 
Hospice in Pierce County, it could be implemented at any time when there is a need for 
expanded space with the exception of a new agency. 

 
18 Joan M. Teno, MD et al. Timing of Referral to Hospice and Quality of Care: Length of Stay and Bereaved Family Members’ 
Perceptions of the Timing of Hospice Referral, Journal of Pain and Symptom Management Aug. 2007 pp 120, 123 
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Table 21 
Alternative Analysis: Healthcare Cost Control – Patient and Payer 

 
The literature points to an ideal ALOS of 6 months. Studies cited herein documents that 
patients with terminal diagnoses with a longer progression of illness (the ALOS is 88 days but 
the median ALOS is 18 days), live longer with reduced hospitalizations and use of the 
emergency room if  enrolled in hospice. A Providence Hospice financial analysis in the 
approved CN 19-44 calculated a potential statewide savings of $99 million or $3,945 per 
patient if all hospice eligible patients received 35 days of hospice care in short if admits and 
ALOS increased.19  Appendix S contains two studies showing reduced costs for integrating 
hospice services with existing health plans for dual-eligible Medicare beneficiaries.  The 
Washington State study showed a statewide reduction of $293 million over 6 years and 
approximately 10% per year.30 The national 16-year study of CMS shows total savings of 
$10,908 per hospice beneficiary.31  A 16-year study of Medicare hospice patients even shows 
that family out-of-pocket costs can be reduced by $670 per family. 
1) Status Quo: Do 
nothing or postpone 
action 

Maintain the status quo increases healthcare costs per cited studies. 
Substantial savings were realized by the Dept. of Health Services 
reducing Medicare costs by nearly $50 million per year over 6 years by 
integrating dual-eligible Medicare and Medicaid home services.  

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden Home 
Health at Pierce 
Agency 

There are substantial savings in patient/payer healthcare costs associated 
Eden’s approach – integrating dual-eligible Medicare and Medicaid home 
services.   
Eden’s outreach for dual-eligible individuals will reduce healthcare 
costs by $2,000 to $10,908 per beneficiary depending on the various 
studies assumptions, e.g.,  savings realized by the Dept. of Health 
Services reducing Medicare costs statewide by nearly $50 million per 
year over 6 years by integrating Medicare and Medicaid home services.   

3) Develop an 
independent 
location to operate 
a  separate Pierce 
County hospice  

Savings would be reduced by the costs of duplicating office space.   
Co-location offers the benefit of additional service integration. 
The  Dept. of Social & Health Services realized that – Medicare costs 
statewide were reduced by nearly $50 million per year, over 6 years by 
integrating dual-eligible Medicare and Medicaid home services.   

4) Acquire an existing 
location to operate a  
Pierce County 
hospice operation 

There ae substantial savings in patient/payer healthcare costs associated 
with the specific Eden approach given the substantial savings realized by 
the Dept. of Health Services reducing Medicare costs statewide by nearly 
$50 million per year over 6 years by integrating dual-eligible Medicare 
and Medicaid home services.  Eden’s outreach for dual-eligible individuals 
will also reduce Medicare costs as noted in a Providence study.  Co-
location offers the benefit of additional service integration.  Savings offset 
by capital costs of acquiring an existing agency. 

Conclusion: The status quo is clearly not advantageous for delay given the cost saving 
opportunity of Eden’s particular dual-eligible outreach strategy. 

 
30 Report for Washington Managed Fee-for-Service (MFFS):Final Demonstration Year 5 and Preliminary Demonstration Year 6 Medicare   
 Savings Estimates: Medicare-Medicaid Financial Alignment Initiative. Op cit. Pag ES-2 
31 Melissa Aldridge, Ab Brody, Peter May, Jaison Moreno, Karen McKendrick, Lihua Li. Association Between Hospice Enrollment and Total Health Care Costs 
for  Insurers and Families, 2002-2018, Jama Health Forum, Feb. 11, 2022. Pages 1, 5 
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Table 22 
Alternative Analysis: Operating Efficiencies 

 
Advantages/Disadvantages 

There are distinct advantages to having Eden Hospice co-locate with EmpRes Home Health of 
Pierce County; there will be no additional capital expenditure and utilities costs can be 
allocated to two programs rather than one program. In addition, the expense of developing 
multiple ancillary contracts can be avoided. Finally, co-locating should improve enrollment of 
hospice-eligible home health patients into hospice as well as EmpRes/Eden long term care 
facilities. 
1) Status Quo: Do 
nothing or postpone 
action 

There is no advantage to maintaining the status quo in terms of 
operating efficiencies.  

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden Home 
Health at Pierce 
Agency 

Eden Hospice breakeven volume should be reduced to an ADC of about 
18 patients with no capital expenditure and with a reduction in  
administrative overhead positions, utilities and rent and any capital 
expenditure. As a result, Eden can concentrate on outreach to low-
income Medicaid-eligible residents and low income, dual-eligible 
Medicare beneficiaries.  Eden home health costs would also be reduced 
with rent, utilities and insurance costs shared by two agencies. 

3) Develop an 
independent 
location to operate 
a  separate Pierce 
County hospice 
operation 

Administrative staffing, capital costs, rental costs, insurance costs and 
utilities costs would be duplicated, which would increase overall costs. 
 

4) Acquire an 
existing location to 
operate a  Pierce 
County hospice 
operation 

Capital costs, rental costs, insurance costs and utilities costs would be 
duplicated, which would increase the breakeven ADC to an estimated 
18 patients.  Acquisition costs would expect to exceed in-house 
development costs. 

 
Conclusion: The status quo is clearly not advantageous for the community from an operating 
efficiency standpoint. 
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Table 23 
 Alternative Analysis: Impact on Other Pierce County Hospices 

 
Advantages/Disadvantages 

As noted in this application, the Eden Hospice at King County will have no impact on existing 
hospice volume because Eden is reaching out to significantly underserved populations 
including the dual-eligible long term care patient population, the general long term care 
population, and the Death with Dignity population.  In 2024, Eden’s utilization from the general 
population based hospice need patient days will be 16%, increasing in 2025 and then 
decreasing  to 18% in 2026, meaning that the broad majority of new patient volume will be 
served by “new population”  approved hospice beyond the 290 (7)(b) set aside volumes. 

1) Status Quo: Do 
nothing or postpone 
action 

Postponing action results in continued disparity in access for the dual-
eligible Medicare population and the Death with Dignity population 
and abandons documented cost savings and improved quality 
opportunities associated with integrating hospice and long term health 
services.  

2) Requested Project: 
CN approval – to 
operate a hospice 
agency co-located 
with the Eden Home 
Health at Pierce 
Agency 

Addition of the Eden Hospice at King County will have no adverse 
impact on existing hospice agencies while reducing disparity,  
improving services to long term care residents strengthening long term 
care programs and  achieving substantial healthcare cost savings 
primarily for dual-eligible Medicare patients and Washington Medicaid 
patients.  

3) Develop an 
independent 
location to operate 
a  separate Pierce 
County hospice 
operation 

Addition of the Eden Hospice at King County will have no adverse 
impact on existing hospice agencies while reducing disparity,  improving 
services to long term care residents strengthening long term care 
programs and  achieving substantial healthcare cost savings primarily for 
dual-eligible Medicare patients and Washington Medicaid patients. 
Duplicating within Pierce County would increase administrative 
overhead. 

4) Acquire an existing 
location to operate a  
Pierce County 
hospice operation 

Addition of the Eden Hospice at King County will have no adverse impact 
on existing hospice agencies while reducing disparity, but there is a 
current capacity barrier for hospice patients and  improving services to 
long term care residents strengthening long term care programs and  
achieving substantial healthcare cost savings primarily for dual-eligible 
Medicare patients and Washington Medicaid patients would be difficult 
with current capacity problems. 

Conclusion: The status quo offers no benefit to existing hospice providers while increasing 
costs for Medicare dual-eligible beneficiaries, the Medicare program, the Medicaid program, 
and long term care facilities.  Only by approving the Eden Hospice at King County can the 
stakeholders listed above receive the substantial cost savings listed in the alternatives which 
experiencing a higher quality of care through earlier admission to hospice services. 
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Alternatives Summary   

Considering the alternatives available in light of the criteria above:  Collocating the Eden 
Hospice at King County with the Eden Hospice at Pierce agency location is the best 
alternative. 

3. If the project involves construction, provide information that supports conformance 
with WAC 246-310-240(2): 

• The costs, scope, and methods of construction and energy conservation are 
reasonable; and 

• The project will not have an unreasonable impact on the costs and charges 
to the public of providing health services by other persons. 

 
Not Applicable, no construction is required. 

 
The Eden response to Question 10 in the Project Description section provides an 
overview of improvements and innovations in service delivery that foster cost 
containment, quality assurance and cost effectiveness. 

 
Hospice Agency Superiority  
In the event that two or more applications meet all applicable review criteria and there is 
not enough need projected for more than one approval, the department uses the criteria in 
WAC 246-310-290(11) to determine the superior proposal. 
 
Eden may respond to Hospice Agency Superiority Criteria after reviewing any competing 
applications. 
 
Multiple Applications in One Year 
In the event you are preparing more than one application for different planning areas under 
the same parent company – regardless of how the proposed agencies will be operated – the 
department will require additional financial information to assess conformance with WAC 
246-310-220. The type of financial information required from the department will depend 
on how you propose to operate the proposed projects. Related to this, answer the 
following questions: 

 
1. Is the applicant (defined under WAC 246-310-010(6)) submitting any other 

hospice applications under either of this year’s concurrent review cycles? This 
could include the same parent corporation or group of individuals submitting 
under separate LLCs under their common ownership. 
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If the answer to this question is no, there is no need to complete further questions under 
this section. 

EmpRes Healthcare Group, Inc. is submitting applications in the first and second cycles. 

2. If the answer to the previous question is yes, clarify:
• Are these applications being submitted under separate companies

owned by the same applicant(s); or
• Are these applications being submitted under a single

company/applicant?
• Will  they be operated under  some other structure? Describe in

detail.

EmpRes Healthcare Group, Inc is submitting CoN applications for hospice services in 
Spokane County, Skagit County and Pierce County.  The Eden Hospice at King County, LLC 
application for Pierce County will not require separate Medicare certification and will extend 
its existing license.  The Eden Hospice at Whatcom County, LLC is submitting a CoN to add 
Skagit County to its agency and its existing license.  The Eden Hospice at the Inland 
Northwest will be a new agency and will have a relationship by certification extension with 
several Idaho counties if approved. 

3. Under the financial feasibility section, you should have provided a pro forma
balance sheet showing the financial position of this project in the first three full
calendar years of operation. Provide pro forma balance sheets for the applicant,
assuming approval of this project showing the first three full calendar years of
operation. In addition, provide a pro forma balance sheet for the applicant
assuming approval of all proposed projects in this year’s review cycles showing
the first three full calendar years of operation.

Attachment L provides the projected income statement and  balance sheet for all Eden
hospices through 2026 including the proposed approval of the Skagit, Spokane and Pierce
projects.  Appendix L also provides the historical income statement for all Eden hospices.

4. In the event that the department can approve more than one county for the same
applicant, further pro forma revenue and expense statements may be required.

• If your applications propose operating multiple counties under the
same license, provide combined pro forma revenue and expense
statements showing the first three full calendar years of operation
assuming approval of all proposed counties.

• If your applications propose operating multiple counties under
separate licenses, there is no need to provide further pro forma
revenue and expense statements.
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Eden Hospice at King County, LLC 

733 7th Ave., Ste. 110, Kirkland, WA 98033 | Phone: 206-717-8161 | Fax: 206-899-1641 

December 28, 2022 

Eric Hernandez, Program Manager  
Washington State Department of Health  
Health Facilities and Certificate of Need Program 
111 Israel Rd., SE  
Tumwater, WA  98501  

Sent by E-mail: FSLCON@doh.wa.gov  

Re:  Eden Hospice at King County, LLC  Letter of Intent  for Providing Medicare and 
Medicaid Hospice Services to Hospice Eligible Patients in Pierce County  

Dear Mr. Hernandez: 

This letter of intent is issued by Eden Hospice at King County, LLC, a subsidiary of  EmpRes 
Healthcare Group, Inc.  In accordance with WAC 246-310-080, Eden Hospice at King County 
proposes to expand hospice services to Medicare and Medicaid Eligible hospice patients residing 
in Pierce County.   

1. Description of proposed service

EmpRes Healthcare Group, Inc., through Eden Hospice at King County, LLC requests
approval to provide hospice services to Medicare and Medicaid eligible residents of
Pierce County.

2. Estimated cost of the project

There are no capital costs associated with the proposed project because services are being
provided through the existing Eden Hospice at King County, LLC agency location.

3. Identification of the service area

Eden Hospice at King County,  LLC will provide hospice services to Pierce County as
identified in WAC 246-310-290 (3).
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Eden Hospice at King County, LLC 
December 28, 2022 

Please address all correspondence to: 

Jamie Brown, Vice President of Home Services 
EmpRes Healthcare / Eden Health  
4601 NE 77th Ave., Ste. 300,   
Vancouver, WA 98662 360-798-8298 
jbrown3@eden-health.com  

Thank you for your attention. 

Sincerely, 

Jamie Brown  
Vice President of Home Services 
EmpRes Healthcare Group, Inc.  
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EmpRes 
California 

Healthcare, 
LLC

EmpRes Healthcare Group, Inc. 
Employee Stock Ownership Trust
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EmpRes Healthcare Group, Inc. 
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I, KIM WYMAN, Secretary of State of the State of Washington and custodian of its seal, hereby issue this

 

CERTIFICATE OF FORMATION
 

to

 

EDEN HOSPICE AT KING COUNTY, LLC

 

A WA LIMITED LIABILITY COMPANY, effective on the date indicated below.

 

Effective Date:  12/23/2020

UBI Number:  604 693 901

 

Given under my hand and the Seal of the State 
of Washington at Olympia, the State Capital 

Kim Wyman, Secretary of State

Date Issued: 12/23/2020
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Annual Report  

BUSINESS INFORMATION 

Business Name:  
EDEN HOSPICE AT KING COUNTY, LLC  

UBI Number:  
604 693 901  

Business Type:  
WA LIMITED LIABILITY COMPANY  

Business Status:  
ACTIVE  

Principal Office Street Address:  
733 7TH AVE STE 110, KIRKLAND, WA, 98033-5657, UNITED STATES  

Principal Office Mailing Address:  
4601 NE 77TH AVE STE 300, VANCOUVER, WA, 98662-6736, UNITED STATES  

Expiration Date:  
12/31/2023  

Jurisdiction:  
UNITED STATES, WASHINGTON  

Formation/Registration Date:  
12/23/2020  

Period of Duration:  
PERPETUAL  

Inactive Date:  

Nature of Business:  
HEALTH CARE, SOCIAL ASSISTANCE & SERVICE ORGANIZATION  

REGISTERED AGENT     RCW 23.95.410  

PRINCIPAL OFFICE 

Phone:  

Email:  
LEGAL@EMPRES.COM  

 

 
Filed 

Secretary of State 
State of Washington 

Date Filed: 12/29/2022  
Effective Date: 12/29/2022  

UBI #: 604 693 901 

Registered Agent 
Name Street Address Mailing Address

C T CORPORATION 
SYSTEM

711 CAPITOL WAY S STE 204, OLYMPIA, 
WA, 98501-1267, UNITED STATES

711 CAPITOL WAY S STE 204, OLYMPIA, 
WA, 98501-1267, UNITED STATES

This document is a public record. For more information visit www.sos.wa.gov/corps Work Order #: 2022122900799131 - 1
Received Date: 12/29/2022

Amount Received: $60.00APPENDIX D 111



Street Address:  
733 7TH AVE STE 110, KIRKLAND, WA, 98033-5657, USA  

Mailing Address:  
4601 NE 77TH AVE STE 300, VANCOUVER, WA, 98662-6736, USA  

GOVERNORS 

NATURE OF BUSINESS 

� HEALTH CARE, SOCIAL ASSISTANCE & SERVICE ORGANIZATION  

EFFECTIVE DATE  
Effective Date:  
12/29/2022  

CONTROLLING INTEREST  
1.  Does this entity own (hold title) real property in Washington, such as land or buildings, including leasehold improvements?  
NO  
2.  In the past 12 months, has there been a transfer of at least 16-2/3 percent of the ownership, stock, or other financial interest in 
the entity?  
NO  
      a.  If "Yes", in the past 36 months, has there been a transfer of controlling interest (50 percent or greater) of the ownership, 
stock, or other financial interest in the entity?  
NO  
3.  If you answered "Yes" to question 2a, has a controlling interest transfer return been filed with the Department of Revenue?  
NO  
 
You must submit a Controlling Interest Transfer Return form if you answered “yes” to questions 1 and 2a.  
 
Failure to report a Controlling Interest Transfer is subject to penalty provisions of RCW 82.45.220.  
 
For more information on Controlling Interest, visit www.dor.wa.gov/REET.  
 

RETURN ADDRESS FOR THIS FILING 
Attention:  
LEGAL DEPARTMENT  
Email:  
LEGAL@EMPRES.COM  
Address: 
4601 NE 77TH AVE, SUITE 300, VANCOUVER, WA, 98662-6736, USA 

UPLOAD ADDITIONAL DOCUMENTS 

Title Type Entity Name First Name Last Name

GOVERNOR ENTITY EMPRES HEALTHCARE MANAGEMENT, LLC

GOVERNOR INDIVIDUAL BRENT WEIL

GOVERNOR INDIVIDUAL MICHAEL MILLER

This document is a public record. For more information visit www.sos.wa.gov/corps Work Order #: 2022122900799131 - 1
Received Date: 12/29/2022

Amount Received: $60.00APPENDIX D 112



Do you have additional documents to upload? No  

EMAIL OPT-IN 
  By checking this box, I hereby opt into receiving all notifications from the Secretary of State for this entity via email only. I 

acknowledge that I will no longer receive paper notifications.  

AUTHORIZED PERSON 
  I am an authorized person.  

Person Type:  
ENTITY  

First Name:  
MICHAEL  

Last Name:  
MILLER  

Entity Name:  
EMPRES HEALTHCARE MANAGEMENT, LLC  

Title:  
MANAGER  

 This document is hereby executed under penalty of law and is to the best of my knowledge, true and correct.  
 

This document is a public record. For more information visit www.sos.wa.gov/corps Work Order #: 2022122900799131 - 1
Received Date: 12/29/2022

Amount Received: $60.00APPENDIX D 113
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Reference# 5006 
Effective: 12/01/2014 

Last Revised: 04/27/2021 
 

HHPP\Compliance – 5006 Non-Discrimination Policy_E0708                             Page 1 of 2 

Published December 2014 
Updated April 2021 HH-HO-HC-5006 

NON-DISCRIMINATION POLICY 
 

PURPOSE: 
 To prevent Eden Health staff from discriminating against other staff members, 

patients, clients or other customers based on race, color, religion, age, sex, 
sexual orientation, disability, or place of national origin in compliance with 
federal and state regulations. 

 
POLICY: 
1. According to Title VI of the Civil Rights Act of 1964 and its implementing 

regulation, Eden Health will, directly or through contractual or other 
arrangement, admit, and treat all persons without regard to race, color, 
religion, sex, sexual orientation, disability, or national origin in its provision of 
services and benefits, including assignments or transfers within facilities.  

  
2. According to Section 504 of the 1973 Rehabilitation Act and its implement ing 

regulations, Eden Health will not, directly or through contractual or other 
arrangements, discriminate based on disability (mental or physical) in 
admissions, access, treatment, or employment. 

  
3. According to the Age Discrimination Act of 1975 and its implementing 

regulation, Eden Health will not, directly or through contractual or other 
arrangements, discriminate based on age in the provision of services unless 
age is a factor necessary to the normal operation or the achievement of any 
statutory objective. 

  
4. According to Title II of the American with Disabilities Act of 1990, Eden Health 

will not, based on disability, exclude or deny a qualified individual with a 
disability from participation in, or benefits of, the services, programs, or 
activities of Agency. 

 
5. Eden Health complies with state specific regulations related to discrimination.  
 
PROCEDURE: 
1. Information regarding discrimination and grievances is provided to 

patients/clients as part of the Patient Admission Book.  
 

2. Eden Health posts information regarding these federal and required state 
specific regulations in the office. 

  
3. Eden Health provides patient services without regard to race, color, religion, 

age, sex, sexual orientation, disability (mental or physical), or place of national 
origin. 
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Reference# 5006 
Effective: 12/01/2014 

Last Revised: 04/27/2021 
 

HHPP\Compliance – 5006 Non-Discrimination Policy_E0708                             Page 2 of 2 

Published December 2014 
Updated April 2021 HH-HO-HC-5006 

4. Any person who believes she or he has been subjected to discrimination or 
who believes he or she has witnessed discrimination based on disability, in 
contradiction of the policy stated above, may file a grievance under this 
procedure. It is against the law for Eden Health to retaliate against anyone 
who files a grievance or cooperates in the investigation of a grievance. 

  
5. Grievances are submitted, investigated, and responded to per the Patient 

Concerns and Grievances Policy or the Employee Grievances and Complaints 

Policy as applicable. 
  

6. Files and records relating to such grievances are maintained. 
  

7. The availability and use of the Eden Health grievance procedure does not 
preclude a person from filing a complaint of discrimination with the regional 
office for Civil Rights of the US Department of Health and Human Services. 

  
8. Eden Health informs all Agency staff of this process during the orientation 

process and as needed. 
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Reference# 1001 
Effective: 12/01/2014 

Last Revised: 02/24/2021 
 

HOPP\Admission & Assessment – 1001 Admission Policy_E0805               Page 1 of 2 

Published December 2014 
Updated February 2021 HO-1001 

ADMISSION POLICY 
 
PURPOSE: 
 To keep acceptance of patients consistent with Eden Hospice’ mission and scope 

of services based on the reasonable expectation that the patient’s care and 

service needs can be appropriately and safely met in the patient’s place of 
residence. 

 
POLICY: 
1. The Agency admits a patient on the recommendation of the Hospice Medical 

Director in consultation with/with input from the patient’s attending physician. 
 
2. The Hospice Medical Director considers the following information when reaching a 

decision to certify that a patient is terminally ill: 
a. Diagnosis of the terminal condition of the patient. 
b. Other health conditions whether related or unrelated to the terminal 

condition. 
c. Current clinically relevant information supporting diagnoses. 
 

3. Patients with a terminal illness are accepted for care and services who meet the 
eligibility criteria listed below: 

a. The physician is willing to sign or get another physician to sign the death 
certificate upon the patient's death. The physician discusses the patient’s 

resuscitation status with the patient, family, or caregiver. 
b. The patient identifies a family member, a caregiver, or a legal representative 

who agrees to be a primary support care person. Terminally ill patients (who 
are currently independent in activities of daily living) without an identified 
support person require the development of a specific plan for the future 
need of a primary support person. Staff discuss and plan for this at time of 
admission. 

c. The patient has a life-threatening illness with a life expectancy of six months 
or less, as determined by the attending physician and Hospice Medical 
Director. 

d. The patient wants hospice services and is aware of his/her diagnosis and 
prognosis. 

e. The focus of the care wanted is palliative versus curative. 
f. The patient, family, or caregiver agrees to participate in the plan of care and 

signs the Hospice Consent Form. 
g. The patient, family, or caregiver understands and agrees that the Agency 

primarily provides care at home. 
h. The physical facilities and equipment in the patient’s home are adequate for 

safe and effective care. 
i. The patient resides within the Agency’s geographical area. 
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Reference# 1001 
Effective: 12/01/2014 

Last Revised: 02/24/2021 
 

HOPP\Admission & Assessment – 1001 Admission Policy_E0805               Page 2 of 2 

Published December 2014 
Updated February 2021 HO-1001 

j. Hospice does not base eligibility for participation on the patient’s race, color, 

creed, sex, age, disability (mental or physical), communicable disease, or 
place of national origin. 

k. The patient meets the eligibility criteria for Medicare, Medicaid, or private 
Hospice benefit. 

l. In order to be eligible to elect hospice care under Medicare, the patient is: 
i. Entitled to Part A of Medicare; and 
ii. Certified as being terminally ill. 

m. The Agency accepts patients based on their care needs. The Agency 
considers the adequacy and suitability of staff and the resources required to 
provide the service. A reasonable expectation exists that the Agency can 
adequately take care of the patient at home. 

n. The Agency accepts patients based on a patient’s ability to pay for hospice 

services, either through state or federal assistance programs, private 
insurance, personal assets or the Eden Hospice charity care program. Refer 
to policy: HOPP 2023 Charity Care Policy. 

o. The Agency reserves the right to refuse patients who do not meet the 
admission criteria and refers patients to other resources. 

p. For Medicare patients, the physician is willing to provide a face-to-face 
encounter and the required written orders for care and/or services.   

q. Payment Method: Eden Hospice accepts most private healthcare insurance 
(please refer to the Agency brochure for further details), Medicare, and 
Medicaid. 

 
4. If it is determined that the Agency cannot reasonably accommodate the patient’s 

needs, or if the patient does not meet the admission criteria, the patient/family/ 
referral source is notified and provided with information about other providers. 

 
PROCEDURE: 
1. Referral information provided by family, caregiver, and healthcare clinicians from 

other facilities, other agencies, and physicians’ offices may help in the 
determination of eligibility for admission. If the patient’s physician does not make 

the request for service, the Agency consults with the physician before the 
assessment visit. 

  
2. Assignment of appropriate staff to conduct the initial assessment. 
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CHARITY CARE POLICY 
 

POLICY: 
1. Patients may be eligible for charity care at the time of admission to Eden Hospice or 

during the period when they receive hospice services, consistent with the Income 
Guidelines set out below.   

 
2. Admitted patients can appeal charity care determinations according to the Patient 

Concerns and Grievances policy. 
 
3. Eligibility for charity care under this policy is at all times contingent upon the patient's 

cooperation with the application process, including the timely submission of all 
information that Eden Hospice deems necessary or appropriate to enable it to make a 
charity care determination. 

  
4. Patients’ eligibility for free or discounted care is based on household income and family 

size as identified in Exhibit 1, which is updated annually, and is based on eligible services.  
 

 Income Level of 200% or less — 100% discount level 
 Income Level of 201% to 300% — 75% discount level 
 Income Level of 301% to 400% — 50% discount level 

 
EXHIBIT 1 

 

2022 National Federal Poverty Guidelines for the 48 contiguous states and the District of 

Columbia  

  

 

 Household/ 

Family Size  
 

100%  200%  300%  400%  

1 $13,590 $27,180 $40,770 $54,360 

2 $18,310 $36,620 $54,930 $73,240 

3 $23,030 $46,060 $69,090 $92,120 

4 $27,750 $55,500 $83,250 $111,000 

5 $32,470 $64,940 $97,410 $129,880 

6 $37,190 $74,380 $111,570 $148,760 

7 $41,910 $83,820 $125,730 $167,640 

8 $46,630 $93,260 $139,890 $186,520 

9 $51,350 $102,700 $154,050 $205,400 

10 $56,070 $112,140 $168,210 $224,280 

11 $60,790 $121,580 $182,370 $243,160 

12 $65,510 $131,020 $196,530 $262,040 

13 $70,230 $140,460 $210,690 $280,920 

14 $74,950 $149,900 $224,850 $299,800 

Source: HHS Poverty Guidelines for 2022 
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PROCEDURE: 
1. Cases for consideration may be proposed by the patient or family, by the patient's 

physician, by Eden Hospice personnel, or by recognized social agencies. Application 
forms and instructions to complete them will be furnished to patients when charity care 
is requested or when need is indicated. It is preferred that the application form be 
completed prior to admission or upon admission. However, when circumstances prevent 
early completion, the application form may be completed after discharge. These 
application forms are available upon request to all patients. 
 

2. Confidential financial information will be requested, including: 
a. Gross income - current and prospective 
b. Net worth - emphasis on liquidity 
c. Employment status 
d. Family size and ages of dependents 
e. Other financial obligations 
f. Amounts of other health care bills 
g. All other support sources 

 
3. All applications shall be accompanied by documentation to verify family income. When 

returned, the application shall be accompanied by one of the following types of 
documentation for purposes of verification.  A credit reporting agency may be used.  

a. W2 Withholding statements for the employment period 
b. Payroll check stubs  
c. IRS tax returns  
d. Forms approving or denying Medicaid  
e. Forms related to unemployment compensation 
f. Written statements from employers or welfare agencies 

 
5. Information is kept confidential. Copies of documents that support the application will 

be retained. 
 

6. The hospice administrator will make a determination regarding eligibility within 14 days 
of receipt of documentation. 
 

7. Designation of charity care, while generally determined at time of admission may occur 
at any time upon Eden Hospice learning of facts that would indicate medical 
indigence. Should charity care be provided after the patient has made full or partial 
payment, said payment shall be refunded to the patient within 30 days of the charity 
care designation. 

 
APPEALS PROCEDURE: 
1. The patient/guarantor may appeal a determination of ineligibility for charity care by 

providing additional information within 30 days and may appeal at a later time if 
conditions change. 
 

2. The hospice administrator is responsible for making all eligibility determinations. 
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TRANSFER AND DISCHARGE POLICY 
 

PURPOSE: 
 To define the circumstances when a patient is transferred or discharged.  

 
 To standardize the process for transferring/discharging patients from Eden Home 

Health. 
 
 To uphold the patient’s right to receive information about his/her care, treatment, 

and services and to be involved in the decision-making process when appropriate. 
 
 To maintain the continuity of care, treatment, and/or services to meet the patient’s 

needs. 
 
 To exchange appropriate information related to the care, treatment, and/or 

services with other staff and the receiving healthcare provider when patients are 
transferred/discharged from Eden Home Health. 

 
POLICY: 
1. Eden Home Health is professionally and ethically responsible to provide care, 

treatment, and services within its financial and service capabilities, mission, and 
applicable laws and regulations, once a patient has been admitted to the Agency. 

  
2. Eden Home Health retains responsibility and continues to provide care, treatment, 

and/or services until an appropriate transfer/discharge can be completed. 
  

3. Transfer/discharge of patients occurs in an appropriate manner, guaranteeing that 
relevant information is communicated to appropriate parties and in such a way as 
to prevent harm to the patient. 
 

4. The referring and primary care physician is notified of the patient transfer/discharge. 
 

5. The patient and family, as appropriate, is an active participant, when possible, in 
planning the transfer/discharge.  

 
6. Eden Home Health provides the transfer and discharge policies to the patient and 

the patient’s legal representative (if any) as required. 
 

7. Eden Home Health may transfer or discharge a patient based on the 
Transfer/Discharge Criteria. The Transfer/Discharge Criteria includes: 

a. The transfer or discharge is necessary for the patient’s welfare because Eden 
Home Health and the physician who is responsible for the home health plan 
of care agree that Eden Home Health can no longer meet the patient’s 
needs, based on the patient’s acuity. Eden Home Health must arrange a 
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safe and appropriate transfer to other care entities when the needs of the 
patient exceed Eden Home Health’s capabilities. 

b. The patient or payer will no longer pay for the services provided. 
c. The physician who is responsible for the home health plan of care 

and the HHA agree that the measurable outcomes and goals 
set forth in the plan of care have been achieved, and the HHA and the 
physician who is responsible for the home health plan of care agree that the 
patient no longer needs the HHA’s services. 

d. The patient refuses services, or elects to be transferred or discharged. 
e. The HHA determines, under The Discharge For Cause Policy, that  

the patient’s (or other persons in the patient’s 
home) behavior is disruptive, abusive, or uncooperative to the 
extent that delivery of care to the patient or the ability of the 
HHA to operate effectively is seriously impaired. 

f. The patient dies.  
g. Eden Home Health is closing out a particular service or all of its services. 

 
TRANSFER PROCEDURE: 
1. The appropriate time point OASIS data set items are collected in accordance with 

Federal regulatory requirements and AGENCY's OASIS policies. 
 
2. A transfer summary (Episode Summary Report) is completed and provided to 

receiving service entity as specified: 
a. For a planned transfer: within 2 business days, if the patient’s care will be 

immediately continued in a health care facility. 
b. For an unplanned transfer: within 2 business days of becoming aware of the 

transfer, if the patient is still receiving care in a health care facility at the time 
when the agency becomes aware of the transfer. 

i. Patient is identified as “on hold” status in Electronic Medical Record. 
  
3. Transfer Summary includes but is not limited to: 

a. Date of transfer. 
b. Patient identifying information. 
c. Emergency Contact. 
d. Destination of patient transferred. 
e. Date and name of person receiving report. 
f. Patient’s physician and phone number. 
g. Diagnosis related to the transfer. 
h. Significant health history. 
i. Transfer orders and instructions. 
j. Brief description of services provided and ongoing needs that cannot be 

met. 
k. Status of patient at the time of transfer as appropriate. 
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If the transfer results in the patient no longer receiving services from Eden Home Health, 
then a discharge/transfer OASIS is completed to the next healthcare provider per the 
procedure below:  
1. Transfers Per Physician Order: 

a. The patient and/or family are informed of the transfer by Eden Home Health 
staff and are active participants in planning the patient’s transfer whenever 
possible. 

b. The Clinical Supervisor/Case Manager coordinates the transfer with the 
receiving organization and provides the organization with relevant and 
pertinent information. 

 
2. Patient Requires Services Not Provided by Eden Home Health: 

a. The Clinical Supervisor/Case Manager notifies the patient/family/ 
representative and referring physician that the required care, treatment, 
and/or services is not provided by Eden Home Health and encourages the 
patient/family to be an active participant in the referral/transfer process 
whenever possible and appropriate. 

b. The physician approves the referral/transfer. 
c. The patient is referred/transferred to other organizations or providers for the 

required care, treatment, and/or services. 
d. The transfer/referral is coordinated with the receiving organization/provider 

with active participation from the patient/family when possible and 
appropriate. 

e. The physician is notified of the referral/transfer verbally and in writing. 
f. Instructions/communications are documented in the medical record. 

 
3. Patient’s needs can no longer be met by the HHA according to the HHA and the 

physician who is responsible for the home health plan of care.  
a. The HHA must arrange a safe and appropriate transfer to other 

care entities when the needs of the patient exceed the HHA’s capabilities. 
b. The Clinical Supervisor/Case Manager notifies the patient/family/ 

representative and physicians involved in plan of care of transfer or 
discharge as appropriate. 

c. The transfer/referral is coordinated with the receiving organization/provider 
with active participation from the patient/family when possible and 
appropriate. 

d. Instructions/communications are documented in the medical record. 
 

4. Patient elects to be transferred or discharged: 
a. All attempts are made to resolve grievances per the Patient Concerns and 

Grievances Policy. 
b. The HHA will assist with transfer as appropriate. 
c. The Clinical Supervisor/Case Manager notifies physician involved in plan of 

care that the patient has requested transfer or discharge. 
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d. The patient is referred/transferred to other care entities for the required care, 
treatment, and/or services. 

e. The transfer/referral is coordinated with the receiving organization/provider 
with active participation from the patient/family when possible and 
appropriate. 

f. Instructions/communications are documented in the medical record. 
 
DISCHARGE PROCEDURE:  
1. Updated comprehensive assessments are required: 

a. Within 48 hours of, or knowledge of, discharge to the community or death at 
home (discharge OASIS assessment with OASIS data items integrated). 

 
2. A discharge summary is completed and OASIS data is collected and documented 

in medical record. 
a. The Discharge Summary is sent to the patient’s primary care practitioner 

within five (5) business days of discharge. 
 
3. Discharge Summary includes but is not limited to: 

a. Date of transfer/discharge. 
b. Patient identifying information. 
c. Patient’s physician and phone number. 
d. Diagnosis. 
e. Reason for Discharge. 
f. Brief description of services provided. 
g. Status of patient at the time of discharge as appropriate. 
h. Instructions given to the patient or responsible party. 

 
4. Medicare and Medicare HMO patients are issued a Notice of Medicare Non-

Coverage (NOMNC) at least 48 hours prior to termination of services as appropriate. 
 
REFERENCES: 

Centers for Medicare and Medicaid Services (CMS), Home Health Quality 
Initiatives, OASIS-C, Version 12.2, 2009 
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DISCHARGE FOR CAUSE POLICY 
 

PURPOSE: 
 To define the circumstances when a patient may be discharged for cause. 
 
 To uphold the patient’s right to receive information about his/her care, treatment, 

and services, and to be involved in the decision-making process when appropriate. 
 
 To maintain the continuity of care, treatment, and/or services meet the patient’s 

needs. 
 
 To standardize the process for discharging patients for cause from Eden Home 

Health. 
 
 To exchange appropriate information related to the care, treatment, and/or 

services with other staff and the receiving healthcare provider when patients are 
discharged for cause from Eden Home Health. 

 
POLICY: 
1. Eden Home Health is professionally and ethically responsible to provide care, 

treatment, and services within its financial and service capabilities, mission, and 
applicable laws and regulations, once a patient has been admitted to the Agency. 

  
2. The patient and family, as appropriate, is an active participant, when possible, in 

planning the discharge.  
 

3. Eden Home Health provides the transfer and discharge policies in the patient or 
legal representative’s primary language. 

 
4. Discharge for Cause Criteria includes: 

a. The patient’s (or other persons in the patient’s home) behavior is disruptive, 
abusive, or uncooperative to the extent that delivery of care to the patient 
or the ability of the HHA to operate effectively is seriously impaired. 
 

5. Discharge of patients occurs in an appropriate manner, guaranteeing that relevant 
information is communicated to appropriate parties and in such a way as to 
prevent harm to the patient. 

a. Patients are provided verbal or written notice of discharge 48 hours prior to 
discharge.  Notice of discharge is not required if worker safety, signification 
patient noncompliance or patient’s failure to pay for services rendered. 

i. Documentation of discharge notification and patients understanding 
documented in patients’ medical record.  
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PROCEDURE: 
1. Prior to discharging a patient for cause, Eden Home Health:  

a. Advises the patient/representative for the home health plan of care, and the 
patient’s primary care practitioner or other health care professional who will 
be responsible for providing care and services to the patient after discharge 
from the HHA (if any) that a discharge for cause is being considered. 

b. Makes efforts to resolve the problem(s) presented by the patient’s behavior, 
the behavior of other persons in the patient’s home, or situation. 

c. Provides the patient and representative (if any), with contact information for 
other agencies or Providers who may be able to provide care. 

d. If there is a concern about patient’s’ ongoing care and safety, submits a 
report to appropriate state agencies.  

e. Documents the problem(s) and efforts made to resolve the problem(s) and 
enters this documentation into the clinical records. 
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DISCHARGE COLLABORATION FOR UNEXPECTED  
OR UNPLANNED DISCHARGE POLICY 

 
PURPOSE:  
 To identify the process for communication for an unexpected or unplanned 

discharged. 
 

 To provide guidance on the completion of the discharge assessment when an 
unexpected or unplanned discharge is to take place. 

 
POLICY: 
1. When an unplanned or unexpected discharge must take place, the last qualifying 

clinician who saw the patient completes the discharge comprehensive assessment 
based on information from his/her last visit. 
 

2. The assessing clinician may supplement the discharge assessment with information 
documented from patient visits from the agency prior to the unexpected discharge. 
 

3. If the patient had visits within the last 5 days that the patient received care from the 
agency, those visits can be used to supplement information. The 5 days are defined 
as the date of the last patient visits, plus the four preceding days. 

 
 
 

 

APPENDIX I (3) 158



CENSUS 2023 2024 2025 2026
Patient Days 1,110         6,977         10,464       12,353       
Average Daily Census 3.04           19.11         28.67         33.85         

REVENUE
Medicare 202,915     1,275,937 1,913,721 2,259,265 
Medicaid 10,862       68,303       102,445     120,942     
Commercial/Other 10,862       68,303       102,445     120,942     
TOTAL GROSS REVENUE 224,639     1,412,543 2,118,611 2,501,149 

Deductions from Revenue
Contractual Allowances (4,058)        (25,519)      (38,274)      (45,185)      
Bad Debt (3,370)        (14,125)      (21,186)      (25,011)      
Charity Care Adj (3,370)        (21,188)      (31,779)      (37,517)      
TOTAL NET REVENUE 213,842     1,351,710 2,027,371 2,393,435  

DIRECT CARE EXPENSE
Ancillary Expenses
Pharmacy Expense 5,548         34,884       52,320       61,767       
Lab Expense 133            837            1,256         1,482         
Xray Expense 89               558            837            988            
Ambulance/Transportation Expense 444            2,791         4,186         4,941         
DME Expense 7,212         45,349       65,400       77,209       
TOTAL ANCILLARY EXPENSES 13,425       84,418       123,999     146,389     

Home Services Expense
Mileage Expense 9,231         58,046       87,061       102,781     
Medical Supplies 2,219         13,953       20,928       24,707       
RN Expense 8,694         218,667     327,969     387,188     
Hospice Aide Expense 3,478         87,467       131,188     154,875     
Spiritual Counselor Expense 14,560       58,240       101,920     101,920     
GIP Expense 4,796         30,157       45,231       53,398       
Respite Expense 2,114         13,294       19,940       23,540       
SNF Room & Board Expense 1,590         10,001       15,000       17,708       
Social Services Expense 2,002         50,360       75,532       89,171       
Payroll Taxes & Benefits 8,620         124,420     190,983     219,946     
TOTAL HOME SERVICES EXPENSE 57,304       664,606     1,015,752 1,175,233 

Contract Labor
Medical Director 7,767         48,837       73,248       86,474       
Physical Therapy 55               349            523            618            
Occupational Therapy 33               209            314            371            
Speech Therapy 55               349            523            618            
Dietary Consulting 100            628            942            1,112         
TOTAL CONTRACT LABOR 8,011         50,372       75,551       89,192       

TOTAL DIRECT CARE EXPENSES 78,740       799,396     1,215,301 1,410,814 

Utilities -             -             -             -             

A&G EXPENSE
Administrative Compensation
Administrator 14,875       61,500       61,500       61,500       
Director of Patient Care Services 9,900         39,600       39,600       39,600       
Clinical Manager 7,013         28,050       28,050       28,050       
Business Office Manager 18,018       72,072       72,072       72,072       
Authorizations 414            1,656         1,656         1,656         
Clinical Support Specialist 54,912       54,912       54,912       54,912       
Community Liaison 6,600         26,400       26,400       26,400       
Payroll Taxes & Benefits 16,172       64,687       64,687       64,687       
TOTAL ADMIN COMP EXPENSES 127,903     348,877     348,877     348,877      

 
Administrative Expenses
Contract Services 1,382         1,872         1,872         1,872         
Office Supplies 600            1,200         1,200         1,200         
Recruiting 600            3,000         3,000         3,000         
Telephone/Internet 1,664         10,465       15,696       18,530       
Licenses/Permits 411            1,642         1,642         1,642          
Business Taxes 4,063         25,682       38,520       45,475       
Bank Fees 321            2,028         3,041         3,590         
Office Cleaning -             -             -             -             
Marketing Expense 1,800         7,200         7,200         7,200         
TOTAL 10,840       53,089       72,171       82,510       

TOTAL A&G EXPENSE 138,743     401,966     421,048     431,386     

INSURANCE EXPENSE 357            1,440         1,440         1,440         

TOTAL OPERATING EXPENSES 217,840     1,202,802 1,637,789 1,843,640 

MANAGEMENT FEES 10,692       67,586       101,369     119,672     

BUILDING LEASE 7,416         30,207       30,932       31,657       

EBITDA 36,922       123,036     329,926     471,836     

TOTAL DEPRECIATION & AMORTIZATIO -             -             -             -             

INTEREST EXPENSE -             -             -             -             

TOTAL NON OPERATING EXPENSES 18,108       97,792       132,300     151,329     

TOTAL EXPENSES 235,948     1,300,594 1,770,090 1,994,969 

NET INCOME (LOSS) (22,106)      51,117       257,281     398,466     

Projected Statement of Operations
Eden Hospice at King County, LLC
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Balance Sheet  

Eden Hospice at King County, LLC  
      

ASSETS 2023 2024 2025 2026  

Current Assets      

Cash & Cash Equivalents         
(46,473) 

     
(160,296) 

          
(4,742) 

       
357,293  

 

Accounts Receivable (net)          
35,640  

       
225,285  

       
337,895  

       
398,906  

 

Prepaid Expenses                    -                       
-                       -                       

-    
 

Total Current Assets         
(10,833) 

         
64,989  

       
333,154  

       
756,199  

 

      
Property and Equipment      

Fixed Assets                    -                       
-                       -                       

-    
 

Accumulated Depreciation                    -                       
-                       -                       

-    
 

Total Property and Equipment                    -                       
-                       -                       

-    
 

      
Other Assets      

Intangibles                    -                       
-                       -                       

-    
 

Loan Fees                    -                       
-                       -                       

-    
 

Accumulated Amortization                    -                       
-                       -                       

-    
 

Total Other Assets                    -                       
-                       -                       

-    
 

      

TOTAL ASSETS         
(10,833) 

         
64,989  

       
333,154  

       
756,199  

 

      

LIABILITIES AND CAPITAL      
Current Liabilities      

Accounts Payable & Accrued Expenses             
4,003  

         
14,239  

         
20,735  

         
24,255  

 

Accrued Payroll & Related Payables             
7,270  

         
39,420  

         
52,647  

         
58,532  

 

Notes Payable                    -                       
-                       -                       

-    
 

Current Portion LT Debt                    -                       
-                       -                       

-    
 

Total Current Liabilities          
11,273  

         
53,659  

         
73,382  

         
82,786  

 

      
Long-Term Liabilities      

Long-Term Note Payable                    -                       
-                       -                       

-    
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Less: Current Portion of LTD                    -                       
-                       -                       

-    
 

Total Long-Term Liabilities                    -                       
-                       -                       

-    
 

      

TOTAL LIABILITIES          
11,273  

         
53,659  

         
73,382  

         
82,786  

 

      
Capital                    -        

Shareholder Equity         
(22,106) 

         
11,330  

       
259,771  

       
673,413  

 

Total Capital         
(22,106) 

         
11,330  

       
259,771  

       
673,413  

 

      

TOTAL LIABILITIES AND CAPITAL         
(10,833) 

         
64,989  

       
333,154  

       
756,199  

 

      

Diff. Between Assets & Liab+Equity                    -                       
-                       -                       

-    
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HOSPICE CENSUS
Medicare 90%
Insurance 5%
Medicaid 5%
HOSPICE TOTAL ADC 100%

HOSPICE PPD BY LOC
Routine 0-60 46%
Routine 61+ 52%
Respite 1%
GIP 1%
Continuous 1%
HOSPICE TOTAL PATIENT DAYS 100%

REVENUE
PER PATIENT DAY RATES
Routine Home Care 0-60 $212 per day
Routine Home Care 61+ $167.85 per day
Respite Care $491.93 per day
General Inpatient Care $1,113.39 per day
Continuous Care $64.37 per hour

 
GROSS REVENUE

BAD DEBT 1% of Gross Revenue
SEQ 2% PART-A DEDUCT 2% of Hospice Medicare Revenue
CHARITY ADJ 1.5% of Gross Revenue
TOTAL ADJUSTMENTS

NET REVENUE

EXPENSES
ANCILLARY EXPENSES
HH PHARM EXPENSE $5.00 per hospice days
LAB EXPENSE $.12 per hospice days
XRAY EXPENSE $.08 per hospice days
PATIENT TRANSPORT/AMB $0.4 per hospice days
HH EQUIP RENT EXPENSE $6.25 per hospice days
TOTAL ANCILLARY EXPENSES

HH MILEAGE-NURSE $3.22 per hospice days
HH MEDICAL SUPPLIES $2 per hospice days
HOSPICE RN WAGES-Reg
HOSP CERT AIDE WAGE-Reg
HOSP SPIRITUAL COUNSELG-Reg
HOSP GIP EXPENSE $864.5 per hospice GIP days
HOSP RESPITE EXPENSE $381.11 per Respite days
HOSP SNF R&B EXPENSE $229.35 per SNF days
HOSP MILES-SPRTL/BEREAVMT $4.5 per hospice total days
SOCIAL SVCS SAL/WAGE- Reg
HH MILEAGE-SOC SVCS $0.6 per hospice total days
TOTAL EMPLOYEE BENEFITS & TAXES- DIRE 30%
TOTAL HOME SERVICES

PHYSICAL THERAPY EXPENSE $0.05 per hospice total days
OCCUPATIONAL THERAPY EXPENSE $0.03 per hospice total days
SPEECH THERAPY EXPENSE $0.05 per hosocie total days
DIETARY EXPENSE $0.09 per hospice total days
MEDICAL DIRECTOR FEES $7  per hospice total days
TOTAL CONTRACT EXPENSE

TOTAL DIRECT CARE EXPENSES

CONTRACT SERVICES
OFFICE SUPPLIES SHP, Career Arc,  Curaspan
EMP.RECRUITMT-NET&SVCS Lump Sum
TELEPHONE & COMMUNICATNS 1.5 per total hospice days
LICENSES/PERMITS $ 1642 allocation
BUSINESS TAXES 1.9% of net revenue
BANK CHARGES 0.15% of net revenue
HSKPG/LAUNDRY PURCH'D SVCS None
MARKETING EXPENSE Lump Sum
PUBLIC RELATIONS Lump Sum
TOTAL ADMIN GENERAL EXPENSES

TOTAL ADMIN & GENERAL EXPENSE

PROP/CASUALTY INSURANCE Lump Sum
LIABILITY INSURANCE Lump Sum
TOTAL PROPERTY RELATED EXPENSES

TOTAL OPERATING EXPENSES

MGMNT FEES- EHC FAC 5% of net revenue
TOTAL MANAGEMENT FEES

BUILDING LEASE Per lease document Appendix E
TOTAL BUILDING EXPENSES

EBITDA

TOTAL NON-OPERATING EXPENSES

TOTAL EXPENSES

NET INCOME (LOSS)

LABOR COST ASSUMPTIONS

CLINICAL OPERATIONS  SALARY LEVEL
Registered Nurse 114400 See tables 15 -17 for staffing
Medical Social Worker 79040 See tables 15 -17 for staffing
Hospice Aide 45760 See tables 15 -17 for staffing
Spiritual Care Coord 58240 See tables 15 -17 for staffing
TOTAL  
  
ADMINISTRATIVE  
Administrator 150000 .33 FTE to Pierce
Administrator Bonuses 30000 .33 FTE to Pierce
Director of Patient Care 120000 .33 FTE to Pierce
Clinical Manager 85000 .33 FTE to Pierce
Business Office Manager 52000 .33 FTE to Pierce
Clinical Support Specialist 54912 .33 FTE to Pierce
Community Liaison 80000 1.0 FTE to Pierce
TOTAL  
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Eden Hospice at King County Lease and Operating Expense Schedule

Jan-Mar 
2023

April- Dec 
2023 Total 2023 Jan-Mar 

2024
April- Dec 

2024 Total 2024 Jan-Mar 
2025

April- Dec 
2025 Total 2025 Jan-Mar 

2026
April- Dec 

2026 Total 2026

Annual Rent Rate $27.50 $28.50 $29.50 $29.50 $30.50 $30.50 $31.50 $31.50 $32.50

Total Square Footage 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901
Total Monthly Rent  Rate pre sq. $2.38 $2.46 $2.46 $2.54 $2.54 $2.63 $2.63 $2.71
Months at Rate 3 9 3 9 3 9 3 9
Total Rent $20,669.63 $64,184.63 $84,854.25 $21,394.88 $66,360.38 $87,755.25 $22,120.13 $68,536.13 $90,656.25 $22,845.38 $70,711.88 $93,557.25

Total Allocated Operating 
Expense $11.40 $0.95 $0.95 $33,071.40 $0.95 $0.95 $33,071.40 $0.95 $0.95 $33,071.40 $0.95 $0.95 $33,071.40

Total Months 3 9 3 9 3 9 3 9
Total Operating Expense per 
year $8,267.85 $24,803.55 $33,071.40 $8,267.85 $24,803.55 $33,071.40 $8,267.85 $24,803.55 $33,071.40 $8,267.85 $24,803.55 $33,071.40

Total Lease plus Operating 
Expense per yr. $28,937.48 $88,988.18 $117,925.65 $29,662.73 $91,163.93 $120,826.65 $30,387.98 $93,339.68 $123,727.65 $31,113.23 $95,515.43 $126,628.65

50% Allocation to Eden Hospice 
at King County $0.50 $14,468.74 $44,494.09 $58,962.83 $14,831.36 $45,581.96 $60,413.33 $15,193.99 $46,669.84 $61,863.83 $15,556.61 $47,757.71 $63,314.33

50% Allocation of Eden Hospice
at King County to Pierce County 
CoN*

50% N.A. $7,415.68 $7,415.68 $7,415.68 $22,790.98 $30,206.66 $7,596.99 $23,334.92 $30,931.91 $7,778.31 $23,878.86 $31,657.16
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CENSUS 2023 2024 2025 2026
Patient Days 11,753       23,865       29,539       32,162       
Average Daily Census 32.20         65.38         80.93         88.12         

REVENUE
Medicare 2,144,666  4,364,505  5,402,238  5,881,955  
Medicaid 114,798     233,639     289,190     314,870     
Commercial/Other 114,798     233,639     289,190     314,870     
TOTAL GROSS REVENUE 2,374,262  4,831,783  5,980,619  6,511,696  

    
Deductions from Revenue
Contractual Allowances (42,893)      (87,290)      (108,045)    (117,639)    
Bad Debt (35,614)      (48,318)      (59,806)      (65,117)      
Charity Care Adj (35,614)      (72,477)      (89,709)      (97,675)      
TOTAL NET REVENUE 2,260,140  4,623,699  5,723,058  6,231,264  

    
DIRECT CARE EXPENSE

Ancillary Expenses
Pharmacy Expense 58,763       119,324     147,695     160,810     
Lab Expense 1,410          2,864          3,545          3,859          
Xray Expense 940             1,909          2,363          2,573          
Ambulance/Transportation Expense 4,701          9,546          11,816       12,865       
DME Expense 76,392       155,121     184,619     201,013     
TOTAL ANCILLARY EXPENSES 142,207     288,763     350,037     381,120     

Home Services Expense
Mileage Expense 32,555       198,555     245,764     267,588     
Medical Supplies 23,505       47,729       59,078       64,324       
RN Expense 368,356     747,979     925,824     1,008,037  
Hospice Aide Expense 47,268       87,467       370,330     403,215     
Spiritual Counselor Expense 58,240       58,240       116,480     116,480     
GIP Expense 50,801       103,155     127,682     139,020     
Respite Expense 22,395       45,475       56,288       61,286       
SNF Room & Board Expense 16,847       34,209       42,342       46,102       
Social Services Expense 84,834       50,360       213,220     232,154     
Payroll Taxes & Benefits 167,609     283,214     487,756     527,966     
TOTAL HOME SERVICES EXPENSE 872,410     1,656,383  2,644,764  2,866,172  

Contract Labor
Medical Director 82,268       167,053     206,773     225,134     
Physical Therapy 588             1,193          1,477          1,608          
Occupational Therapy 353             716             886             965             
Speech Therapy 588             1,193          1,477          1,608          
Dietary Consulting 1,058          2,148          2,659          2,895          
TOTAL CONTRACT LABOR 84,854       172,303     213,271     232,210     

TOTAL DIRECT CARE EXPENSES 1,099,470  2,117,450  3,208,072  3,479,501  

Utilities 6,732          6,732          6,732          6,732          

A&G EXPENSE
Administrative Compensation
Administrator 174,000     174,000     174,000     174,000     
Director of Patient Care Services 120,000     120,000     120,000     120,000     
Clinical Manager 85,000       85,000       85,000       85,000       
Business Office Manager 52,000       52,000       52,000       52,000        
Authorizations 3,312          3,312          3,312          3,312          
Clinical Support Specialist 54,912       54,912       54,912       54,912        
Community Liaison 80,000       80,000       80,000       80,000       
Payroll Taxes & Benefits 195,521     195,521     195,521     195,521     automatic
TOTAL ADMIN COMP EXPENSES 764,745     764,745     764,745     764,745     

Administrative Expenses
Contract Services 11,052       2,637          11,052       11,052       
Office Supplies 4,800          4,800          4,800          4,800          
Recruiting 4,800          4,800          4,800          4,800          
Telephone/Internet 17,629       35,797       44,308       48,243       
Licenses/Permits 1,642          1,642          1,642          1,642          
Business Taxes 42,943       87,850       108,738     118,394     
Bank Fees 3,390          6,936          8,585          9,347          
Office Cleaning -              -              -              -              
Marketing Expense 14,400       14,400       14,400       14,400       
TOTAL 100,656     158,862     198,325     212,678     

TOTAL A&G EXPENSE 865,401     923,607     963,070     977,423     

INSURANCE EXPENSE 2,856          2,856          2,856          2,856          

TOTAL OPERATING EXPENSES 1,974,459  3,050,645  4,180,730  4,466,512  

MANAGEMENT FEES 113,007     231,185     286,153     311,563     

BUILDING LEASE 58,963       60,413       61,864       63,314       

EBITDA 36,922       123,036     329,926     471,836     

TOTAL DEPRECIATION & AMORTIZATIO -              -              -              -              

INTEREST EXPENSE -              -              -              -              

TOTAL NON OPERATING EXPENSES 171,970     291,598     348,017     374,878     

TOTAL EXPENSES 2,146,429  3,342,243  4,528,747  4,841,389  

NET INCOME (LOSS) 113,712     1,281,456  1,194,312  1,389,875   

Projected Statement of Operations
Eden Hospice at King County, LLC
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Balance Sheet 
Eden Hospice at King County, LLC - COMBINED 

     

ASSETS 2023 2024 2025 2026 
Current Assets     

Cash & Cash Equivalents      
(251,832) 

            
609,568  

        
1,596,464  

        
2,841,786  

Accounts Receivable (net)        
376,690  

            
770,616  

            
953,843  

        
1,038,544  

Prepaid Expenses                    
-                           -                           -                           -    

Total Current Assets        
124,858  

        
1,380,184  

        
2,550,307  

        
3,880,330  

     
Property and Equipment     

Fixed Assets                    
-                           -                           -                           -    

Accumulated Depreciation                    
-                           -                           -                           -    

Total Property and Equipment                    
-                           -                           -                           -    

     
Other Assets     

Intangibles                    
-                           -                           -                           -    

Loan Fees                    
-                           -                           -                           -    

Accumulated Amortization                    
-                           -                           -                           -    

Total Other Assets                    
-                           -                           -                           -    

     

TOTAL ASSETS        
124,858  

        
1,380,184  

        
2,550,307  

        
3,880,330  

     

LIABILITIES AND CAPITAL     
Current Liabilities     

Accounts Payable & Accrued Expenses          
24,921  

              
46,811  

              
58,082  

              
62,968  

Accrued Payroll & Related Payables          
63,484  

              
91,273  

            
130,172  

            
138,341  

Notes Payable                    
-                           -                           -                           -    

Current Portion LT Debt                    
-                           -                           -                           -    

Total Current Liabilities          
88,405  

            
138,084  

            
188,254  

            
201,309  

     
Long-Term Liabilities     

Long-Term Note Payable                    
-                           -                           -                           -    
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Less: Current Portion of LTD -   -    -   -   

Total Long-Term Liabilities -   -    -   -   

TOTAL LIABILITIES 88,405 138,084 188,254 201,309 

Capital 

Shareholder Equity 36,453 1,242,099 2,362,053 3,679,020 

Total Capital 36,453 1,242,099 2,362,053 3,679,020 

TOTAL LIABILITIES AND CAPITAL 124,858 1,380,184 2,550,307 3,880,330 

Diff. Between Assets & Liab+Equity -   -    -   -   
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HOSPICE CENSUS    
Medicare 90%   
Insurance 5%   
Medicaid 5%   
HOSPICE TOTAL ADC 100%       
HOSPICE PPD BY LOC    
Routine 0-60 46%   
Routine 61+ 52%   
Respite 1%   
GIP 1%   
Continuous 1%   
HOSPICE TOTAL PATIENT DAYS 100%           
REVENUE    
PER PATIENT DAY RATES    
Routine Home Care 0-60  $212 per day    
Routine Home Care 61+  $167.85 per day    
Respite Care  $491.93 per day    
General Inpatient Care  $1,113.39 per day    
Continuous Care  $64.37 per hour           
GROSS REVENUE        
BAD DEBT  1% of Gross Revenue    
SEQ 2% PART-A DEDUCT  2% of Hospice Medicare Revenue    
CHARITY ADJ  1.5% of Gross Revenue    
TOTAL ADJUSTMENTS        
NET REVENUE        
EXPENSES    
ANCILLARY EXPENSES    
HH PHARM EXPENSE  $5.00 per hospice days    
LAB EXPENSE  $.12 per hospice days    
XRAY EXPENSE  $.08 per hospice days    
PATIENT TRANSPORT/AMB  $0.4 per hospice days    
HH EQUIP RENT EXPENSE $6.25 per hospice days   
TOTAL ANCILLARY EXPENSES        
HH MILEAGE-NURSE $3.22 per hospice days   
HH MEDICAL SUPPLIES  $2 per hospice days    
HOSPICE RN WAGES-Reg     
HOSP CERT AIDE WAGE-Reg     
HOSP SPIRITUAL COUNSELG-Reg     
HOSP GIP EXPENSE $864.5 per hospice GIP days   
HOSP RESPITE EXPENSE $381.11 per Respite days   
HOSP SNF R&B EXPENSE $229.35 per SNF days   
HOSP MILES-SPRTL/BEREAVMT  $4.5 per hospice total days    
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SOCIAL SVCS SAL/WAGE- Reg     
HH MILEAGE-SOC SVCS  $0.6 per hospice total days    
TOTAL EMPLOYEE BENEFITS & TAXES- 
DIRECT 30% 

  
TOTAL HOME SERVICES        
PHYSICAL THERAPY EXPENSE  $0.05 per hospice total days    
OCCUPATIONAL THERAPY EXPENSE  $0.03 per hospice total days    
SPEECH THERAPY EXPENSE  $0.05 per hospice total days    
DIETARY EXPENSE  $0.09 per hospice total days    
MEDICAL DIRECTOR FEES  $7  per hospice total days    
TOTAL CONTRACT EXPENSE        
TOTAL DIRECT CARE EXPENSES             
CONTRACT SERVICES    
OFFICE SUPPLIES SHP, Career Arc,  Curaspan   
EMP.RECRUITMT-NET&SVCS Lump Sum   
TELEPHONE & COMMUNICATNS 1.5 per total hospice days   
LICENSES/PERMITS $ 1642 allocation   
BUSINESS TAXES 1.9% of net revenue   
BANK CHARGES 0.15% of net revenue   
HSKPG/LAUNDRY PURCH'D SVCS None   
MARKETING EXPENSE Lump Sum   
PUBLIC RELATIONS Lump Sum   
TOTAL ADMIN GENERAL EXPENSES        
TOTAL ADMIN & GENERAL EXPENSE             
PROP/CASUALTY INSURANCE Lump Sum   
LIABILITY INSURANCE Lump Sum   
TOTAL PROPERTY RELATED EXPENSES            
TOTAL OPERATING EXPENSES             
MGMNT FEES- EHC FAC 5% of net revenue   
TOTAL MANAGEMENT FEES        
BUILDING LEASE Per lease document Appendix E   
TOTAL BUILDING EXPENSES        
EBITDA             
TOTAL NON-OPERATING EXPENSES         
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TOTAL EXPENSES        
NET INCOME (LOSS)     
    
LABOR COST ASSUMPTIONS    
    
CLINICAL OPERATIONS  SALARY LEVEL   

Registered Nurse 
114400 See tables 15 -17 for 

staffing  

Medical Social Worker 
79040 See tables 15 -17 for 

staffing  

Hospice Aide 
45760 See tables 15 -17 for 

staffing  

Spiritual Care Coord 
58240 See tables 15 -17 for 

staffing  
TOTAL     
      
ADMINISTRATIVE     
Administrator 150000 .33 FTE to Pierce  
Administrator Bonuses 30000 .33 FTE to Pierce  
Director of Patient Care 120000 .33 FTE to Pierce  
Clinical Manager 85000 .33 FTE to Pierce  
Business Office Manager 52000 .33 FTE to Pierce  
Clinical Support Specialist 54912 .33 FTE to Pierce  
Community Liaison 80000 1.0 FTE to Pierce  
TOTAL     
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Jan-Mar 
2023

April- Dec 
2023 Total 2023 Jan-Mar 

2024
April- Dec 

2024 Total 2024 Jan-Mar 
2025

April- Dec 
2025 Total 2025 Jan-Mar 

2026
April- Dec 

2026 Total 2026

Annual Rent Rate $27.50 $28.50 $29.50 $29.50 $30.50 $30.50 $31.50 $31.50 $32.50

Total Square Footage 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901 2,901
Total Monthly Rent  Rate pre sq. ft. $2.38 $2.46 $2.46 $2.54 $2.54 $2.63 $2.63 $2.71
Months at Rate 3 9 3 9 3 9 3 9
Total Rent $20,669.63 $64,184.63 $84,854.25 $21,394.88 $66,360.38 $87,755.25 $22,120.13 $68,536.13 $90,656.25 $22,845.38 $70,711.88 $93,557.25

Total Allocated Operating Expense $11.40 $0.95 $0.95 $33,071.40 $0.95 $0.95 $33,071.40 $0.95 $0.95 $33,071.40 $0.95 $0.95 $33,071.40

Total Months 3 9 3 9 3 9 3 9

Total Operating Expense per year $8,267.85 $24,803.55 $33,071.40 $8,267.85 $24,803.55 $33,071.40 $8,267.85 $24,803.55 $33,071.40 $8,267.85 $24,803.55 $33,071.40

Total Lease plus Operating 
Expense per yr. $28,937.48 $88,988.18 $117,925.65 $29,662.73 $91,163.93 $120,826.65 $30,387.98 $93,339.68 $123,727.65 $31,113.23 $95,515.43 $126,628.65

50% Allocation to Eden Hospice at 
King County $0.50 $14,468.74 $44,494.09 $58,962.83 $14,831.36 $45,581.96 $60,413.33 $15,193.99 $46,669.84 $61,863.83 $15,556.61 $47,757.71 $63,314.33

50% Allocation of Eden Hospice at 
King County to Pierce County 
CoN*

50% N.A. $7,415.68 $7,415.68 $7,415.68 $22,790.98 $30,206.66 $7,596.99 $23,334.92 $30,931.91 $7,778.31 $23,878.86 $31,657.16
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2020 2021 2022
TOTAL GROSS REVENUE 7,485,161   9,276,322   12,665,154 

TOTAL NET REVENUE 7,443,078   9,276,392   12,536,447 

TOTAL EXPENSES 6,575,181   8,699,079   12,168,331 

NET INCOME (LOSS) 867,897      577,313      368,116      

NOTES (does not print):
2% sequestration was paused for part of 2020, all  of 2021 and part of 2022 due to COVID
2021/2022 has a number of Hospice start-up Agencies which is why net income declined
2022 is annualized data through October 2022

Projected Statement of Operations
EXISTING EDEN HOSPICE OPERATIONS 3 YEAR HISTORICAL
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2023 2024 2025 2026
TOTAL GROSS REVENUE 16,864,652  24,780,244   35,880,231   48,342,080   

TOTAL NET REVENUE 16,754,701  24,360,218   35,014,833   46,953,599   

TOTAL EXPENSES 16,213,191 22,432,995 31,312,627 40,712,540

NET INCOME (LOSS) 541,510        1,927,224     3,702,206      6,241,059      

Projected Statement of Operations
EXISTING ALL  HOSPICE OPERATION INCLUDES SKAGIT, KING AND SPOKANE HOSPICES (J01/27/2023)
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ASSETS 2023 2024 2025 2026
Current Assets
Cash & Cash Equivalents 989,595        1,254,564     2,768,641      5,218,468      
Accounts Receivable (net) 2,792,450    4,060,036     5,835,805      7,825,600      
Prepaid Expenses - - - - 
Total Current Assets 3,782,046    5,314,601     8,604,447      13,044,068   

Property and Equipment
Fixed Assets 810,660 1,121,650 1,565,631 2,035,627
Accumulated Depreciation 162,132        224,330        313,126         407,125         
Total Property and Equipment 648,528        897,320        1,252,505      1,628,502      

Other Assets
Intangibles - - - - 
Loan Fees - - - - 
Accumulated Amortization - - - - 
Total Other Assets -                 - - - 

TOTAL ASSETS 3,944,177    5,538,931     8,917,573      13,451,193   

LIABILITIES AND CAPITAL
Current Liabilities
Accounts Payable & Accrued Expenses 1,188,967    1,645,086     2,296,259      2,985,586      
Accrued Payroll  & Related Payables 371,552        514,089        717,581         932,996         
Notes Payable - - - - 
Current Portion LT Debt - - - - 
Total Current Liabilities 1,560,520    2,159,176     3,013,840      3,918,582      

Long-Term Liabilities
Long-Term Note Payable - - - - 
Less: Current Portion of LTD - - - - 
Total Long-Term Liabilities -                 - - - 

TOTAL LIABILITIES 1,560,520    2,159,176     3,013,840      3,918,582      

Capital 300,000        300,000        300,000         300,000         
Retained Earnings 2,083,658    3,079,755     5,603,733      9,232,611      
Shareholder Equity - - - - 
Total Capital 2,383,658    3,379,755     5,903,733      9,532,611      

TOTAL LIABILITIES AND CAPITAL 3,944,177    5,538,931     8,917,573      13,451,193   

Diff. Between Assets & Liab+Equity - - - - 

Total Depreciation Expense was set at 1% of Total Expense per Year with an assumed overall  5-year aggregate l ife.
Accounts Reeivable was set 60 DAYS  of net revenue.
Accounts Payable was calculated to be 44% of Total Expense with a 30-day payment schedule
Payroll Payables were calculated at 55% of Total Expense with a twice a month payment 1/24.

All  EDEN Hospice Balance Sheet, LLC 01/27/2023)
Balance Sheet
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WASHINGTON PATIENT BILL OF RIGHTS 
 

Patients have the right to: 
1. Receive effective pain management and symptom control and quality services from Eden 

Hospice for services identified in the plan of care;    
2. Be cared for by appropriately trained or credentialed personnel, contractors, and volunteers 

with coordination of services;  
3. A statement advising of the right to ongoing participation in the development of the plan of 

care;  
4. Choose his or her attending physician;   
5. A statement advising of the right to have access to the department's listing of licensed hospice 

agencies and to select any licensee to provide care, subject to the individual's reimbursement 
mechanism or other relevant contractual obligations;  

6. A listing of the total services offered by the hospice agency and those being provided to the 
patient;  

7. Refuse specific services;  
8. The name of the individual within Eden Hospice responsible for supervising the patient's care 

and the manner in which that individual may be contacted;  
9. Be treated with courtesy, respect, and privacy;  
10. Be free from verbal, mental, sexual, and physical abuse, neglect, exploitation, discrimination, 

and the unlawful use of restraint or seclusion;    
11. Have property treated with respect;  
12. Privacy and confidentiality of personal information and health care related records;  
13. Be informed of what Eden Hospice charges for services, to what extent payment may be 

expected from health insurance, public programs, or other sources, and what charges the 
patient may be responsible for paying;  

14. A fully itemized billing statement upon request, including the date of each service and the 
charge. Agencies providing services through a managed care plan are not required to provide 
itemized billing statements;  

15. Be informed about advanced directives and POLST and Eden Hospice’s scope of responsibility;  
16. Be informed of Eden Hospice’s policies and procedures regarding the circumstances that may 

cause the agency to discharge a patient;    
17. Be informed of Eden Hospice’s policies and procedures for providing backup care when 

services cannot be provided as scheduled;    
18. A description of Eden Hospice’s process for patients and family to submit complaints to Eden 

Hospice about the services and care they are receiving and to have those complaints 
addressed without retaliation;    

19. Be informed of the department's complaint hotline number (1-800-562-6078) to report 
complaints about the licensed agency or credentialed health care professionals; and  

20. Be informed of the DSHS end harm hotline number (1-866-363-4276) to report suspected abuse 
of children or vulnerable adults.    

21. Eden Hospice must ensure that the patient rights under this section are implemented and 
updated as appropriate. 
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2026 Market 
Potential 2023 2024 2025 2026

Total Hospice Patients
State Methodology Estimate of Overall 2026 

Need Excluding "New Patients" described 
below

538 15 114 171 202

Market Potential

Control over end-of-life 
including Death with Dignity

General and Death with Dignity patients -- new 
patients concerned about end of life control

55 N.A. 11 14 22

Increase Long Term Nursing 
Home  Referrals duals & non-
duals, new underserved cohort 
(large Medicaid cohort)

Based on Eden, Bethany and national best 
practices and Pierce County SNF use 18 N.A. 44 60 79

Long Term Nursing Home 
referrals (racial and ethnic 
minoritiy patients)

Based on Table 10 calculation of racial and 
ethnic disparity 62 N.A. 3 4 5

Subtotal:   Reducing 
Disparity Among Population 
Cohorts Through Outreach 

Table 9 New Patients by increasing Pierce 
admits to the State non-dual admit rate (Note 
this rate relies on Medicare only patients)

511 N.A. 58 78 106

Continue outreach through 
Home Health Referrals

Referrals through EmpRes home health and 
word of mouth  - third year volume estimate 
from Eden Home Health Pierce CoN, Eden  
referral target is 10% of Home Health 
Admissions

510 41 43 44 45

Pediatric Patients Eden will collaborate with hospitals and other 
hospices principally for older children 20 N.A. 2 2 2

LGBQT Patients

LGBQT+ adults make up 4.8% of Seattle, 
Tacoma, Everett adult population (to be 
revised).  Assume 5%, 7.55 and 10% market 
share with referrals  through home health

225 N.A. 11 17 23

Other Patients --Including  VA 
Patients

Source would be hospitals, VA support agencies 
and "word of mouth" 538 N.A. 0 30 26

Total   Patients from 
Population Growth Only - 
State Methodology

State methodology projected forward using 
OFM population estimates 15 56 93 96

Projected Population-based 
additional admits from State 
Mentodology

95 349 404 538

Percent of Population-based 
Need 16% 16% 23% 18%

PIERCE COUNTY HOSPICE VOLUME PROJECTION

Eden Hospice -- Pierce County Admission Projections

Hospice Patient Admissions from Population Growth

New Patient Referrals through Outreach

Hospice Patient Admissions from Population Growth -- Includes Pediatric, LGBQT+, VA and Racial and Ethnic Minority Patients

Net Duplicated Need or Surplus (--)
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Reference# 19009 
Effective: 08/10/2020 

Last Revised: 08/10/2020 
 

HHPP\Patient Rights – 19009_Death with Dignity Act Policy_E2523 Page 1 of 2 
Published August 2020 HH-HO-19009 

DEATH WITH DIGNITY ACT POLICY 

 

PURPOSE:  
 To respect the patient’s wishes about his/her end-of-life care, treatment, and 

services in accordance with usual and acceptable standards of practice, ethics, 
and applicable state and federal law including state specific “Death with Dignity” 

acts.  
  
POLICY: 
1. Eden Health recognizes applicable state laws, commonly known as the Death with 

Dignity Act (“The Act”), that recognizes a qualified person’s right to end his or her life 

through the voluntary self-administration of lethal medications, prescribed by a 
physician for that purpose.  

 
2. A qualified person is defined in the Death with Dignity Act or the state in which the 

person demonstrates residency.  
 
3. If a patient elects to participate in the Death with Dignity Act of a participating 

state, Eden Health employees and Volunteers are limited to providing 
information/education and will not provide, deliver, prepare, administer, assist, or 
participate in any manner with the administration/consumption of any medication 
prescribed or obtained for intended use under The Act. Upon the patient’s request, 

Eden Health employees may be present during, but not assist in The Act in any way 
as outlined above. 
 

4. Eden Health does not take any disciplinary or discriminatory action against health 
care providers for providing to their patients medically accurate information within 
scope as described, or information relating to the Death with Dignity Act. 
 

PROCEDURE: 

1. Should a patient request information regarding the Death with Dignity Act: 
a. Eden Health employees will provide medically accurate information within 

their scope and refer the patient to the patient’s attending physician and/or 

appropriate community resources.  
b. Eden Health employees and volunteers will continue to provide care within 

the scope of services the patient has elected.  
 

2. Should a patient make it known that he or she has requested participation or is a 
participant in the Death with Dignity Act: 

a. Eden Health employees and volunteers will continue to provide care within 
the scope of his or her professional role and consistent with the services the 
patient has elected.  

b. Any questions or discussion specific to The Act shall be referred back to the 
patient’s attending physician and/or appropriate community resource.  
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c. Hospice physicians employed or contracted under Eden Hospice may 
choose to act as the consulting physician to document terminal prognosis 
and decisional capacity. 
  

3. If a patient resides in a facility, Eden Health employees will coordinate with the 
patient and facility to honor the facility policy regarding The Act.  

a. If the patient must change their place of residence relating to The Act, Eden 
Health employees and volunteers will continue to provide care within the 
scope of his or her professional role and consistent with the services the 
patient has elected. 
 

4. If a patient should choose to stop eating or drinking or taking medication with an 
intended outcome similar to that under the Death with Dignity Act, Eden Health 
employees and volunteers will continue to provide care and support consistent with 
services, but may not provide, administer, or assist with administering any 
medication to hasten the patient’s death nor knowingly participate in any activity 

hastening the patient’s death.  
 
5. If a patient states an intention to participate in the Death with Dignity Act, any Eden 

Health employee or volunteer morally opposed to The Act will have the option of 
transferring care responsibilities of the patient to another staff member per the Staff 

Rights and Ethical Dilemmas in Patient Care Policy.  

a. A nurse on-call may need to respond to a patient’s immediate needs for 

care if there is no other nurse immediately available. 
 

6. If an Eden Health employee or volunteer is contacted by a patient’s family or 

caregiver or arrives after a patient has taken his or her medication under the Death 
with Dignity Act, the employee or volunteer will provide care and/or notify his or her 
direct supervisor as appropriate to the employee or volunteer’s role. An Eden Health 

nurse shall not administer any comfort medications after the patient has taken the 
medications prescribed for intended use under The Act. 

a. If an Eden Health nurse present at the time determines the patient is in 
discomfort, they will contact the attending physician or Hospice Medical 
Director for further instruction. 

 
7. All care provided to the patient will be documented within the clinical record. 
 
8. For patients receiving hospice services, bereavement care will continue to be 

provided for the bereaved as identified by the bereavement plan of care and 
consistent with hospice services. Bereavement services will also be offered to 
employees/volunteers and consistent with hospice support services. 
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Executive Summary 
Washington State’s Death with Dignity Act allows adult residents in the state with six months or 
less to live to request lethal doses of medication from a physician. This report provides 
information about people who participated in the program between January 1, 2021, and 
December 31, 2021. The data in this report comes from documentation that the Washington 
State Department of Health (DOH) received as of May 26, 2022.  

In this report, a participant is defined as someone who was dispensed medication under the 
terms of the law (see Appendix A). 

A total of 400 individuals were dispensed the medication in 2021. 
• 186 different physicians prescribed the medication. 
• 62 different pharmacists dispensed the medication.  

DOH received death certificates for 387 participants and After Death Reporting Forms for 348 
participants. 

• 387 participants are known to have died. 
o 291 died after taking the medication. 
o 44 died without having taken the medication. 
o For the remaining participants, it is unknown if they took the medication before 

dying.  

Out of the 291 that died after taking the medication: 
• 91% were enrolled in hospice care when they took the medication. 
• 95% had some form of health insurance. 
• 88% died at home or in a private residence. 

Demographics of participants (as shown in death certificates, 387 participants): 
• The average age of participants was 75 years. 
• 92% of participants were White, and 5% were Asian.   
• 88% of participants lived west of the Cascade Mountains1. 

  

 

 
1 Based on death certificate information. Counties west of the Cascades: Clallam, Clark, Cowlitz, Grays Harbor, 
Island, Jefferson, King, Kitsap, Lewis, Mason, Pacific, Pierce, San Juan, Skagit, Skamania, Snohomish, Thurston, 
Wahkiakum, and Whatcom. 
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Overview of Death with Dignity Act 
The Washington State Death with Dignity Act, chapter 70.245 RCW, was passed by voter 
initiative on November 4, 2008, and became law on March 5, 2009. The law allows terminally ill 
adults seeking to end their lives in a humane and dignified manner to request lethal doses of 
medication from medical and osteopathic physicians. These terminally ill patients must be 
Washington residents who have an estimated six months (180 days) or less to live. More 
information on the Death with Dignity Act is available on the Department of Health website 
(http://www.doh.wa.gov/dwda/). 

The Department of Health (DOH) defines a program participant as someone who was dispensed 
medication under the terms of the law. DOH identified program participants based on one of 
the following types of documentation: 

• A valid prescription date for the lethal medication on the Pharmacy Dispensing Form 
(used before 2019). 

• A valid prescription date on either the Attending Physician’s Compliance Form or the 
After Death Reporting Form. 

• An After Death Reporting Form showing they took the lethal medication and a death 
certificate. 

Under the Death with Dignity Act, the Department of Health collects information from 
healthcare providers, reviews this information for compliance with reporting requirements, 
contacts the healthcare provider if the information is incomplete or inadequate, and produces 
this annual statistical report. 
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Death with Dignity Act Participation Data 

Participation Over Time 

Figure 1 shows the known number of participants and deaths for 2009 through 2021, as of May 
26, 2022. The status of the remaining participants in prior years is still unknown. These 
participants may have died, but DOH has not received documentation of the deaths.  

Figure 1: Number of Death with Dignity participants and known deaths, 2009-20212 

 

  

 

 
2 Participants prior to 2019 were counted based on receipt of the pharmacy dispensing form. Deaths prior to 2019 
were counted based on registered death certificates. The dotted line represents a change in inclusion criteria.  
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Participation Demographics 

Table 1: Death with Dignity Act Participation, 2021 

 

 
3 Based on death certificate information. 
4 Based on death certificate information. 
5 Based on death certificate information. 
6 Data represented with a “<” is suppressed to protect participant confidentiality. 
7 Based on death certificate information. 

Participant Characteristic Number Percent (%) 

Sex3   

Male 214 55.0 

Female 173 45.0 

Total 387 100.0 

Age (years)4   

18-54 23 6.0 

55-64 52 13.0 

65-74 118 30.0 

75-84 106 27.0 

85+ 88 23.0 

Total 387 100.0 

Marital Status5    

 Married 189 49.0 

 Divorced 85 22.0 

 Widowed 81 21.0 

 Never married <506 <10.0 

 Other/unknown <10 <5.0 

 Total 387 100.0 

Education7   

Some College/College Degree 300 77.5 

Some High School/High School 
Degree 

85 22.0 

Other/Unknown 2 0.5 

Total 387 100.0 
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8 Based on death certificate information.  
9 Counties west of the Cascades: Clallam, Clark, Cowlitz, Grays Harbor, Island, Jefferson, King, Kitsap, Lewis, Mason, 
Pacific, Pierce, San Juan, Skagit, Skamania, Snohomish, Thurston, Wahkiakum, and Whatcom. 
10 Counties east of the Cascades: Adams, Asotin, Benton, Chelan, Columbia, Douglas, Ferry, Franklin, Garfield, 
Grant, Kittitas, Klickitat, Lincoln, Okanogan, Pend Oreille, Spokane, Stevens, Walla Walla, Whitman, and Yakima. 
11 Data are collected from After Death Reporting Forms. 
12 Based on death certificate information. 

Participant Characteristic Number Percent (%) 

Residence8   

West of Cascades9 341 88.0 

East of Cascades10 46 12.0 

Total 387 100.0 

Insurance Status11   

Insured 330 95.0 

Uninsured 18 5.0 

Total 348 100.0 

Race12   

White 358 92.0 

Asian 19 5.0 

Other 10 3.0 

Total 387 100.0 
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Participation by County 

Figure 2: Participation by county, 2021 

 

Underlying Illness 

Table 1: Death with Dignity Act participants' underlying illness(es), 2021 

Illness Reported13 Number Percent (%) 

 Cancer 267 73.2 

 Heart and/or vascular disease 31 8.5 

 Neurodegenerative 30 8.2 

 Respiratory disease 29 7.9 

 Other illness(es) only 8 2.2 

Total14  365 -- 

 

 
13 Data are collected from the Attending Physician Compliance Form. Please note that a patient may have multiple 
diagnoses, so illnesses are not necessarily mutually exclusive. “Other illness only” indicates that a diagnosis was 
reported without an obvious diagnosis of a cancer, respiratory disease, cardiac disease, or neurodegenerative 
condition. 
14 More than one illness may be reported. Total illnesses therefore can exceed the total number of participants. 
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End of Life Concerns 

Table 2: End of life concerns of participants who died, 2021 

End of Life Concerns15 Number Percent (%) 

Less able to engage in activities making life 
enjoyable 293 85.0 

Loss of autonomy 295 85.0 

Loss of control of bodily functions 172 50.0 

Burden on family, friends, or caregivers 194 56.0 

Loss of dignity 251 73.0 

Financial implications of treatment <1016 <5.0 

Inadequate pain control or concerns about 
pain control 160 46.0 

Total17 348 -- 

 

  

 

 
15 Data are collected from the After Death Reporting Form.  
16 Data represented with a “<” is suppressed to protect participant confidentiality. 
17 Participants may report more than one concern. Total concerns therefore can exceed the total number of 
participants. 
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Lethal Medication and Timing 

Table 3: Lethal Medication and Timing, 2021 

 Number Percent (%) 

Time between first oral request and death18   

0-14 days <1019 <5.0 

15-30 days 126 36.0 

31-60 days 97 28.0 

61-90 days 28 8.0 

91-120 days 17 5.0 

More than 120 days 67 19.0 

Not Known <10 <5.0 

Total 346 100.0 

Time between ingestion and loss of 
consciousness20    

0 to 5 minutes 139 48.0 

6 to 10 minutes 65 22.0 

10 to 20 minutes <50 <10.0 

More than 20 minutes <10 <5.0 

Not known 55 19.0 

Total 291 100.0 

 

 
18 Based on Pharmacy Dispensing Report 
19 Data represented with a “<” is suppressed to protect participant confidentiality. 
20 Based on After Death Reporting Form 
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 Number Percent (%) 

Time between ingestion and death20   

0 to 30 minutes 90 31.0 

31 to 60 minutes 67 23.0 

61 to 120 minutes 45 16.0 

More than 120 minutes 48 16.0 

Not known 41 14.0 

Total 291 100.0 
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Participant Outcomes 

Figure 3: Outcome of Death with Dignity Act participants, 202121 

 

  

 

 
21 Death of a participant is established when DOH receives the After Death Reporting Form or a registered death 
certificate. 

387 participants died 

347 after death 
reports received 

40 participants without 
after death report 

291 took 
lethal 

medication 

44 did not 
take lethal 
medication 

13 unknown  

400 participants  
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Participant Documentation 

Table 5 shows the documentation that DOH received for Death with Dignity participants as of 
May 26, 2022. DOH has not yet received all documentation for 2021 participants. 

Table 5: Documentation Received for 2021 Participants 

Form  Number 

Written Request to End Life Form 354 

Attending Physician Compliance Form 365 

Consulting Physician Compliance Form 353 

Psychiatric Evaluation From <10 

Pharmacy Dispensing Form 380 

After Death Reporting Form 348 

Death Certificate 387 

Total Participants 400 

 

Appendix A 

Role of Department of Health (DOH) in monitoring compliance  

To comply with the act, attending physicians and pharmacists must file documentation with 
DOH. Two independent physicians (an attending physician and a consulting physician) must 
confirm patient eligibility. Within 30 days of writing a prescription for medication under this act, 
the attending physician must file the following forms with DOH: 

• Written Request for Medication to End Life Form (completed by the patient) 
• Attending Physician Compliance Form (completed by the attending physician) 
• Consulting Physician Compliance Form (completed by the consulting physician) 

A psychiatric or psychological evaluation is not required under the terms of the law. However, if 
the attending or consulting physician requests an evaluation, the psychiatrist or psychologist 
must complete a Psychiatric/Psychological Consultant Compliance Form and the attending 
physician must file this form within 30 days of writing the prescription. 
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If the attending or consulting physician (or the psychiatrist or psychologist, if a referral is made) 
determines that a patient does not meet the qualifications to receive a prescription for 
medication under chapter 70.245 RCW, no forms must be submitted to DOH. 

Within 30 days of dispensing medication, the dispensing pharmacist must file a Pharmacy 
Dispensing Record Form. 

Within 30 days of a qualified patient’s death from taking a lethal dose of medication obtained 
under the act, or death from any cause, the attending physician must file an Attending 
Physician After Death Reporting Form. 

To receive the immunity protection provided by chapter 70.245 RCW, physicians and 
pharmacists must make a good faith effort to file required documentation in a complete and 
timely manner. 

DOH staff contact health care providers for documentation when all required paperwork is not 
submitted. 

Confidentiality 

The Death with Dignity Act requires that DOH collect information and make an annual statistical 
report available to the public (RCW 70.245.150). The law also states that, except as otherwise 
required by law, the information collected is not a public record. That means it is not subject to 
public disclosure. To comply with that statutory mandate, DOH will not disclose any 
information that identifies patients, physicians, pharmacists, witnesses, or other participants in 
activities covered by the Death with Dignity Act. 

The information presented in this report is subject to the Department of Health Agency 
Standards for Reporting Data with Small Numbers.22 Small numbers can potentially lead to 
participant identification. DOH suppresses some data fields to protect confidentiality.  

 

 
22 https://www.doh.wa.gov/Portals/1/Documents/1500/SmallNumbers.pdf 
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2021 Utilization Rates

Race Dual and Non-Dual
 

Pierce County Pierce County

Gray = Less than 11 Suppression Additional Admissions 
Additional 
Admissions Dual Eligible @

Race

Hospice 
Admits 
2021

Deaths of 
Beneficiaries

Utilization 
Rate

 @ State 
Average

  @ National 
Average Race

Hospice 
Admissions 

2021
Deaths of 

Beneficiaries
Utilization 

Rate
 @ State 
Average

 @ 
National 
Average

County Non-
Dual Rate

State Non-Dual 
Rate

National Non-
Dual Rate

White 2,234          5,249                42.6% 340               732.53         Dual 615                  1,611                   38.2% 51                   173           55                     186                   277                   
Black 128              398                   32.2% 11                 41.01           Non-Dual 1,952               4,692                   41.6% 379                 647           -                    379                   647                   
Asian 98                268                   36.6% 11                 19.36           Total 2,567               6,303                   40.7% 431                 820          55                     565                   925                   
Hispanic or Latino 12                45                     26.7% 3                   7.25             
North American 
Native 17                67                     25.4% 7                   8.82             
Other 60                195                   30.8% 17                 26.04           Total 247
Unknown 18                81                     22.2% 12                 15.04           
Total 2,567          6,303                40.7% 402              850.06         

Additional 
State admits 
less White

62                 

Washington State  Washington State

Race

Hospice 
Admits 
2021

Deaths of 
Beneficiaries

Utilization 
Rate Race

Hospice 
Admissions 

2021
Deaths of 

Beneficiaries
Utilization 

Rate
White 23,576        48,081             49.0% Dual 41.4%
Black 546              1,560                35.0% Non-Dual 49.7%
Asian 723              1,774                40.8% Total 26,036             54,639                 47.7%
Hispanic or Latino 208              643                   32.3%
North American 
Native 252              690                   36.5%
Other 457              1,153                39.6%
Unknown 274              738                   37.1%
Total 26,036        54,639             47.7%

2,460          6,558                37.5%

National National

Race

Hospice 
Admits 
2021

Deaths of 
Beneficiaries

Utilization 
Rate Race

Hospice 
Admissions 

2021
Deaths of 

Beneficiaries
Utilization 

Rate
White 1,257,084  2,224,293        56.5% Dual 48.9%
Black 130,396      307,067           42.5% Non-Dual 55.4%
Asian 23,508        53,682             43.8% Total 1,480,326       2,748,508           53.9%
Hispanic or Latino 32,539        76,070             42.8%
North American 
Native 5,858          15,198             38.5%
Other 19,742        44,741             44.1%
Unknown 11,199        27,457             40.8%
Total 1,480,326  2,748,508        53.9%
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Glossary of Terms

Activities of Daily Living (ADLs)

Assistant Secretary for Planning and Evaluation (ASPE)

Center for Medicare and Medicaid Innovation (CMMI)

Centers for Disease Control and Prevention (CDC)

Centers for Medicare and Medicaid Services (CMS)

Children’s Health Insurance Program (CHIP)

Calendar Year (CY)

Dual-Eligible Special Needs Plan (D-SNP)

Fee-for-service (FFS)

Financial Alignment Initiative (FAI)

Fully-Integrated Dual-Eligible Special Needs Plan (FIDE-SNP)
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Long-Term Services and Supports (LTSS)

Managed Long-Term Services and Supports (MLTSS)
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Medicare Advantage (MA)
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The Bipartisan Policy Center is continuing its efforts to improve 
quality of care through the integration of Medicare and Medicaid 
services for individuals who are eligible for both programs.i These 
Medicare-Medicaid beneficiaries, commonly known as “dual-eligible 
individuals,” must navigate two separate programs with different 
benefits and eligibility requirements. For most individuals, this would 
be daunting, but for dual-eligible individuals and their families, who 
are often dealing with chronic conditions and functional limitations, 
these challenges can be overwhelming.

In August of 2019, BPC began work on policy recommendations to 
improve care for dual-eligible individuals.  In recent months however, 
the COVID-19 outbreak has become an immediate threat to this 
vulnerable population.  According to the Centers for Disease Control 
and Prevention (CDC), older adults, especially those above age 65, and 
individuals of any age with serious underlying medical conditions, 
such as lung disease, heart conditions, and those undergoing cancer 
treatment, are at a higher risk of experiencing severe cases of COVID-
19.1 Additionally, individuals living in nursing homes or long-term care 
facilities are at increased risk of exposure to the virus. Because many 
dual-eligible individuals fall into one or more of the CDC’s high-risk 
categories, we believe it is necessary to broaden the scope of the project 
to include recommendations to limit exposure to COVID-19 for this 
population. While not directly addressed in this white paper, we hope 
to include recommendations based on stakeholder feedback in our 
final report.

In recent years, policymakers have sought to better integrate Medicare 
and Medicaid services for the estimated 12.2 million dual-eligible 
individuals. ii 2 When done well, clinical health, behavioral health, 

i Previous reports from the Bipartisan Policy Center that address dual-eligible individuals include: 

Delivery System Reform: Improving Care for Individuals Dually Eligible for Medicare and Medicaid, 

September 2016 . A Policy Roadmap for Individuals with Complex Care Needs, Jan 2018 . Next Steps in 

Chronic Care: Expanding Innovative Medicare Benefits, Jul 2019.

ii For the purposes of this paper, when we use the term “integration” we are referring to alignment 

of Medicare and Medicaid program administrative requirements, financing, benefits, and care 

delivery. Integration may also mean that Medicare and Medicaid services are coordinated and are 

provided seamlessly to an eligible individual through a single point of contact.

Overview
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social services, and LTSS are coordinated and provided seamlessly to 
an eligible individual. Integration efforts have included establishing 
the Medicare-Medicaid Coordination Office (MMCO) to coordinate 
programs within the Centers for Medicare & Medicaid Services (CMS), 
permanent authorization of Medicare Advantage plans designed to 
serve dual-eligible individuals, facilitating integration by states, and 
establishing demonstration programs. Many stakeholders, however, 
believe that more should be done to integrate care. 

Integration for dual-eligible individuals is especially challenging, 
given the heterogeneity of the population and the unique and 
significant needs of the various sub-populations. Many have multiple 
chronic conditions and may need assistance with activities of 
daily living, or ADLs, such as bathing or dressing.3 They may have 
mental illnesses, cognitive impairments, physical limitations, or 
a combination of these conditions. While the majority are older 
Americans, 39% of dual-eligible individuals are under age 65,4 and 
less than 10% are enrolled in programs or care models that integrate 
Medicare and Medicaid services. 5

This is the first of two white papers on the integration of care for 
dual-eligible individuals. The purpose of this paper is to provide 
necessary background on this population of low-income Medicare 
beneficiaries. The paper discusses important demographics, eligibility 
for Medicare and Medicaid, covered services under each program, 
and the implications of being enrolled in both programs. It also 
discusses different types of integration of Medicare and Medicaid 
services, and how state and federal policymakers have worked to 
make the programs function better for those who are enrolled, what 
has worked, and what has not. The second white paper provides 
options for consideration by state and federal policymakers, as well as 
stakeholders representing consumers, providers, and plans. BPC will 
issue final recommendations in the summer of 2020 and is seeking 
comments on the second paper.  
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To understand challenges associated with integrating care for  
dual-eligible individuals, it is helpful to review key characteristics of the 
population, the pathways to becoming a dual-eligible individual, how the 
programs are administered, and what services are covered by both pro-
grams. The following is designed to provide the necessary background on 
these issues. 

Medicare Eligibility and Benefits
In 2018, approximately 85% of the nearly 60 million Medicare beneficiaries 
qualified for Medicare on the basis of age.6  The remaining 15% were eligi-
ble based on disability.7  For those with disabilities, Medicare eligibility is 
triggered for individuals who qualify for Social Security Disability Income 
payments for a permanent disability for at least 24 months.8  Individuals 
may also qualify for Medicare coverage based on a diagnosis of End-Stage 
Renal Disease.9  These individuals qualify for Medicare irrespective of their 
age, but make up only about one percent of the Medicare population. 10

Medicare covers clinical health services such as inpatient hospitalization, 
professional office visits, outpatient surgical procedures, and in certain 
circumstances, home health care, skilled nursing facility care, rehabilitation 
services and other services. Medicare is divided into four parts, with differ-
ent financing and cost-sharing requirements:11  

• Medicare Part A is financed through employer and employee payroll 
taxes and generally covers inpatient services and limited stays at 
skilled nursing facilities.12  

• Medicare Part B – for which individuals pay a monthly premium that 
covers the majority of Part B costs – covers professional services fur-
nished by physicians and other non-physician practitioners, hospital 
outpatient facility and ambulatory surgical center services, certain 
home health services, dialysis services, and clinical-laboratory ser-
vices.13  

• Medicare Part C is Medicare’s managed care program, known as 
Medicare Advantage, which covers services covered under Parts A, B, 
and may also cover Part D services, as outlined below.

Background on Dual-Eligible 
Individuals
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• Medicare Part D covers prescription drugs and is offered through 
Medicare Advantage health plans or as a stand-alone plan for those 
who choose to remain in Medicare fee-for-service.14 

Total Medicare spending for calendar year 2018 was $741 billion for all  
beneficiaries.15  Net spending, when taking into account beneficiary 
premiums and cost-sharing, was $605 billion in 2018.16  

Medicaid Eligibility and Benefits
Medicaid is a joint federal-state program that provided health care coverage 
to an estimated 86.7 million low-income individuals in FY 2018.17  Medicaid 
serves low-income children and their parents, pregnant women, people with 
disabilities, and individuals age 65 and older.18 In the 37 states, including 
the District of Columbia, that have expanded Medicaid eligibility under the 
Affordable Care Act, other low-income adults with incomes up to 138% of the 
federal poverty level are also covered.19 Total Medicaid spending was $621 
billion in FY 2018 for all beneficiaries. 20 

Medicare beneficiaries qualify for Medicaid if they have low incomes 
and are aged, blind, or have a disabling condition. For dual-eligible 
individuals who receive full benefits, the Medicaid program covers clinical 
health services that are not covered by Medicare, as well as non-clinical 
services, such as targeted case-management services and transportation 
to medical appointments. States must cover certain mandatory benefits 
under Medicaid, while other services are optional. Medicaid covers long-
term services and supports (LTSS), which include services to address 
beneficiaries’ deficits in ADLs in either an institutional setting for nursing 
facility residents or through personal-care services and other home and 
community-based services. 21

Dual-Eligible Individuals 
While most dual-eligible individuals are over age 65, there are 39% under 
age 65.22  About half of dual-eligible individuals first qualify for Medicare 
based on disability and about half qualify when they turn age 65.23  The 
proportion of all individuals who qualify for Medicare based on disability 
and who are also eligible for Medicaid has grown from 44.3% in 2006 to 
52.3% in 2018, according to the Medicare-Medicaid Coordination Office 
(MMCO) at the U.S. Department of Health and Human Services’ Centers for 
Medicare and Medicaid Services, or CMS.24  

Dual-eligible individuals tend to have poorer health and functional status 
than those eligible for Medicare only. According to the MMCO, 41% have at 
least one mental health diagnosis, 49% receive LTSS and 60% have multiple 

APPENDIX S (1) 203



 9

chronic conditions.25 The average dual-eligible individual receiving full 
Medicare and Medicaid benefits has six chronic conditions, while all other 
Medicare beneficiaries average only four.26 Depression and Alzheimer’s 
disease or related dementia were among the most prevalent conditions 
for full-benefit dual-eligible individuals.27  As a result, those with multiple 
chronic conditions typically have higher utilization of services, such as 
emergency room visits, hospitalizations, and eventual need for LTSS. 
Accordingly, the HHS Office of the Assistant Secretary for Planning and 
Evaluation, or ASPE, has found that dual-eligible status was the most 
powerful predictor of poor Medicare outcomes among social risk factors.28  

Dual-eligible individuals are also more likely to have greater limitations 
in ADLs than non-dual eligible individuals.29  In 2016, 26% of dual-eligible 
individuals had limitations in one to two ADLs, compared to 18% of non-
dual eligible individuals and 28% had limitations in three to six ADLs, 
compared to 9% of non-dual-eligible individuals.30  As a result, dual-eligible 
individuals are among the most medically complex individuals and often 
have wide-ranging health care needs that require additional services and 
supports.31

Eligibility and Benefits
While all dual-eligible individuals are eligible for Medicare, their Medicaid 
benefits vary based on income. Full-benefit dual-eligible individuals are 
entitled to the full-range of medically-necessary Medicare benefits, as well 
as medically-necessary benefits covered under the Medicaid state plan. In 
2018, full-benefit individuals numbered 8.7 million, or 71% of total dual-
eligible individuals.32  Partial-benefit individuals, typically with incomes 
at or slightly above the federal poverty level, are eligible for all Medicare-
covered services, but their Medicaid benefits are limited to the assistance 
with Medicare premiums, deductibles, and copays through the Medicare 
Savings Program. They are not eligible for Medicaid-covered services.33  

Many low-income Medicare beneficiaries who qualify as partial-benefit 
dual-eligible individuals are not enrolled in the Medicare Savings 
Program.34  The cost of Medicare premiums, deductibles and co-payments 
may create a barrier to accessing care. In 2018, there were 3.5 million partial-
benefit dual-eligible individuals, or 29% of total dual-eligible individuals.35  
Between 2006 and 2018, the total number of full-benefit and partial-benefit 
dual-eligible individuals has grown on average each year by 2.9%.36 

For full-benefit dual-eligible beneficiaries, Medicare is the primary payer 
of acute care and clinical health services. Medicare covers clinical health 
services such as hospitalization, physician office visits, surgical procedures, 
and in certain circumstances, skilled home health care, skilled nursing 
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facility care, and rehabilitation services.37 Medicaid is then responsible for 
covering Medicare premiums, cost-sharing, long-term care services and 
certain behavioral health services. 

An ASPE report found that 67% of full-benefit dual-eligible individuals qual-
ify for Medicare before also becoming eligible for Medicaid, and 27% qualify 
for Medicaid first.38 Only about 5% of individuals become simultaneously 
eligible for both Medicare and Medicaid.39 Of those who qualified for Medi-
care before Medicaid, 59% qualified for Medicare on the basis of age. For 
those who already had Medicare, 37% qualified for Medicaid because they 
met criteria established by the state based on income or another eligibility 
requirement. For example, states are permitted to provide Medicaid coverage 
to Medicare beneficiaries with incomes up to 300% of the SSI income limit. 
Another 22% qualified under Medicaid’s Medically Needy spend-down.40 Of 
those who follow the Medicaid-to-Medicare pathway to full-benefit dual- 
eligible status, 55% qualified for Medicare based on SSI eligibility, and 66% 
qualified based on disability. 41

Spending 

Given the severity of illness and disabilities, per-capita spending on dual- 
eligible individuals is more than three times higher than for Medicare-only 
beneficiaries.42 The average annual spending per dual-eligible individual in 
2013 was approximately $29,238.43 The average annual spending for those 
covered only by Medicare came in significantly lower, at $8,593 per person.44 

While dual-eligible individuals comprise 20% of the Medicare population, 
they account for 34% of total Medicare expenditures (see Figure 1).45 Similar-
ly, dual-eligible individuals comprise only 15% of the Medicaid population, 
but account for 32% of total Medicaid expenditures.46 Dual-eligible individ-
uals, including partial-benefit dual-eligible individuals, account for only 
9.15% of those who have Medicare and/or Medicaid coverage, while their 
expenditures constitute 33.21% of total expenditures for both programs 
in 2012.47 From 2012 to 2018, total expenditures for both programs have 
increased by 36%; the disproportionate cost of duals has likely increased 
accordingly but recent data is unavailable.48 
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Despite the availability of models that integrate Medicare and Medicaid, 
many dual-eligible individuals are enrolled in separate Medicare and 
Medicaid managed care plans that do not provide integrated care or care 
coordination for all services. There are many approaches to integration that 
include some level of care coordination. Delivery and payment models range 
from Medicare Advantage D-SNPs that offer all Medicare and Medicaid-
covered services, to advanced versions of D-SNPs that meet greater 
coordination requirements, to PACE. The Center for Medicare and Medicaid 
Innovation, or CMMI, and MMCO within CMS have also partnered to 

Source: MedPAC, MACPAC,Data book: Beneficiaries dually eliable for 
Medicare Medicaid. Jan 2018

Integration of Medicare and Medicaid 
Coverage and Financing 

Figure 1: Dual-Eligible Beneficiaries as a Share of Medicare & 
Medicaid Enrollment and Spending, CY 2013
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allow states to test capitated and managed fee-for-service demonstration 
models under the FAI that feature a high level of integration. Some models 
in each category have excelled in providing high-quality integrated care, 
while others have fallen short, posing a threat to patient health and creating 
disruptions in long-term beneficiary-provider relationships. While the 
number of dual-eligible individuals in integrated programs has grown 
significantly between 2011 and 2019 (see Figure 2), a relatively small 
percentage, roughly 8.25% according to MMCO, are enrolled in integrated 
programs.49 
 
Figure 2: Total Integrated Care Enrollment by  
Program Type: 2011 and 2019 

 
Source: Medicare-Medicaid Coordination Office, FY 2019, Report to 
Congress, p. 8iii

iii From the report: [A]nalysis performed by the Integrated Care Resource Center, under contract with CMS. 

“Fully Integrated Programs/Models” include MMP, Fully Integrated Dual Eligible (FIDE) SNP, and PACE 

enrollment through July 2019. This category also includes the FIDE SNPs previously noted as “Legacy 

Medi-Medi Demo Programs” and categorized separately in previous reports. “Total Cost of Care Managed 

FFS” includes enrollment in the Washington Managed Fee-For-Service demonstration under the Medicare-

Medicaid Financial Alignment Initiative. “Integrated SNP Program” enrollment includes programs in 

which a dually eligible individual receives both Medicare and Medicaid services from companion or aligned 

Medicare D-SNPs and Medicaid managed care plans; several state programs were reclassified from partially 

integrated to integrated to align with the integration standards for D-SNPs finalized in the 2020 Medicare 

Advantage and Part D final rule. “Partially Integrated Care with Financial Alignment” refers to the North 

Carolina Medicare Health Care Quality Demonstration, for which no 2019 information is included because 

the initiative had ended. No state data was available in July 2019 for “Partially Integrated SNP Program” 

enrollment. The 2019 analysis newly includes data from existing integrated care options in Oregon, select 

D-SNPs in California, and FIDE-SNPs and certain types of D-SNPs in Florida.
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In recent years, Congress and CMS have made efforts to advance the integration of 
Medicare and Medicaid services for dual-eligible individuals by actively encouraging 
states to adopt more fully integrated programs. There are three main approaches that 
states can take to integrate Medicare and Medicaid: 

•          Dual-eligible special needs plans (D-SNPs); 

•          Program of All-Inclusive Care for the Elderly (PACE); and

•          The Financial Alignment Initiative (FAI), a demonstration that integrates 
coverage and financing.  

Dual-Eligible Special Needs Plans
Congress permanently authorized D-SNPs through the Bipartisan Budget Act of 
2018.50 That law also established new integration standards for D-SNPs and unified 
Medicare and Medicaid grievance and appeals procedures for certain D-SNPs 
beginning in contract year 2021.51  

CMS released regulations in April 2019 implementing the new D-SNP requirements.52 
Under the regulations, D-SNPs must meet the integration criteria beginning CY 2021. 
Plans must: (1) be a fully integrated dual-eligible special needs plan, called FIDE-SNP, 
or a highly integrated dual-eligible special needs plan, called HIDE-SNP,iv  or (2) notify 
the state Medicaid agency, or its designee, of hospital and skilled nursing facility 
admissions for at least one group of high-risk full-benefit dual-eligible individuals.53  
Beginning CY 2021 through CY 2025, CMS will impose the intermediate sanction of 
prohibiting new enrollment into a D-SNP if it determines the D-SNP does not meet 
the new integration standards.54 

 

iv The regulation, codified at 42 CFR § 422.2, defines a FIDE-SNP as a type of D-SNP: (1) that provides dual-

eligible individuals access to Medicare and Medicaid benefits under a single entity that holds both an MA 

contract with CMS and a Medicaid managed care organization contract under section 1903(m) of the [SSA] 

with the applicable State; (2) whose capitated contract with the state Medicaid agency provides coverage, 

consistent with state policy, of specified primary care, acute care, behavioral health, and long-term services 

and supports, and provides coverage of nursing facility services for a period of at least 180 days during the 

plan year; (3) that coordinates the delivery of covered Medicare and Medicaid services using aligned care 

management and specialty care network methods for high-risk beneficiaries; and (4) that employs policies 

and procedures approved by CMS and the State to coordinate or integrate beneficiary communication 

materials, enrollment, communications, grievance and appeals, and quality improvement. The regulation, 

codified at 42 CFR § 422.2, defines a HIDE-SNP as a type of D-SNP offered by an MA organization that 

provides coverage, consistent with state policy, of long-term services and supports, behavioral health 

services, or both, under a capitated contract that meets one of the following arrangements— (1) the 

capitated contract is between the MA organization the Medicaid agency; or (2) the capitated contract is 

between the MA organization’s parent organization (or another entity that is owned and controlled by its 

parent organization) and the Medicaid agency.
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D-SNPs must have a coordinated Medicare and Medicaid grievances and appeals 
process beginning CY 2020, while FIDE-SNPs and HIDE-SNPs with exclusively 
aligned enrollment must implement a unified Medicare and Medicaid grievances and 
appeals process beginning CY 2021.55, v The unified grievances and appeals process 
will allow individuals to follow one resolution pathway at the plan level when filing a 
complaint or contesting an adverse coverage determination for Medicare non-Part D 
benefits and Medicaid services.56 

Enrollment in D-SNPs, which have the highest number of participants compared to 
other integrated plans, varies significantly by state, and includes both rural and urban 
populations. Texas, Arizona, and New Mexico – states with the largest populations 
residing in frontier counties – have relatively high D-SNP enrollment.57 Yet other rural 
states such as North Dakota, South Dakota, and Iowa have virtually no dual-eligible 
individuals enrolled in D-SNPs.58 States with significant urban areas, including 
Florida, California, New York, and Massachusetts, have higher percentages of eligible 
individuals enrolled in D-SNPs. 59

Information on health outcome and cost measures for dual-eligible individuals 
is insufficient in states with low enrollment in integrated care models, making 
comparisons difficult.60 Overall, Medicaid outcomes by state may be skewed by this 
discrepancy as well. Even states such as Texas, which have robust integrated care 
models, have numerous counties that lack data, presenting an issue for researchers 
and policymakers, especially when it comes to examining disparities within counties 
and states.61 

The Affordable Care Act required D-SNPs to either have contracts with states to 
provide Medicaid benefits or arrange for them to be provided to dual-eligible enrollees. 
Fourteen states, highlighted in blue in Figure 3, require D-SNPs to align with 
Medicaid managed long-term services and supports, or MLTSS, programs. Similarly, 
other states have developed Medicaid MLTSS programs with the potential to align 
D-SNP and MLTSS programs. 62 63  

 
 
 
 
 
 
 

v Exclusively aligned enrollment occurs when the state limits enrollment into a D-SNP to full-
benefit dual-eligible individuals who are also enrolled in a Medicaid MCO that is offered by the 
D-SNP’s MA organization, the D-SNP’s parent organization, or by another entity that is owned 
and controlled by the D-SNP’s parent organization.
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Source: ASPE Report: U.S. Department of Health and Human 
Services, Assistant Secretary for Planning and Evaluation, 
Integrating Care through Dual Eligible Special Needs Plans (D-SNPs(: 
Opportunities and Challenges, April 2019, 9. 

Financial Alignment Initiative
Under the FAI, states may test any of three integrated care models: (1) a capitated 
managed care model; (2) a managed FFS model; or (3) a state-specific model.64  Under 
the capitated managed care model, states enter into a single three-way contract with 
CMS and health plans.65 Most states participating in the demonstration chose to 
implement the capitated managed care option. Plans operating under this contract, 
known as Medicare-Medicaid Plans, receive a blended capitated rate for all Medicaid 
and Medicare benefits.66 Using this model, a plan provides all Medicare-covered and 
all or most Medicaid-covered services with a high level of care coordination.67 As of 
December 2019, nine states are participating in the capitated managed care model.vi 68

vi California, Illinois, Massachusetts, Michigan, New York, Ohio, Rhode Island, South Carolina, 
and Texas are participating in the capitated managed care model under the financial 

Figure 3: States with Aligned D-SNPs and Managed Long-Term 
Services and Supports Programs, 2017
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In the managed FFS model, CMS and a state enter into an agreement that allows the 
state to provide coordinated care by building on the existing FFS delivery system.69  
Specifically, states have built on the Medicaid Health Homes model and Accountable 
Care Organizations.70 Under this model, the state invests in care coordination and 
receives a retrospective performance payment if certain quality thresholds are met 
and Medicare achieves target savings levels.71 Only Washington State and Colorado 
have implemented this model.72 Colorado has ended its demonstration; Washington’s 
demonstration is ongoing.73 

The state-specific model allows states to implement innovative models that may 
include elements of demonstrations under the FAI or other types of delivery system 
reforms, such as alternative payment methodologies, value-based purchasing, or 
episode-based bundled payments.74 As of December 2019, Minnesota is the only state 
participating in the state-specific model under the FAI with a focus on administrative 
alignment.75

PACE
PACE is a permanently authorized program that offers comprehensive medical and 
social services, including those beyond Medicare and Medicaid – if deemed necessary 
– to those above age 55 who need nursing home-level care. Almost all PACE enrollees 
are dual-eligible individuals and the care model is centered on adult day care centers 
with each patient taken care of by an interdisciplinary team.76  While PACE represents 
a high-degree of Medicare-Medicaid integration, it is not widely available and less 
than 50,000 people are enrolled given the eligibility limitations and start-up costs 
associated with establishing adult day care centers. 

Program Evaluations
Dual-eligible individuals enrolled in integrated models in some areas generally 
experience some reductions in health care utilization compared to their counterparts 
not in integrated models, according to a July 2019 MACPAC report – although 
evaluations of specific integrated models make it difficult to generalize about 
the effects of integrated care broadly.77  According to the report, individuals in 
integrated models generally experienced decreases in hospitalizations and hospital 
readmissions.78 That is consistent with other studies, which have reported higher 
beneficiary satisfaction in integrated models than in non-integrated Medicaid FFS 
arrangements.79

At the same time, findings are mixed for use of emergency department services, LTSS, 
other services, and beneficiary experience related to communicating with health plans 
and understanding benefits.80 Care coordination between Medicare and Medicaid 
services can be difficult due to lack of access each program has to the other program’s 
data,81 but recent demonstrations under MMCO and CMMI have emphasized the 

alignment initiative. Virginia participated in the capitated managed care model, but ended its 
demonstration in December 2017.
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incorporation of care coordination into integrated models and, as mentioned earlier, 
CMS has issued new rules for D-SNPs that require further coordination 
 and unification. 

Early cost results are also promising but limited. Lower per-person Medicare spending 
was associated with some integrated care models, but few evaluations have been able 
to review changes in associated Medicaid spending due to lack of recent Medicaid 
data.82 The new Transformed Medicaid Statistical Information System, or T-MSIS, is 
expected to provide more information in the near future on Medicaid spending and 
service use in integrated models. 

The MMCO has reported increased access to care coordination within the 
capitated model demonstrations under its FAI through metrics including increases 
in completion of health risk assessments and care plans.83 Many of the states 
participating in FAI faced declines in enrollment that meant participation was lower 
than expected.84 Washington State did see savings, with the caveat that the savings 
were in Medicare and did not include the effect of the demonstration on Medicaid.85

Studies evaluating D-SNPs have demonstrated evidence of reductions in 
hospitalizations and hospital readmissions. One study compared individuals in 
California’s SCAN plan with Medicare FFS individuals in the state, and found 
14% lower rates of preventable hospitalizations and 25% lower rates of hospital 
readmissions.86 Another study found a 54% decrease in hospitalizations and a 24% 
decrease in hospital readmissions in the Visiting Nurse Service of New York’s Choice 
health plans.87 D-SNPs have also been associated with reductions in long-stay and 
end-of-life care nursing facility entries88 and reductions in per-person Medicare 
spending, such that a 1% increase in D-SNPs penetration was associated with a 0.2% 
reduction in Medicare spending per beneficiary.89

Because traditional fee-for-service providers in Medicare and Medicaid have 
no reporting requirements, comparing D-SNPs to FFS is not possible. However, 
D-SNPs consistently performed higher than MA plans. In a study conducted by the 
Government Accountability Office, D-SNP performed better on process of care and 
health outcomes with similar utilization compared to traditional Medicare Advantage 
Plans.90 Specifically, they performed better on the majority of process measures and 
performed better on all outcomes measures.91  

Studies evaluating PACE have demonstrated reductions in inpatient hospital use,92, 93, 

94 hospitalizations,95 and length of stay.96 Specifically, PACE participants compared to 
a matched group in one study experienced reduced hospitalization rates over a two-
year period and a shorter length of stay when hospitalized, with an average reduction 
of 0.6 hospital days per month, even though they had higher levels of hospitalization 
six months prior.97 The Assistant Secretary for Planning and Evaluation did note 
that limitations of PACE, like the reliance on adult day care centers, have led to slow 
growth in enrollment and more-scalable and permanent options were necessary for 
the integration of care.98
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While the evidence is still outstanding on the potential for long-term savings for 
demonstration projects that fully integrate care for dual-eligible enrollees, it is clear 
this population must have a better coordinated and more seamless system of care. 
Even those without serious medical or functional impairment should not be asked 
to navigate two separate programs for services without full accountability on the 
programs for coordination of care. The current bifurcated system should not continue. 
BPC health care leaders believe states are in the best position to integrate Medicare 
and Medicaid services and these options encourage states to move forward with 
integration. Over the long-term, better integration and care coordination will lead to a 
better enrollee experience, improve quality of care, eliminate inefficiencies, and result 
in long-term savings.

Conclusion
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Washington State’s Fee-For-Service Dual Eligible 
Demonstration Quarterly Report 
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This report provides a month-by-month look at dual Medicare-Medicaid beneficiaries' 
eligibility, enrollment, and engagement in Washington State's Duals Demonstration and 
Health Home program. A few key things to note:  

• Health Homes was implemented in 14 counties in July 2013, 23 additional counties were 
added in October 2013, and the remaining 2 counties (King and Snohomish) joined in 
April 2017. 

• Beneficiaries identified as "already aligned" with another Medicare shared savings 
program are not included among those deemed "demonstration eligible", though they 
are still eligible for Health Home services. 

• Health Home dual beneficiaries are enrolled with one of twelve Health Home Fee-
forService Lead Entities. 

The report was prepared by DSHS Research and Data Analysis Division in collaboration with 
Washington State's Health Care Authority. 

Eligibility and Enrollment updated through December 2021 Engagement updated through 
September 2021 Health Home Team Review Date:  January 12, 2022 

DATA SOURCE: Washington State Health Care Authority, ProviderOne (Medicaid) database. 
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DSHS Research and Data Analysis Division 
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Eligibility, Enrollment, and Engagement Trends 
• In the last year, eligibility for the demonstration has plateaued to just under 30,000 dual eligible beneficiaries. 

The number of duals eligible for the program had been steadily dropping 0.5% per month in 2019 through 
2020. There are three known issues that contributed to this trend. 

1) There had been an increase in duals enrolled in Medicare Advantage (and thus excluded from Health 
Home eligibility). 

2) Clients who once met the criteria of a PRISM score of 1.5 or above but are now below a PRISM score of 1.0 
for 9 months or longer and who have lost eligibility. 

3) There had been a slight decrease in overall dual Medicare-Medicaid eligibility. 

• 26% of demonstration eligible dual beneficiaries are not currently participating in the program, either because 
they could not be reached (12%) by a Lead (meeting the due diligence outreach process), or they chose to opt 
out (15%) after being offered Health Home services. 

Although the percent of demonstration eligible dual beneficiaries who have opted out has increased since 
2015, it is unlikely that the real proportion of those unwilling to participate has changed; it is more likely that 
we as a program are more effective in identifying and disenrolling those who are unwilling to participate. 

The recent drop in the monthly opt-out totals (beginning in April 2021) is due to a new program policy of 
ending opt-out status and re-offering Health Home services for those who have remained Health Home eligible 
for over a year. 

• As of September 2021, 31% of enrolled duals were engaged in the month while 44% of those enrolled had 
been engaged in September 2021 or during a previous month. Overall engagement has remained fairly steady 
throughout the life of the demonstration, even as eligibility and enrollment have fluctuated at times. 

COVID-19 
 Currently, we have not seen drastic changes to Eligibility, Enrollment, or Engagement levels for Dual  

Demonstration eligible beneficiaries since the beginning of the COVID-19 pandemic. We attribute some of the 
stability to the actions taken by Health Home program staff to support Leads and Care Coordinators in 
maintaining engagement with beneficiaries. These actions include, but are not limited to… 

1) A remote version of the required 2-day Health Home Care Coordinator Basic Training was created and 
began being provided to new Care Coordinators in mid-March. 

2) Additional free webinars and resources on COVID-19 and self-care have been made available to Care  
Coordinators, including webinars developed by a cross-agency workgroup between the Department of 
Health, the Health Care Authority, and the Department of Social and Health Services, created to support the 
community based workforce. 
3) Care Coordination services began to be allowed over the phone, and beneficiaries were provided with 

mobile phones when needed to maintain engagement.  

Other Notes 
 Rate increases for the three tiers of Health Home services went into effect on July 1st, 2020. 
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Overall Eligibility, Participation, Enrollment, and Engagement Detail (previous 12 Months) 
 Total  

Demo  
Eligible 

Not Currently Participating Not Currently 
Enrolled Enrolled Engaged 

COULD NOT BE  
REACHED1 OPT-OUT1 NOT ENROLLED1 ENROLLED1 ENGAGED IN MONTH2 ENGAGED EVER2 

2021 JAN  31,132 2,752 9% 7,358 24% 9,272 30% 11,750 38% 4,247 36% 5,705 49% 
 FEB  30,047 2,771 9% 7,203 24% 8,859 29% 11,214 37% 4,104 37% 5,416 48% 

MAR  28,763 2,770 10% 7,087 25% 8,271 29% 10,635 37% 4,061 38% 5,244 49% 
APR  29,689 3,037 10% 5,498 19% 10,654 36% 10,500 35% 3,843 37% 5,106 49% 
MAY  29,568 2,790 9% 5,225 18% 10,340 35% 11,213 38% 3,858 34% 5,228 47% 
JUN  28,605 2,709 9% 4,921 17% 10,234 36% 10,741 38% 3,801 35% 5,083 47% 
JUL  28,720 2,553 9% 4,674 16% 10,940 38% 10,553 37% 3,691 35% 5,038 48% 
AUG  29,089 2,722 9% 4,492 15% 10,644 37% 11,231 39% 3,707 33% 5,199 46% 
SEP  28,293 2,548 9% 4,161 15% 9,927 35% 11,657 41% 3,578 31% 5,137 44% 
OCT  28,595 2,937 10% 4,341 15% 9,907 35% 11,410 40% pending - pending - 
NOV  28,590 2,959 10% 4,275 15% 9,953 35% 11,403 40% pending - pending - 
DEC  28,269 3,286 12% 4,161 15% 9,888 35% 10,934 39% pending - pending - 

 1 2 
Percent of Total Demonstration Eligible dual beneficiaries provided.    Percent of Total Demonstration Eligible and Enrolled dual beneficiaries provided. 

 

 

. Overall Summary 1 

total dual beneficiaries were eligible for the demonstration as of December 2021. Of those, 
 are currently enrolled with a Health Home Lead Entity. 
 are NOT currently enrolled, but will be as capacity allows. 
 

As of September 2021 there were a total of 11,657 Dual Beneficiaries enrolled with a Health Home Lead Entity. Of those, 
 had received one or more Health Home services since their initial enrollment. 
 had received a Health Home service during the month. 

January 14, 2022 

28,269 
% 39 
% 35 
% 26 are not currently participating in the program, either because they could not be reached (9%) by a Lead (meeting  

the due diligence outreach process), or they chose to opt out (15%) after being offered Health Home services. 

% 44 
% 31 

Overall Eligibility, Participation, Enrollment, and Engagement (July 2013 - Present) 
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This report provides a month-by-month look at dual Medicare-Medicaid beneficiaries' eligibility, enrollment, and engagement in Washington 
State's Duals Demonstration and Health Home program. A few things to note: 

• Dual beneficiaries identified as "already aligned" with another Medicare shared savings program have been removed. 
• Health Home engagement is based on accepted encounters which can take 3 months to receive. 
• Beginning in January 2017, enrolled beneficiaries who chose not to participate have been dropped from enrollment (a change in policy). 
• Enrollment dropped beginning in October 2018 due to the withdrawal of Optum as a Health Home Lead. Most actively participating 

beneficiaries were moved to other Health Home Leads, keeping their Care Coordinator intact. 
 

2. Additional Eligibility, Enrollment, and Engagement Details 
Health Home Dual Beneficiary Eligibility Status 

Eligibility Status 

 Eligible Newly Eligible1 Eligibility Kept Eligibility Dropped 
NUMBER0 NUMBER0 PERCENT2 NUMBER0 PERCENT2 NUMBER0 PERCENT3 

 OCT     29,311       1,003 3%    28,308 97%          846 3% 
NOV     28,340          137 0%    28,203 96%       1,108 4% 
DEC     29,915       2,243 7%    27,672 98%          668 2% 

2021 JAN     31,132       1,969 6%    29,163 97%          752 3% 
 FEB     30,047       1,042 3%    29,005 93%       2,127 7% 

MAR     28,763          548 2%    28,215 94%       1,832 6% 
APR     29,689       2,303 8%    27,386 95%       1,377 5% 
MAY     29,568          894 3%    28,674 97%       1,015 3% 
JUN     28,605          536 2%    28,069 95%       1,499 5% 
JUL     28,720       1,165 4%    27,555 96%       1,050 4% 
AUG     29,089       1,282 4%    27,807 97%          913 3% 
SEP     28,293          637 2%    27,656 95%       1,433 5% 
OCT     28,595       1,317 5%    27,278 96%       1,015 4% 
NOV     28,590          715 3%    27,875 97%          720 3% 
DEC     28,269          539 2%    27,730 97%          860 3% 

Eligibility Dropped 
Newly Eligible 
Eligibility Kept 

0 

40,000 
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 Health Home Dual Beneficiary 
Enrollment Status 

40,000 

 

 Total Not 
Reached 

Newly Could Not Be  
Reached1 

Could Not Be 
Reached Expired4 

Total 
Opt-Out Newly Opt-Out1 Opt-Out Ended5 

 
1 Includes beneficiaries who are eligible/enrolled/Opt-Out/Not Reached for the first time, or who returned as after a 1+ month gap. 
2 Denominator is the current month’s Health Home eligible/enrolled/Opt-Out/Not Reached dual beneficiaries. 
3 Denominator is the previous month’s Health Home eligible/enrolled/Opt-Out/Not Reached dual beneficiaries. 
4 Beneficiaries' "could not be reached" designation automatically expires after 15 months, after which, if they remain eligible, they will be re-assigned to a Lead. 
5 Beneficiaries previously remained "opted out" permanently unless they opt back in. As a new policy we are ending opt-out stated and re-offering services again after a certain period. 

 Enrolled Newly Enrolled1 Enrollment Kept Enrollment Dropped 
NUMBER0 NUMBER0 PERCENT2 NUMBER0 PERCENT2 NUMBER0 PERCENT3 4 5 

 OCT     10,878          491 5%    10,387 93%          838 7% 
NOV     10,778          344 3%    10,434 96%          444 4% 
DEC     11,133       1,015 9%    10,118 94%          660 6% 

2021 JAN     11,750       1,205 10%    10,545 95%          588 5% 
 FEB     11,214          734 7%    10,480 89%       1,270 11% 

MAR     10,635          429 4%    10,206 91%       1,008 9% 
APR     10,500       1,003 10%       9,497 89%       1,138 11% 
MAY     11,213       1,217 11%       9,996 95%          504 5% 
JUN     10,741          583 5%    10,158 91%       1,055 9% 
JUL     10,553          425 4%    10,128 94%          613 6% 
AUG     11,231       1,417 13%       9,814 93%          739 7% 
SEP     11,657       1,110 10%    10,547 94%          684 6% 
OCT     11,410          792 7%    10,618 91%       1,039 9% 
NOV     11,403          600 5%    10,803 95%          607 5% 
DEC     10,934          470 4%    10,464 92%          939 8% 
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NUMBER 1 NUMBER 2 3 PERCENT2 NUMBER 4 PERCENT3 NUMBER0 NUMBER0 PERCENT2 NUMBER0 PERCENT3 
 OCT     2,528       465 18%       207 9%    7,251       244 3%       196 3% 

NOV     2,338         41 2%       231 9%    7,096       100 1%       255 4% 
DEC     2,543       461 18%       256 11%    7,314       385 5%       167 2% 

2021 JAN     2,752       330 12%       121 5%    7,358       231 3%       187 3% 
 FEB     2,771       347 13%       328 12%    7,203       285 4%       440 6% 

MAR     2,770       210 8%       211 8%    7,087       193 3%       309 4% 
APR     3,037       450 15%       183 7%    5,498       376 7%    1,965 28% 
MAY     2,790       104 4%       351 12%    5,225       154 3%       427 8% 
JUN     2,709       313 12%       394 14%    4,921       277 6%       581 11% 
JUL     2,553       183 7%       339 13%    4,674       325 7%       572 12% 

 
1 Health Home Dual Beneficiary Could Not Be Reached and Opt-Out Status

 
2 

3 ,000 

4 
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AUG     2,722       364 13%       195 8%    4,492       311 7%       493 11% 
SEP     2,548       113 4%       287 11%    4,161       148 4%       479 11% 
OCT     2,937       636 22%       247 10%    4,341       333 8%       153 4% 
NOV     2,959       145 5%       123 4%    4,275       177 4%       243 6% 
DEC     3,286       558 17%       231 8%    4,161       252 6%       366 9% 

3. Identifying Target Population of Those Not Yet Enrolled 
• While a goal of the program is to increase enrollment and engagement, a particular subgroup of those not enrolled are the highest 

priority. This Target Population of Those Not Yet Enrolled excludes 
• Beneficiaries eligible for their first month (a month enrollment lag is required to meet 30 day notification requirements). 
• Beneficiaries with a PRISM Risk Score less than 1.5 (an unofficial policy used to manage capacity ). 
• American Indian and Alaska Native Beneficiaries (not passively enrolled per official policy ). 
• Given the exclusions, the Target Population of Those Not Yet Enrolled had consistently decreased after each expansion noted in the plot 

below (initial program rollout, expansion to King/Snohomish Counties, end of Optum's participation in program). Over the last year, the 
number has plateaued around 6,000 beneficiaries. 

• Prior to this (1/14/2022) release of the report, Due Diligence clients had been included among the total of those not enrolled. They have 
now been removed (as are Opt-Out clients) since they are not available for enrollment while having Due Diligence status. 

Target Population of Those Not Yet Enrolled 

 

Target Population of Those Not Yet Enrolled, by Residential County 
Total Count of Target Population of Those Not Yet Enrolled, December 2021 

Top 10 Counties  

501 - 1,787 251 - 500 
 101 - 250 
 11 - 100 
 0 - 10 

Target Population of Those Not Yet Enrolled as Percent of Demonstration Eligible 
Beneficiaries, December 2021 

RANK COUNTY Count 
1 KING  1,787 
2 THURSTON  435 
3 KITSAP  401 
4 GRAYS HARBOR  393 
5 SPOKANE  350 
6 CLALLAM  275 
7 PIERCE  246 
8 LEWIS  236 
9 MASON  210 

10 PACIFIC  144 

RANK COUNTY % OF ELIGIBLE 
1 LEWIS  60.1% 
2 MASON  57.5% 
3 PACIFIC  54.3% 
4 KITSAP  51.9% 
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Top 10 Counties  

50.1% - 61.0% 30.1% - 
50.0% 20.1% - 30.0% 
10.1% - 20.0% 

 0.0% - 10.0% 

4. Lead 
Entity Detail 

 

Health Home Lead Entity Coverage Area Map for Dual Beneficiaries 

 

Health Home Dual Beneficiary Enrollment and Engagement Summary by Lead Entity 
 Enrollment Summary Engagement Summary 
 September 2021 September 2021 

Type Lead Entity 

AAA Northwest Regional Council AAA 
Olympic AAA 
Pierce County AAA 
Southeast WA Aging and LTC AAA 
Southwest AAA 

CBO Community Choice 
Full Life Care 
Elevate Health 

5 THURSTON  47.2% 
6 JEFFERSON  43.9% 
7 CLALLAM  39.3% 
8 GRAYS HARBOR  37.8% 
9 KING  29.4% 

10 STEVENS  23.4% 

  % OF TOTAL     % OF ENROLLED   % OF TOTAL   
ENROLLED ENROLLED BY  

LEAD 
RANK ENGAGED ENGAGED IN  

MONTH 
ENGAGED BY  

LEAD 
RANK 

2,237 19% 1 738 33% 21% 1 
389 3% 8 157 40% 4% 7 
791 7% 7 193 24% 5% 6 

1,757 15% 2 458 26% 13% 4 
1,373 12% 5 624 45% 17% 2 

1,702  15% 3  603 35%  17% 3 

1,700 15% 4 451 27% 13% 5 

1,007 9% 6 119 12% 3% 8 

248  2% 10  54 22%  2% 11 

<11 - 12 <11 - - 12 

176 2% 11 96 55% 3% 9 

   •  Health Home dual beneficiaries are enrolled with one of the twelve Health Home Lead Entities. 
   •  There are three types of Health Home Lead Entities. 
          •  Area Agencies on Aging (AAA) 
          •  Community-Based Organizations (CBO) 
          •  Managed Care Organizations (MCO) 
   •  Optum stopped participation in the Health Home program in December 2018. 
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MCO Community Health Plan of Washington 
Coordinated Care1 
Molina 
United Health Care Community Plan 

1Coordinated Care only serves Fee-for-Service Duals under 
special circumstances. 

Distribution of Distribution of  
Enrolled Dual Engaged 
Dual  

Beneficiaries Beneficiaries by 
Lead Entityby Lead 

Entity 
Health Home Dual Beneficiary Enrollment and Engagement by Lead Entity 

 Northwest Regional Council AAA Olympic AAA Pierce County AAA 
ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT 

 OCT  1,981 834 42% 404 148 37% 556 217 39% 
NOV  1,953 827 42% 396 140 35% 558 225 40% 
DEC  2,047 838 41% 391 145 37% 540 230 43% 

2021 JAN  2,152 893 41% 391 139 36% 593 258 44% 
 FEB  2,073 850 41% 381 143 38% 588 254 43% 

MAR  2,012 823 41% 390 149 38% 588 232 39% 
APR  2,020 780 39% 416 137 33% 642 219 34% 
MAY  2,096 773 37% 429 130 30% 738 206 28% 
JUN  2,024 759 38% 408 138 34% 721 221 31% 
JUL  1,981 756 38% 388 132 34% 734 211 29% 
AUG  2,115 771 36% 426 153 36% 814 201 25% 
SEP  2,237 738 33% 389 157 40% 791 193 24% 
OCT  2,249 pending - 404 pending - 815 pending - 
NOV  2,319 pending - 411 pending - 789 pending - 
DEC  2,345 pending - 418 pending - 753 pending - 

 

   

 Enrolled (through December 2021)  Engaged in Month (through September 2021) 

 Southeast WA Aging and LTC AAA Southwest AAA Community Choice 
ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT 

 OCT  1,354 600 44% 1,097 704 64% 2,078 640 31% 
NOV  1,334 598 45% 1,078 702 65% 2,110 630 30% 
DEC  1,461 576 39% 1,109 710 64% 2,267 637 28% 

2021 JAN  1,659 645 39% 1,141 715 63% 2,295 648 28% 
 FEB  1,590 627 39% 1,070 702 66% 2,191 646 29% 

MAR  1,591 626 39% 1,032 687 67% 1,876 651 35% 
APR  1,439 576 40% 979 665 68% 1,953 628 32% 
MAY  1,630 583 36% 1,137 651 57% 1,940 655 34% 
JUN  1,581 559 35% 1,146 638 56% 1,782 649 36% 
JUL  1,626 490 30% 1,176 626 53% 1,585 648 41% 

274 2% 9 79 29% 2% 10 

0 
500 

1,000 
1,500 
2,000 
2,500 
3,000 

0 
100 
200 
300 
400 
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0 
200 
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800 

1,000 

ENGAGED  
SEP 2021 

ENROLLED  
SEP 2021 
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AUG  1,682 475 28% 1,258 617 49% 1,702 650 38% 
SEP  1,757 458 26% 1,373 624 45% 1,702 603 35% 
OCT  1,430 pending - 1,365 pending - 1,592 pending - 
NOV  1,453 pending - 1,383 pending - 1,508 pending - 
DEC  1,404 pending - 1,104 pending - 1,472 pending - 

 

   

 Enrolled (through December 2021)  Engaged in Month (through September 2021) 
Health Home Dual Beneficiary Enrollment and Engagement by Lead Entity (cont.) 

 Full Life Care Elevate Health Community Health Plan of Washington 
ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT 

 OCT  1,940 530 27% 730 99 14% 398 62 16% 
NOV  1,929 535 28% 699 104 15% 390 59 15% 
DEC  1,769 523 30% 800 93 12% 391 69 18% 

2021 JAN  1,806 558 31% 922 130 14% 388 66 17% 
 FEB  1,666 509 31% 907 111 12% 367 64 17% 

MAR  1,575 507 32% 872 120 14% 360 67 19% 
APR  1,592 491 31% 778 111 14% 346 57 16% 
MAY  1,592 482 30% 882 136 15% 334 59 18% 
JUN  1,547 457 30% 848 140 17% 257 55 21% 
JUL  1,534 445 29% 849 141 17% 263 55 21% 
AUG  1,654 464 28% 864 135 16% 257 55 21% 
SEP  1,700 451 27% 1,007 119 12% 248 54 22% 
OCT  1,803 pending - 1,041 pending - 252 pending - 
NOV  1,804 pending - 1,011 pending - 245 pending - 
DEC  1,741 pending - 994 pending - 249 pending - 

 

   

 Enrolled (through December 2021)  Engaged in Month (through September 2021) 

 Coordinated Care Molina United Health Care Community Plan 
ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT ENROLLED ENGAGED PERCENT 

 OCT  <11 0 0% 159 85 53% 179 80 45% 
NOV  <11 <11 50% 153 82 54% 176 83 47% 
DEC  <11 0 0% 178 73 41% 178 88 49% 

2021 JAN  <11 <11 33% 231 95 41% 169 95 56% 
 FEB  <11 <11 33% 221 103 47% 157 92 59% 

MAR  <11 <11 33% 192 102 53% 144 91 63% 
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APR  <11 <11 50% 182 92 51% 151 80 53% 
MAY  <11 <11 50% 182 98 54% 251 78 31% 
JUN  <11 <11 50% 180 94 52% 245 83 34% 
JUL  <11 <11 67% 188 99 53% 226 79 35% 
AUG  <11 <11 67% 186 95 51% 270 84 31% 
SEP  <11 <11 67% 176 96 55% 274 79 29% 
OCT  <11 pending - 199 pending - 258 pending - 
NOV  <11 pending - 196 pending - 282 pending - 
DEC  <11 pending - 202 pending - 250 pending - 

 

   

 Enrolled (through December 2021)  Engaged in Month (through September 2021) 

5. Government Accountability Office (GAO) Measure Tracking and Results 
• The tracking grid below reflects the status of the GAO Measure Collection Lists returned by each Health Home Lead. 
• The Measure Results reflect GAO Measure 4 as calculated on the Final GAO Results Lists distributed to the Health Home Leads. 
• For Demonstration Year 5 (the period of November 2017 through October 2018), the state was deemed to pass the quality performance 

goal as all Health Home Leads reported their GAO measure. For Demonstration Year 6, the benchmark for GAO Measures was either 
63%/44% for Assessment Completed/Care Plan Completed (not met), or a 21%/20% improvement from the previous year (met). 

Health Home Lead Entity GAO Measure Collection List Tracking 

Type Lead Entity 

Demonstration Year 8 
2021 
JAN FEB MAR APR MAY JUN JUL AUG SEP OCT 

Demonstration   

NOV DEC 
2022 
JAN 

AAA Northwest Regional Council AAA              
Olympic AAA              
Pierce County AAA              
Southeast WA Aging and LTC AAA              
Southwest AAA              

CBO Community Choice              
Full Life Care              
Elevate Health              

MCO Community Health Plan of Washington              
Coordinated Care              
Molina              
United Health Care Community Plan              

 N/A - No Collection List sent to HH Lead Entity   Collection List Completed and   Collection List Not Yet Returned 
(no new enrollees/not yet created )Returned 

Health Home Lead Entity GAO Measure Results (Demonstration Year 5, 6, and Partial Year 7 Results) 
GAO Measure 4: The percentage of Demonstration eligible Medicare-Medicaid enrollees who are willing to participate and could be reached, or 
who had fewer than 3 documented outreach attempts within 90 days, who had a health action plan completed within 90 days of initial 
enrollment. 
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Type Lead Entity 
Demonstration Year 5 (Nov 

2017 - Oct 2018) 
Demonstration Year 6 (Nov 

2018 - Oct 2019) 
Demonstration Year 7 (Nov 

2019 - Oct 2020) 
NUM  DEN RATE NUM  DEN RATE NUM  DEN RATE 

AAA Northwest Regional Council AAA 126 622 20.3% 140 347 40.3% 113 213 53.1% 
Olympic AAA - - - <11 65 - 14 42 33.3% 
Pierce County AAA - - - 27 91 29.7% 19 48 39.6% 
Southeast WA Aging and LTC AAA 180 525 34.3% 76 118 64.4% 21 77 27.3% 
Southwest AAA - - - 99 134 73.9% 55 104 52.9% 

CBO Community Choice 141 543 26.0% 52 356 14.6% 34 103 33.0% 
Full Life Care 227 1,047 21.7% 180 507 35.5% 97 164 59.1% 
Elevate Health - - - 0 107 0.0% 13 102 12.7% 
Optum (ended participation in Dec 18 ) 119 1,658 7.2% - - - - - - 

MCO Community Health Plan of Washington <11 69 - 0 <11 0.0% 0 <11 0.0% 
Coordinated Care - 0 - - 0 - - 0 - 
Molina 0 <11 0.0% <11 <11 - 0 <11 0.0% 
United Health Care Community Plan 33 489 6.7% <11 100 - 0 <11 0.0% 

TOTAL 832 4,957 16.8% 589 1,830 32.2% 366 856 42.8% 
Health Home Lead Entity Outreach and GAO Measure Improvement 

 

 

• This portion of the GAO Measure section explores the subset of new enrollees who could not be reached with fewer than 3 documented 
attempts (based on information obtained via the GAO tracking lists). We are highlighting this subset because reducing the number of clients 
in this group is a meaningful way to improve outreach and a straightforward way to improve the GAO measure results. 

• As seen in the Outreach Scenarios diagram below, the new enrollees not reached with fewer than 3 attempts are treated the same as new 
enrollees who are reached but not served within 90 days, for the purposes of the GAO Measure. That is, they are included in the 
denominator, but not in the numerator. If additional contact attempts are made and the client is reached, but not served within 90 days, the 
GAO Measure will remain the same.  

• In all other scenarios the GAO Measure will increase.  Either the client will be added to the numerator (if they are reached and served within 
90 days), or the client will be removed from the denominator if they were reached and opted out within 90 days, or if they could not be 
contacted with 3+ documented attempts). 

• The lead-specific tables and charts below show the number of new enrollees and the number (and percent) of those new enrollees who 
could not be reached with fewer than 3 attempts. It is the goal of the program to minimize this group. 

 

 

FOLLOW-UP RESULT 2 OUTREACH RESULT MEASURE STRUCTURE 

1 New Enrollees who meet the GAO List inclusion criteria.   2 The Follow-Up Result definitions are based on information provided and received via the GAO Lists. 

DENOMINATOR 

ENROLLEES  
REACHED 

within 90 days ( ) 

SERVED  ) within 90 days ( 
NUMERATOR 

OPT OUT  within 90 days ) ( 

NOT SERVED  within 90 days ) ( 

3+ DOCUMENTED ATTEMPTS 

 3 DOCUMENTED ATTEMPTS < ENROLLEES  
NOT  

REACHED 
within 90 days ( ) 

NOT INCLUDED  
IN MEASURE 
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Health Home Lead Entity Outreach Detail 
 Northwest Regional Council AAA Olympic AAA Pierce County AAA 

New Enrollees 
Not Reached 
< 3 Attempts Percent New Enrollees 

Not Reached 
< 3 Attempts Percent New Enrollees 

Not Reached 
< 3 Attempts Percent 

 DY7 Q1 156 25 16% 29 18 62% 62 <11 - 
DY7 Q2 128 21 16% 23 <11 - 24 19 79% 
DY7 Q3 136 37 27% <11 <11 86% 16 0 0% 
DY7 Q4 124 28 23% 0 - - <11 0 0% 
 

   

  New Enrollees  Not Reached, < 3 Attempts  % of New Enrollees Not Reached < 3 Attempts 
Health Home Lead Entity Outreach Detail (cont.) 

 Southeast WA Aging and LTC AAA Southwest AAA Community Choice 

New Enrollees 
Not Reached 
< 3 Attempts Percent New Enrollees 

Not Reached 
< 3 Attempts Percent New Enrollees 

Not Reached 
< 3 Attempts Percent 

 DY7 Q1 75 <11 - 78 17 22% 71 <11 - 
DY7 Q2 86 <11 - 68 20 29% 58 25 43% 
DY7 Q3 86 42 49% 59 17 29% 42 <11 - 
DY7 Q4 106 <11 - 100 27 27% 82 16 20% 
 

   

  New Enrollees  Not Reached, < 3 Attempts  % of New Enrollees Not Reached < 3 Attempts 

 Full Life Care Elevate Health Community Health Plan of Washington 

New Enrollees 
Not Reached 
< 3 Attempts Percent New Enrollees 

Not Reached 
< 3 Attempts Percent New Enrollees 

Not Reached 
< 3 Attempts Percent 

 DY7 Q1 194 16 8% 27 11 41% <11 <11 50% 
DY7 Q2 71 <11 - 40 16 40% 0 - - 
DY7 Q3 163 <11 - 75 24 32% 0 - - 
DY7 Q4 101 <11 - 24 15 63% 0 - - 
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  New Enrollees  Not Reached, < 3 Attempts  % of New Enrollees Not Reached < 3 Attempts 

 Coordinated Care Molina United Health Care Community Plan 

New Enrollees 
Not Reached 
< 3 Attempts Percent New Enrollees 

Not Reached 
< 3 Attempts Percent New Enrollees 

Not Reached 
< 3 Attempts Percent 

 DY7 Q1 0 - - 0 - - 0 - - 
DY7 Q2 0 - - <11 0 0% <11 0 0% 
DY7 Q3 0 - - <11 <11 100% 0 - - 
DY7 Q4 0 - - 0 - - <11 <11 100% 
 1100% 

0.8 
75% 

0.6 
50% 

0.4 
25% 

0.2 
00% 

 

 

Coordinated Care only 
serves Fee-for-Service 
Duals under special 
circumstances. 

 

  

  New Enrollees  Not Reached, < 3 Attempts  % of New Enrollees Not Reached < 3 Attempts 

6. Demographic Details and Serious Mental Illness 
• A Minority Engagement Workgroup made up of staff from the Health Care Authority, the Department of Social and Health Services, and 

the Health Home Leads has been created to address engaging clients from underserved communities (including those with Serious 
Mental Illness). 

• Demographic information is obtained from the ProviderOne (Medicaid) database. 
• Any Minority includes any category besides Non-Hispanic White (including Hispanic, Other, and Unknown/Not Provided). 

Demographic Breakdown of Engaged Dual Beneficiaries, September 2021 

 

The percentage of Female, and Age 65+ clients are higher in the Engaged population than in the Eligible, or 
Enrolled populations in September 2021 (*p<0.001; **p<0.01). 
The percentage of Non-Hispanic White clients was previously higher in the Engaged population, but has become more 
consistent between these populations. 
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Is the Duals Demonstration reaching those with Serious Mental Illness? Yes. In fact, the  percentage of Dual 
Beneficiaries with an indication of Serious Mental Illness in the last 15 months is higher* in the Engaged 
population than in the Eligible, or Enrolled populations in September 2021 (*p<0.001). 
This trend has held since January 2018 when Serious Mental Illness Indication was first tracked. 

 

 

 

 Serious Mental Illness is indicated by a diagnosis in the  
CDPS psychiatric risk groups characterized by the following  
representative conditions: schizophrenia and related  

  psychotic disorders; mania and bipolar disorders; major  

 
recurrent depression.  

  The indication of SMI is based on Medicaid and Medicare  
 data, and has been extracted from PRISM beginning in  

2018. 
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Executive Summary 
The Washington Health Homes Managed Fee-for-Service (MFFS) demonstration 

leverages Medicaid health homes to integrate care for full-benefit Medicare-Medicaid 
beneficiaries by targeting high-cost, high-risk dual eligible enrollees. The State’s existing 
delivery systems for primary, acute, behavioral and long-term services and supports (LTSS) 
remain unchanged and health homes serve as the bridge for integrating care across these existing 
delivery systems. The demonstration service area originally included all but two counties (King 
and Snohomish) in the state and began enrollment on July 1, 2013. As of April 1, 2017, the 
demonstration was extended statewide and Demonstration Years 4 (DY4), 5 (DY5) and 6 (DY6) 
include beneficiaries from all counties. 

 
This report includes an analysis of Medicare Parts A & B savings during the 24-month 

period from January 1, 2018 through December 31, 2019: final Medicare savings estimates for 
DY5 (January 1, 2018 through December 31, 2018) and preliminary Medicare savings estimates 
for DY6 (January 1, 2019 through December 31, 2019). Final Medicare savings estimates for 
DY1, DY2, DY3, and DY4 and preliminary Medicare savings estimates for DY5 appeared in 
previously released Washington Medicare savings reports. 

The method used to perform the Medicare saving calculations in this report is referred to 
as the “actuarial method,” to distinguish it from the multivariate regression-based method that 
has been used to estimate the impact of the demonstration on quality and cost outcomes in the 
annual demonstration evaluation reports. The actuarial method relies on assigning beneficiaries 
in both the intervention and comparison groups to cohorts and then constructing an eligibility 
timeline for each beneficiary to determine whether claims occurred during a period of 
demonstration eligibility. Medicare per member per month (PMPM) expenditures for eligible 
beneficiaries are tabulated from claims. 

 
The basic approach to the savings calculation is to compare the trend of PMPM Medicare 

expenditures of those beneficiaries in the intervention group with the trend of the PMPM of 
those beneficiaries in the comparison group. This is achieved by comparing the actual PMPM of 
the intervention group beneficiaries with a target PMPM, which represents the baseline 
intervention group PMPM projected forward by the trend of the actual experience observed in 
the comparison group going from the baseline period to the Demonstration Year. 

Results of the savings calculations are summarized below. 
 

• Total Medicare savings in Demonstration Year 5 were calculated as $55.1 million or 
9.9 percent. An additional $11.1 million in attributed savings (savings attributed to 
eligible months prior to the start of the most recent cohort) sums to a grand total final 
calculated Demonstration Year 5 Medicare savings amount of $66.2 million. 

 
• Preliminary total Medicare savings in Demonstration Year 6 were calculated as $53.8 

million or 9.8 percent. Including preliminary attributed Medicare savings estimates of 
$5.5 million results in a grand total preliminary Demonstration Year 6 Medicare 
savings estimate of $59.3 million. 
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• Per the previous Washington Medicare Savings reports,1 total Demonstration Year 1 
Medicare savings were calculated as $34.9 million, total Demonstration Year 2 
savings were calculated as $30.2 million, total Demonstration Year 3 savings were 
calculated as $46.6 million and total Demonstration Year 4 savings were calculated as 
$56.0 million. 

 
• The current estimate of grand total Demonstration Medicare savings for all cohorts 

through Demonstration Year 6 is $293.0 million. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

1 Previous actuarial savings reports are available at https://www.cms.gov/Medicare-Medicaid- 
Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination- 
Office/FinancialAlignmentInitiative/Washington. 
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1. Introduction 
The Washington Health Homes MFFS demonstration leverages Medicaid health homes, 

established under Section 2703 of the Affordable Care Act, to integrate care for full-benefit 
Medicare-Medicaid beneficiaries. Washington has targeted the demonstration to high-cost, high- 
risk Medicare-Medicaid enrollees based on the principle that focusing intensive care 
coordination on those with the greatest need provides the greatest potential for improved health 
outcomes and cost savings. The demonstration is organized around the principles of patient 
activation and engagement, and support for enrollees to take steps to improve their own health. 
In the course of integrating care for enrollees across primary care, long-term services and 
supports (LTSS), and behavioral health delivery systems, health home care coordinators are 
charged with conducting assessments and engaging enrollees to develop Health Action Plans 
(HAPs) and increase their self-management skills to achieve optimal physical and cognitive 
health. 

 

The State’s existing delivery systems for primary, acute, behavioral, and LTSS remain 
unchanged. Health homes serve as the bridge for integrating care across these existing delivery 
systems. Even though the Washington State MFFS demonstration provides services through the 
traditional fee-for-service Medicare and Medicaid programs and does not affect beneficiaries’ 
choice of providers or limit availability of services, beneficiaries have the option to opt out of 
receiving health home services. Beneficiaries are auto-assigned to a health home to coordinate 
their services, and they may choose not to use or engage with that health home. Their Medicare 
and Medicaid services are not disrupted if they decide not to engage with the health home. 

 
Washington used a competitive Request for Application process to select qualified health 

homes. Applicants were required to demonstrate a wide range of administrative capabilities, have 
experience in conducting care coordination, offer multiple vehicles for beneficiary access to 
supports, and present a network of diverse organizations that can serve enrollees with a range of 
needs. The organizations selected were Community Choice (a provider consortium); Northwest 
Regional Council (an Area Agency on Aging); Optum (a Mental Health Regional Support 
Network); and Southeast Washington Aging and Long Term Care (an Area Agency on Aging). 
Two managed care plans were also selected to be health homes, Community Health Plan of 
Washington and United Health Care Community Plan. The State prioritized beneficiary 
enrollment into the non-managed care health homes and as a result, as of July 2015, less than 5 
percent, 4.7 percent, of all enrollees were in new managed care health homes. 

During the 2015 Washington legislative session, State funding for the health home 
program was terminated, effective December 31, 2015. According to a joint statement released 
by the Washington Department of Social and Health Services (DSHS) and the Health Care 
Authority (HCA) (DSHS and HCA, 2015), the legislature’s decision to terminate funding was 
based on a lack of supporting information about whether the demonstration would meet its 
projected savings target amid a challenging budget climate. During the several months following 
the close of the legislative session in June 2015, the State suspended auto enrollment into the 
demonstration and began planning for termination. In late October 2015, new information 
became available about projected savings for the demonstration. As a result, the State changed 
course and decided to continue health home services through June 2016, to give the legislature 
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time to review savings projections. During the 2016 legislative session funding for health homes 
was reinstated. 

 
Washington began enrollment on July 1, 2013. During the first three Demonstration 

Years, Washington enrolled beneficiaries in the demonstration in all but two counties in the State 
(King and Snohomish). Effective April 1, 2017, the demonstration began to serve King and 
Snohomish counties, extending the demonstration service area statewide. Demonstration Year 4 
onward includes beneficiaries from all counties in the state. 

 
This report provides a final Medicare Parts A & B savings analysis of the Washington 

managed fee-for-service (MFFS) demonstration for Demonstration Year 5 (January 1, 2018 
through December 31, 2018) and a preliminary analysis of Medicare data for Demonstration 
Year 6 (January 1, 2019 through December 31, 2019) under the Medicare-Medicaid Financial 
Alignment Initiative. CMS previously released four Medicare savings reports 2 by RTI entitled: 

 
1. Final Demonstration Year 1 and Preliminary Demonstration Year 2 Medicare Savings 

Estimates: Medicare-Medicaid Financial Alignment Initiative; 
 

2. Final Demonstration Year 2 and Preliminary Demonstration Year 3 Medicare Savings 
Estimates: Medicare-Medicaid Financial Alignment Initiative; 

 
3. Final Demonstration Year 3 and Preliminary Demonstration Year 4 Medicare Savings 

Estimates: Medicare-Medicaid Financial Alignment Initiative; and 
 

4. Final Demonstration Year 4 and Preliminary Demonstration Year 5 Medicare Savings 
Estimates: Medicare-Medicaid Financial Alignment Initiative. 

 
This report provides final Medicare savings estimates for Demonstration Year 5 and 

preliminary Medicare savings estimates for Demonstration Year 6, the additional 12-month 
period spanning from January 1, 2019 through December 31, 2019. With this report, 
Demonstration Years 1, 2, 3, 4 and 5 experience and Medicare savings calculations are 
considered complete.3 

The method used to perform the Medicare savings calculations in this report will be 
referred to as the “actuarial method,” to distinguish it from the multivariate regression-based 
method that is used to estimate the impact of the demonstration on quality and cost outcomes in 
the annual evaluation reports for the Washington demonstration. Because the actuarial method 
constructs cohorts of beneficiaries from the comparison group (as will be explained later), the 
actuarial savings calculation uses a subset of the comparison group that was constructed for the 
other descriptive and regression-based analyses that RTI performs as part of the evaluation. The 
Centers for Medicare & Medicaid Services (CMS) will use the results of the actuarial method to 

 

2 Previous actuarial savings reports are available at https://www.cms.gov/Medicare-Medicaid- 
Coordination/Medicare-and-Medicaid-Coordination/Medicare-Medicaid-Coordination- 
Office/FinancialAlignmentInitiative/Washington. 

 

3 Any reference to Demonstration Years 1, 2, 3 and 4 experience and savings included in this report is pulled 
directly from the previous report and does not incorporate any new information or calculations. 
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determine whether Washington is eligible for a performance payment under the MFFS Financial 
Alignment Model. 

 
The Medicare results presented in this report should be viewed as final for Demonstration 

Year 5, but preliminary for Demonstration Year 6. The Demonstration Year 6 Medicare Parts A 
and B expenditure data includes 10 months of claims runout (i.e., through October 2020). Note 
that under the MFFS financial alignment model, Part D spending does not inform the amount of 
any performance payment to the State and is not included in this report. This final Medicare 
savings report for Demonstration Year 5 has been updated to include any retroactive adjustments 
to eligibility data and additional claims runout for beneficiaries in both the intervention and 
comparison groups since the publication of the preliminary results in the previous report. 

APPENDIX S (2) 251



4  

 
 
 
 
 
 
 
 
 

[This page intentionally left blank] 

APPENDIX S (2) 252



5  

2. Data Sources for PMPM Cost Analysis 

2.1 Eligibility Data 
As a part of performing cost calculations on a per member per month (PMPM) basis, it 

was necessary to construct an eligibility timeline for each beneficiary to determine whether 
claims occurred during periods of eligibility for the demonstration. ARC used beneficiary 
eligibility information extracted from the appropriate tables on the Integrated Data Repository 
(IDR) in November 2020, to construct an analytic file that contains eligibility occurrences for: 

 
• Part A and Part B coverage; 

• primary payer status; 

• eligibility occurrences for State/county codes of residence; 

• date of death when applicable; 

• Group Health Organization (GHO) enrollment (e.g., Medicare Advantage [MA] or 
the Program of All-Inclusive Care for the Elderly [PACE]); and 

 
• periods of hospice coverage. 

Specific eligibility criteria are described in Section 3.2. All of this information was used 
to construct a historical eligibility record for each beneficiary in all cohorts and for all 
Demonstration Years. Thus, these new eligibility data were used to produce the final estimate of 
Medicare savings for Demonstration Year 5 and preliminary Medicare savings estimates for 
Demonstration Year 6. 

 
After creating the historical eligibility file, ARC determined the days on which a 

beneficiary was eligible for the demonstration. Claims were used to calculate the Medicare 
PMPM payments only if the beneficiary was eligible to participate in the demonstration on the 
admission date (for institutional claims) or service date (for all other types of service) on the 
claim. For future reports, retroactive changes will be applied so that the daily eligibility file for 
Demonstration Year 6 will include updated values for all months in Demonstration Year 6. 

 
2.2 Claims Data 

The source of Medicare Parts A and B claims data for this report was CMS’s Chronic 
Condition Warehouse (CCW). For each of the beneficiary cohorts included in this report, the 
claims data employed in the analysis were extracted from the CCW and represent claims 
incurred from the start date of each cohort through December 31, 2019 and processed by CMS 
through October 2020. The paid claim amounts tabulated for this report do not include estimates 
of incurred-but-not-reported (IBNR) claims for medical services performed during all 24 months 
but not yet paid by the end of October 2020. We have assumed the claims runout is effectively 
100 percent complete for Demonstration Year 5. 
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Medicare payments were separated into seven claim categories: 
 

1. Inpatient 
 

2. Skilled Nursing Facility (SNF) 
 

3. Hospice 
 

4. Outpatient 
 

5. Home Health 
 

6. Professional 
 

7. Durable Medical Equipment (DME) 
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3. Basic Approach 
The basic approach to the savings calculation is to compare the trend (as opposed to the 

level) of per member per month (PMPM) Medicare expenditures of those beneficiaries in the 
intervention group (i.e., the demonstration group) with the trend of the PMPM of those 
beneficiaries in the comparison group. This is done by comparing the actual PMPM of the 
individuals in the intervention group with a target PMPM, which is determined by projecting 
forward the PMPM of the intervention group in the baseline period to the Demonstration Year. 
The trend used for the projection is based on the actual experience observed in the comparison 
group during the baseline period and the Demonstration Year. 

 
For Medicare, the PMPM amounts are calculated by dividing total Medicare Parts A and 

B expenditures by the number of member months of eligibility. Medicare-paid amounts do not 
include the amounts for deductibles, coinsurance, or balance billing. For hospital claims, the paid 
amount is reduced for Medicare Disproportionate Share (DSH) payments and Indirect Medical 
Education (IME) payments, because these payments are not directly related to the cost of care 
provided to individual beneficiaries. 

 
3.1 Categories of Beneficiaries 

The basic approach is refined by disaggregating the beneficiaries in the intervention and 
comparison groups by characteristics that affect their level of care and costs. The disaggregation 
is performed using three characteristics that result in 12 categories, or cells, of beneficiaries: 

 
1. Basis of Medicare eligibility: 

(i) Age (65+) or 
(ii) Disability (<65) 

2. Level of Long-Term Services and Supports (LTSS): 
(i) Institution, 

(ii) Home and Community-Based Services (HCBS), or 
(iii) Community 

3. Presence of Severe and Persistent Mental Illness (SPMI): 
(i) Yes or 

(ii) No. 
 

It is important to note that beneficiaries are placed into categories according to their 
characteristics at the time that they are first assigned to a cohort, even if these characteristics 
subsequently change. This is done to ensure that the PMPMs in each category change only from 
the effects of the demonstration and not from the effects of changing the mix of individuals in 
the category. This will also capture the effect of the demonstration to potentially slow the 
progression of the use of LTSS. For example, during the demonstration, some of the 
beneficiaries originally placed in the community category may begin using HCBS or institutional 
services, which usually result in increased costs of care. If the transition rate of beneficiaries in 
the community category who move to categories requiring more intensive services during the 
demonstration is higher for the comparison group than for the intervention group, then the 
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PMPM of the comparison group would increase faster and the savings model would show 
demonstration savings. 

 
3.2 Cohorts 

The beneficiaries are also disaggregated according to when they become eligible for the 
demonstration. Beneficiaries are placed into cohorts based on when they first meet the eligibility 
requirements of the demonstration. Those who met the requirements for eligibility on July 1, 
2013 are in Cohort 1. In order to (1) not include the experience of beneficiaries before they 
become eligible for the demonstration and (2) create closed groups, intervention group Cohort 1 
beneficiaries were subdivided into six subgroups (Washington state rolled out eligibility by 
county over the course of 6 months) for those who first became eligible for the demonstration in 
each of the 6 months July through December 2013. These subgroups are designated as Cohort 
1A through Cohort 1F, respectively. All subsequent cohorts are assigned as follows: 

 
• Cohort 2: Those who met the requirements for eligibility on January 1, 2014 (and 

who are not in Cohort 1) 
 

• Cohort 3: Those who met the requirements for eligibility on January 1, 2015 (and are 
not in Cohort 1 or Cohort 2) 

 
• Cohort 4: Those who met the requirements for eligibility on January 1, 2016 (and are 

not in Cohorts 1, 2 or 3) 
 

• Cohort 5A: Those who met the requirements for eligibility on January 1, 2017 (and 
are not in Cohorts 1, 2, 3 or 4) 

 
• Cohort 5B: Those residing in King and Snohomish counties who met the 

requirements for eligibility on April 1, 2017 
 

• Cohort 6A: Those who met the requirements for eligibility on January 1, 2018 
residing in all counties other than King and Snohomish (and are not in Cohorts 1, 2, 
3, 4 or 5A) 

 
• Cohort 6B: Those residing in King and Snohomish counties who met the 

requirements for eligibility on January 1, 2018 (and are not in Cohort 5B) 
 

• Cohort 7A: Those who met requirements for eligibility on January 1, 2019 residing in 
all counties other than King and Snohomish (and are not in Cohorts 1, 2, 3, 4, 5A or 
6A) 

 
• Cohort 7B: Those residing in King and Snohomish counties who met the 

requirements for eligibility on January 1, 2019 (and are not in Cohorts 5B or 6B) 
 

Note that the demonstration extended to include King and Snohomish counties effective 
April 1, 2017, and as such Cohort 5A has experience for the entirety of Demonstration Year 4 
(which spans January 2017 through December 2017) but Cohort 5B only has 9 months of 
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experience in Demonstration Year 4 (which spans April 2017 through December 2017). 
Beginning in Demonstration Year 5 (which spans January 2018 through December 2018) and for 
all subsequent Demonstration Years, the time periods of experience will be identical, but 
beneficiaries in King and Snohomish counties will continue to be kept in separate sub-cohorts 
and there was a separate comparison group constructed for these individuals. 

 
Washington provided CMS with a file that flags the beneficiaries who have been 

determined to be eligible for the demonstration, including those having a score of 1.5 or greater 
on the Predictive Risk Intelligence System (PRISM).4 This eligibility flag is provided for months 
starting in July 2013, but not for the months in the baseline period. We performed some basic 
eligibility checks on the beneficiaries and excluded them from the savings calculation if, on the 
date that we place them in cohorts, they failed to meet any of the following criteria. We also 
excluded from the baseline period any month for which an eligible beneficiary does not meet 
these basic eligibility requirements 

 
1. Are eligible for Medicaid 

 
2. Reside in a demonstration county 

 
3. Have not elected hospice care 

 
4. Have both Medicare Part A and Part B coverage 

 
5. Are not enrolled in a Group Health Organization 

 
6. Do not have Medicare as a secondary payer 

 
7. Have at least 90 days of experience during the baseline period 

 
8. Are not in another CMS Medicare shared savings initiative. 

For beneficiaries in the comparison group, we applied the same checks, except that 
residence was checked for the appropriate counties in the comparison states. 

Each Metropolitan Statistical Area (MSA) consists of a group of counties. For each state, 
a non-MSA area was constructed from the counties that do not belong to an MSA. In addition, 
RTI simulated the PRISM score of each comparison group beneficiary for each quarter of the 
Demonstration Years. We checked that the comparison group beneficiaries had an RTI-generated 
simulated PRISM score of at least 1.5 in the first quarter of the demonstration for Cohort 1, in 
the third quarter of the demonstration for Cohort 2, in the seventh quarter of the demonstration 
for Cohort 3, in the 11th quarter of the demonstration for Cohort 4, in the 15th quarter of the 
demonstration for Cohort 5A and in the 16th quarter of the demonstration for Cohort 5B, in the 
19th quarter of the demonstration for Cohorts 6A and 6B and in the 23rd quarter of the 
demonstration for Cohorts 7A and 7B. 

 
 
 

4 The PRISM score is based on a proprietary algorithm developed by the state of Washington. 
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Special Note 1: RTI constructed the comparison group for the original demonstration 
area from selected Metropolitan Statistical Areas (MSAs) in three States—Georgia, Arkansas, 
and West Virginia—based on similarities between the demonstration and comparison areas. For 
the demonstration extension to King and Snohomish counties, RTI constructed the comparison 
group from selected MSAs in four states—Michigan, North Carolina, Virginia and West 
Virginia.5 The use of a separate comparison group for these two counties reflects how they are 
notably different in composition from other regions of Washington. 

 
Special Note 2: During the early stages of the Demonstration Year 4 Medicare savings 

analysis, information was provided to CMS and the evaluation contractor that critically 
undermined the validity of the eligibility information reported for Arkansas, one of the 
comparison states, beginning in Demonstration Year 3. Upon further investigation, it became 
clear that including beneficiaries from Arkansas in the comparison group for purposes of the 
actuarial savings analysis for Demonstration Year 3 and onward was not a credible option and 
they were dropped after consultation with CMS. The paragraph below describes the relative 
distribution of the intervention and comparison group beneficiaries after the updates. 

 
The intervention group and the comparison group had roughly the same distribution by 

basis of eligibility. Both groups had roughly 57–58 percent of individuals aged 65 or older. The 
distribution by prevalence of SPMI and facility status showed more variation. In the intervention 
group, there was 39 percent prevalence of SPMI compared with 45 percent in the comparison 
group. In the intervention group, 41 percent of members used HCBS, and 12 percent used 
facility-based LTSS, whereas the prevalence in the comparison group was 16 percent HCBS and 
29 percent facility-based services. Such difference in the distribution by institutional status is 
addressed in the actuarial savings model in which the savings were calculated for each facility 
status category separately and weighted according to the intervention group distribution. 

 
For each cohort after the first, some or all of the baseline experience includes months that 

are also Demonstration Year months for which the beneficiary could have also been eligible for 
the demonstration. These are the first few months of eligibility before the start of each new 
cohort, which occurs on January 1. According to the Final Demonstration Agreement, it was 
agreed to attribute the savings experience of the prior cohort to these months. Thus, for 
Demonstration Year 1, the savings percentage experienced by Cohort 1 was attributed to these 
few months of Cohort 2, and for Demonstration Years 2, 3, 4, and 5, the savings percentage 
experienced by Cohorts 2, 3, 4, 5A, 5B, 6A and 6B were attributed to these few months for 
Cohorts 3, 4, 5A, 6A, 6B, 7A and 7B, respectively. Cohorts 8A and 8B will consist of those who 
were eligible for the demonstration in January 2020 in the original demonstration area and who 
were not in Cohorts 1, 2, 3, 4, 5A, 6A or 7A and those who were eligible for the demonstration 
in January 2020 in King and Snohomish counties who were not in Cohorts 5B, 6B or 7B. 

 
For this report, we have tabulated the eligible member months in Demonstration Year 6 

(January 2019 through December 2019) of preliminary Cohorts 8A and 8B and attribute the 
PMPM savings achieved for Cohorts 7A and 7B, respectively, to these first few months of 

 
 
 

5 A description of the comparison group selection methodology will be included in the Washington annual report. 
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eligibility of Cohorts 8A and 8B. As noted in Section 5.4 below, these preliminary attributions of 
savings can change significantly once additional data becomes available. 

 
The reason for employing cohorts for the analysis is to create closed groups of 

beneficiaries (similarly in the intervention group and the comparison group) whose monthly 
expenditures (PMPM) can be tracked to determine the effects of the demonstration. If new 
entrants were allowed into these groups over time, the new entrants would change the PMPM of 
the groups for reasons unrelated to the effects of the demonstration, but instead related only to 
the change in the mix of the groups. If the mix of the groups were changing every month in terms 
of characteristics affecting costs such as age, gender, risk score, and area of residence, then 
adjustment factors would need to be introduced to take these monthly changes into account. The 
use of closed groups means that these characteristics are not changing significantly between the 
intervention and comparison groups and monthly adjustment factors are not needed. 

 
When the idea of the cohorts was first conceived before the drafting of the preliminary 

report for demonstration year 1, Cohort 1 was to consist of all of those beneficiaries first 
identified as eligible for the demonstration in or before July 2013 without any sub-cohorts. 
However, from those beneficiaries who were dually eligible in July 2013, Washington 
determined their first month of eligibility for the demonstration in stages over the first 6 months 
of operations as the demonstration was being rolled out in different areas. That is, a beneficiary 
was not considered to be eligible for the demonstration for savings calculation purposes until the 
demonstration had been implemented in the beneficiary’s geographic area. It is not possible to 
re-create this process of rolling entry for the comparison group. Thus, Cohort 1 for the 
comparison group consists of those beneficiaries who were both dually eligible in July 2013 and 
deemed eligible for the demonstration in July 2013 by RTI, which simulated the Washington 
PRISM criteria. 

 
The baseline period for all cohorts is shown below: 

 
• Cohort 1: July 1, 2011 through June 30, 2013. 

• Cohort 2: January through December 2013. 

• Cohort 3: January through December 2014. 

• Cohort 4: January through December 2015. 

• Cohort 5A: January through December 2016. 

• Cohort 5B: April 2016 through March 2017. 

• Cohort 6A: January through December 2017. 

• Cohort 6B: January through December 2017. 

• Cohort 7A: January through December 2018. 
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• Cohort 7B: January through December 2018. 

The same beneficiaries are in the baseline and the Demonstration Years and an individual 
beneficiary must have 3 months of baseline experience before being included in a cohort for the 
savings calculation. This means that the beneficiary must have met the basic eligibility 
requirements for at least 3 months during the applicable baseline period. Because the savings 
calculation methodology relies on determining the trend in PMPM expenditures between the 
baseline period and the Demonstration Year, it is essential that each beneficiary have relevant 
experience in both of these periods. 

 
3.3 Determining Member Months 

Savings are determined by comparing intervention and comparison group PMPM 
Medicare expenditures. The first step in determining PMPM amounts is determining the number 
of member months that are used in the calculation for each beneficiary. For Cohort 1, member 
months are calculated for each beneficiary starting on July 1, 2013 (or the first day of 
demonstration eligibility for sub-cohorts) and accruing until one of the following dates or the end 
of the analytic period (i.e., the first day that is not included as a member month): 

 
1. January 1, 2020. 

 
2. The day after death. 

 
3. The day after moving outside of the intervention area or comparison area. 

 
4. The day of joining a Group Health Organization (GHO). 

 
5. The day that Medicare is no longer the primary payer. 

 
6. The day of loss of coverage for either Medicare Part A or Part B. 

 
7. The day of loss of Medicaid eligibility. 

8. For intervention beneficiaries, the day that Washington determines that the 
beneficiary is no longer eligible for the demonstration. 

9. For Cohorts 1 and 2, January 1, 2015 if the beneficiary was a part of a Medicare 
shared savings program in 2015 but had not been a part of a shared savings program 
prior to 2015. 

10. For Cohorts 1, 2 and 3, January 1, 2016 if the beneficiary was part of a Medicare 
shared savings program in 2016, but had not been part of a shared savings program 
prior to 2016. 

 
11. For Cohorts 1, 2, 3 and 4, January 1, 2017 if the beneficiary was part of a Medicare 

shared savings program in 2017, but had not been part of a shared savings program 
prior to 2017. 
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12. For Cohorts 1, 2, 3, 4, 5A and 5B, January 1, 2018 if the beneficiary was part of a 
Medicare shared savings program in 2018, but had not been part of a shared savings 
program prior to 2018. 

13. For Cohorts 1, 2, 3, 4, 5A, 5B, 6A and 6B, January 1, 2019 if the beneficiary was part 
of a Medicare shared savings program in 2019, but had not been part of a shared 
savings program prior to 2019. 

 
When one of the above occurs during a month, a prorated number of member months are 

calculated, so that the number of member months contains fractions of whole months. For 
Cohorts 2, 3, 4, 5A, 6A, 6B, 7A and 7B, the member months are calculated beginning on January 
1, 2014 through 2019 respectively, and accrue until one of the above termination events or the 
end of the analytic period. April 1, 2017 is the starting date applied for Cohort 5B. Also, if a 
beneficiary meets the demonstration eligibility criteria after being terminated previously, his or 
her experience would once again be included. Note that a beneficiary is not dropped from the 
analysis if his or her PRISM score falls below 1.5 or if the beneficiary elects hospice care. Thus, 
although having a PRISM score below 1.5 or being in hospice care prevents a beneficiary from 
becoming eligible for the demonstration, these events do not cause a beneficiary who is 
previously eligible from losing eligibility. 

 
3.4 Calculation of PMPM 

For Medicare, the PMPM expenditures for both the baseline period and the 
Demonstration Years are calculated separately for the intervention and comparison groups, each 
of the 12 categories of beneficiaries, each cohort, each type of service, and for each month of the 
Demonstration Year. For the intervention group, when aggregating across months, cells, types of 
service, or cohorts, expenditures and member months are simply tabulated and divided to obtain 
the aggregate PMPMs. For the comparison group, however, when aggregating across months, 
cells, type of service, or cohorts, expenditures are obtained by multiplying the PMPM of the 
corresponding comparison group by the member months (MM) of the intervention group, which 
represents the expenditures that the comparison group would have experienced if it had the same 
enrollment structure and distribution as the intervention group. Totals obtained in this way are 
referred to as “reweighted” in subsequent tables. 

 
For each cohort, cell, type of service, and demonstration month, a “target” PMPM is 

obtained by multiplying the corresponding PMPM of the intervention group in the baseline 
period (all 24 months combined for Cohort 1 and all 12 months combined for subsequent 
cohorts) times the ratio of (1) the comparison group PMPM in the demonstration month and 
(2) the comparison group PMPM in the baseline period. The target represents the PMPM in the 
baseline period of the intervention group projected forward by the trend in the comparison group. 
The difference between this target PMPM and the actual PMPM in the intervention group in a 
Demonstration Year reflects the impact of the demonstration. 

3.5 AGA and Outlier Adjustments 

Adjustments to the target PMPMs are needed to reflect Federal and State policies and 
market forces that affect the costs in the comparison States differently from those in the 
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demonstration State and to ensure that calculated savings result only from the demonstration and 
not from differences in these other factors. For Medicare expenditures, the only necessary 
adjustment is applying an Average Geographic Adjustment (AGA) factor.6 The AGA factor 
reflects varying FFS cost trends in each county over time compared with the costs of the entire 
nation. The target PMPMs are adjusted so that the comparison group trend is what it would be if 
the AGA factors in the comparison States had changed by the same percentage as the change in 
the demonstration State between the baseline period and the Demonstration Year. 

 
Another adjustment is calculated for both the intervention and the comparison PMPMs to 

account for outliers. Average health care expenditures (as represented by the PMPMs) for a 
group of beneficiaries can be significantly affected by a few very high-cost beneficiaries. 
Although it is possible to save by managing the care of such high-cost beneficiaries in the 
intervention group, this savings cannot be measured unless there are corresponding and similar 
high-cost beneficiaries in the comparison group. The outlier adjustment process begins by 
combining the intervention and comparison group beneficiaries and ranking them by their annual 
Medicare expenditures. A threshold amount is set at the 99th percentile of these annual 
beneficiary-level costs. The expenditures for any individual that exceed this threshold amount 
are winsorized to the threshold amount. The costs above the threshold are subtracted from the 
total costs, and the PMPMs are recalculated by excluding the amounts above the threshold. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

6 Other adjustments will have to be made to the Medicaid expenditures, e.g., to account for differences in 
Medicaid coverage between comparison and intervention states. 
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4. Analysis of Cohorts 
As described above, the purpose of closed cohorts is to ensure that the trend in per 

member per month (PMPM) results from changes in spending on beneficiaries initially placed 
in each category, not from new higher or lower cost beneficiaries joining the cohort over time. 
Although no new entrants are allowed into each cohort after it is created, there will be some 
terminations, and these will affect the mix of beneficiaries slightly. We have calculated the 
number and rates of termination for each cohort to determine whether these rates are 
sufficiently small and similar between the intervention and comparison groups so as to not 
materially affect the analysis. 

Cohort 1 consists of 13,975 Medicare-Medicaid enrollees in the intervention group 
and 23,234 Medicare-Medicaid enrollees in the comparison group. After 78 months of 
operations, there were 4,126 eligible intervention group members and 3,820 eligible 
comparison group members as of December 31, 2019. The monthly attrition rates for the 
intervention and comparison groups were 1.62 percent and 2.25 percent, respectively. The 
most common reason for attrition was death and the monthly death rate for the intervention 
group was 0.76 percent, which was lower than the monthly death rate of 1.03 percent for the 
comparison group. The intervention group also experienced a lower rate of attrition due to a 
beneficiary moving out of area or participating in a shared savings program (SSP). However, 
the intervention group experienced higher monthly rates of demonstration eligibility attrition 
(0.43 percent vs. 0.19 percent7) from (1) loss of dual eligibility (i.e., loss of Medicare or 
Medicaid eligibility) and (2) when Washington indicated that the beneficiary was no longer 
eligible. 

Cohort 1 for the intervention group was divided into six subgroups denoted by 1A 
through 1F. The six subgroups consist of those beneficiaries that Washington first identified 
as being eligible for the demonstration at the start of each of the 6 months from July 2013 
through December 2013. The following table of overall monthly attrition rates shows the 
number of beneficiaries in each subgroup, the monthly death rate, and the total monthly 
attrition rate for each subgroup. 

Table 1 
Cohort 1 composition 

 

Subgroup Number of beneficiaries Monthly death rate Total monthly attrition rate 
1A 2,215 0.97% 1.70% 
1B 3,845 0.62% 1.51% 
1C 388 0.75% 1.84% 
1D 6,013 0.80% 1.64% 
1E 726 0.69% 1.65% 
1F 788 0.58% 1.60% 

Total 13,975   

 
 

7 Note that eligibility for the intervention group is determined using Washington provided eligibility criteria 
including PRISM score. Eligibility for the comparison group is based on the application of Washington 
eligibility criteria to a comparison group which includes an RTI simulated PRISM score. 
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Reasons for ineligibility are summarized in Table 1.A–Table 1.J. Table 1.A 
summarizes the reasons for ineligibility for members of Cohort 1 who became ineligible 
during the first 78 months of demonstration operations. Table 1.B summarizes the reasons for 
ineligibility for members of Cohort 2 who became ineligible during their 72 months of 
demonstration operations. Tables 1.C-J summarize the reasons for ineligibility for members of 
Cohorts 3, 4, 5A, 5B, 6A/B and 7A/B who became ineligible during their 60, 48, 36, 33, 24 
and 12 months of demonstration operations, respectively. Cohort 2 consists of 694 Medicare- 
Medicaid enrollees in the intervention group and 4,356 Medicare-Medicaid enrollees in the 
comparison group. After 72 months, there were 188 eligible intervention group members and 
769 eligible comparison group members. The monthly attrition rates for the intervention and 
comparison groups were 2.02 percent and 2.41 percent, respectively. 

 
Cohort 3 consists of 5,648 Medicare-Medicaid enrollees in the intervention group and 

6,456 Medicare-Medicaid enrollees in the comparison group. After 60 months of operations, 
there were 1,806 eligible intervention group members and 1,313 eligible comparison group 
members. The monthly attrition rates for the intervention and comparison groups were 1.95 
percent and 2.60 percent, respectively. 

 
Cohort 4 consists of 5,833 Medicare-Medicaid enrollees in the intervention group and 

7,237 Medicare-Medicaid enrollees in the comparison group. After 48 months of operations, 
there were 1,991 eligible intervention group members and 1,853 eligible comparison group 
members. The monthly attrition rates for the intervention and comparison groups were 2.30 
percent and 2.75 percent, respectively. 

 
Cohort 5A consists of 6,173 Medicare-Medicaid enrollees in the intervention group 

and 5,476 Medicare-Medicaid enrollees in the comparison group. After 36 months of 
operations, there were 2,622 eligible intervention group members and 1,685 eligible 
comparison group members. The monthly attrition rates for the intervention and comparison 
groups were 2.46 percent and 3.22 percent, respectively. 

 
Cohort 5B consists of 5,938 Medicare-Medicaid enrollees in the intervention group 

and 20,475 Medicare-Medicaid enrollees in the comparison group. After 33 months of 
operations, there were 2,719 eligible intervention group members and 5,724 eligible 
comparison group members. The monthly attrition rates for the intervention and comparison 
groups were 2.40 percent and 3.92 percent, respectively. 

 
Cohort 6A consists of 4,872 Medicare-Medicaid enrollees in the intervention group 

and 4,782 Medicare-Medicaid enrollees in the comparison group. After 24 months of 
operations, there were 2,497 eligible intervention group members and 1,870 eligible 
comparison group members. The monthly attrition rates for the intervention and comparison 
groups were 2.80 percent and 3.99 percent, respectively. 

 
Cohort 6B consists of 3,321 Medicare-Medicaid enrollees in the intervention group 

and 5,388 Medicare-Medicaid enrollees in the comparison group. After 24 months of 
operations, there were 1,765 eligible intervention group members and 1,944 eligible 
comparison group members. The monthly attrition rates for the intervention and comparison 
groups were 2.62 percent and 4.33 percent, respectively. 
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Cohort 7A consists of 4,427 Medicare-Medicaid enrollees in the intervention group 
and 3,443 Medicare-Medicaid enrollees in the comparison group. After 12 months of 
operations, there were 3,045 eligible intervention group members and 2,303 eligible 
comparison group members. The monthly attrition rates for the intervention and comparison 
groups were 3.19 percent and 3.44 percent, respectively. 

 
Cohort 7B consists of 2,125 Medicare-Medicaid enrollees in the intervention group 

and 3,722 Medicare-Medicaid enrollees in the comparison group. After 12 months of 
operations, there were 1,433 eligible intervention group members and 2,484 eligible 
comparison group members. The monthly attrition rates for the intervention and comparison 
groups were 3.32 percent and 3.42 percent, respectively. 

 
Table 1.A 

Reasons for ineligibility for Cohort 1 
 

 
 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 4,603 0.76% 8,942 1.03% 
Loss of Part A or B 52 0.01% 85 0.01% 
GHO enrollment 1,674 0.28% 2,778 0.32% 
Medicare secondary payer 239 0.04% 370 0.04% 
Moved out of service area 416 0.07% 933 0.11% 
Participation in SSP 237 0.04% 4,699 0.54% 
Loss of eligibility 2,628 0.43% 1,607 0.19% 
All ineligibles8 9,849 1.62% 19,414 2.25% 
Beneficiaries as of 7/1/2013 13,975 23,234 
Beneficiaries as of 12/31/2019 4,126 3,820 
Total member months 608,549.74 864,372.94 

GHO = Group Health Organization. 
 
 
 
 
 
 
 
 
 
 
 

8 For Cohorts 1, 2, 3, 4 and 5 we included attrition experience from Demonstration Years 1, 2, 3 and 4 in the 
count of events, the total member months of exposure and the calculation of the monthly attrition rate in 
order to show a full picture of the demonstration attrition to date. Because the Demonstration Years 1, 2, 3 
and 4 experience was finalized, it was not re-run, but the total beneficiary counts for first day eligible and 
eligible as of 12/31/2019 reflect most recent run. This can lead to small discrepancies whereby beneficiaries 
remaining do not equal starting total beneficiaries minus all ineligibles due to retroactive eligibility changes. 
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Table 1.B 
Reasons for ineligibility for Cohort 2 

 

 
 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 178 0.71% 1,410 0.95% 
Loss of Part A or B 5 0.02% 16 0.01% 
GHO enrollment 82 0.33% 522 0.35% 
Medicare secondary payer 14 0.06% 67 0.04% 
Moved out of service area 32 0.13% 220 0.15% 
Participation in SSP 18 0.07% 916 0.61% 
Loss of eligibility 177 0.71% 436 0.29% 
All ineligibles 506 2.02% 3,587 2.41% 
Beneficiaries as of 1/1/2014 694 4,356 
Beneficiaries as of 12/31/2019 188 769 
Total member months 25,048.54 149,124.79 

 
 

Table 1.C 
Reasons for ineligibility for Cohort 3 

 

 
 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 1,318 0.67% 1,982 1.00% 
Loss of Part A or B 13 0.01% 32 0.02% 
GHO enrollment 733 0.37% 691 0.35% 
Medicare secondary payer 95 0.05% 93 0.05% 
Moved out of service area 175 0.09% 279 0.14% 
Participation in SSP 79 0.04% 1,480 0.75% 
Loss of eligibility 1,429 0.72% 586 0.30% 
All ineligibles 3,842 1.95% 5,143 2.60% 
Beneficiaries as of 1/1/2015 5,648 6,456 
Beneficiaries as of 12/31/2019 1,806 1,313 
Total member months 197,272.41 197,792.90 
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Table 1.D 
Reasons for ineligibility for Cohort 4 

 

 
 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 1,153 0.69% 1,976 1.01% 
Loss of Part A or B 25 0.01% 23 0.01% 
GHO enrollment 836 0.50% 897 0.46% 
Medicare secondary payer 89 0.05% 88 0.04% 
Moved out of service area 197 0.12% 268 0.14% 
Participation in SSP 106 0.06% 1,478 0.76% 
Loss of eligibility 1,436 0.86% 654 0.33% 
All ineligibles 3,842 2.30% 5,384 2.75% 
Beneficiaries as of 1/1/2016 5,833 7,237 
Beneficiaries as of 12/31/2019 1,991 1,853 
Total member months 166,731.44 195,675.61 

 
 

Table 1.E 
Reasons for ineligibility for Cohort 5A 

 

 
 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 915 0.63% 1,330 1.13% 
Loss of Part A or B 19 0.01% 20 0.02% 
GHO enrollment 794 0.55% 776 0.66% 
Medicare secondary payer 81 0.06% 46 0.04% 
Moved out of service area 144 0.10% 130 0.11% 
Participation in SSP 94 0.07% 999 0.85% 
Loss of eligibility 1,504 1.04% 490 0.42% 
All ineligibles 3,551 2.46% 3,791 3.22% 
Beneficiaries as of 1/1/2017 6,173 5,476 
Beneficiaries as of 12/31/2019 2,622 1,685 
Total member months 144,450.27 117,572.92 
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Table 1.F 
Reasons for ineligibility for Cohort 5B 

 

 
 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 986 0.74% 3,794 1.01% 
Loss of Part A or B 19 0.01% 57 0.02% 
GHO enrollment 976 0.73% 3,161 0.84% 
Medicare secondary payer 72 0.05% 220 0.06% 
Moved out of service area 193 0.14% 618 0.16% 
Participation in SSP 56 0.04% 5,424 1.44% 
Loss of eligibility 917 0.68% 1,477 0.39% 
All ineligibles 3,219 2.40% 14,751 3.92% 
Beneficiaries as of 4/1/2017 5,938 20,475 
Beneficiaries as of 12/31/2019 2,719 5,724 
Total member months 133,998.09 375,896.43 

 
 

Table 1.G 
Reasons for ineligibility for Cohort 6A 

 

 
 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 589 0.69% 876 1.20% 
Loss of Part A or B 7 0.01% 10 0.01% 
GHO enrollment 538 0.63% 575 0.79% 
Medicare secondary payer 54 0.06% 34 0.05% 
Moved out of service area 153 0.18% 106 0.15% 
Participation in SSP 29 0.03% 835 1.14% 
Loss of eligibility 1,005 1.19% 476 0.65% 
All ineligibles 2,375 2.80% 2,912 3.99% 
Beneficiaries as of 1/1/2018 4,872 4,782 
Beneficiaries as of 12/31/2019 2,497 1,870 
Total member months 84,782.24 73,049.43 
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Reasons for ineligibility for Cohort 6B 
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Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 404 0.68% 957 1.20% 
Loss of Part A or B 8 0.01% 20 0.03% 
GHO enrollment 448 0.75% 941 1.18% 
Medicare secondary payer 32 0.05% 47 0.06% 
Moved out of service area 106 0.18% 132 0.17% 
Participation in SSP 11 0.02% 851 1.07% 
Loss of eligibility 547 0.92% 496 0.62% 
All ineligibles 1,556 2.62% 3,444 4.33% 
Beneficiaries as of 1/1/2018 3,321 5,388 
Beneficiaries as of 12/31/2019 1,765 1,944 
Total member months 59,469.77 79,494.93 

 
 

Table 1.I 
Reasons for ineligibility for Cohort 7A9 

 

 
 

Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 375 0.87% 440 1.33% 
Loss of Part A or B 8 0.02% 14 0.04% 
GHO enrollment 299 0.69% 358 1.08% 
Medicare secondary payer 22 0.05% 18 0.05% 
Moved out of service area 71 0.16% 61 0.18% 
Loss of eligibility 607 1.40% 249 0.75% 
All ineligibles 1,382 3.19% 1,140 3.44% 
Beneficiaries as of 1/1/2019 4,427 3,443 
Beneficiaries as of 12/31/2019 3,045 2,303 
Total member months 43,336.23 33,187.56 

 
 
 
 
 
 
 

9 Note that “Participation in a SSP” is never a possible reason for attrition for the most recently added cohort 
because it is based on prior year’s status. 
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Reasons for ineligibility for Cohort 7B 
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Final ineligibility reason 

Intervention group Comparison group 

Number 
of events 

Monthly 
attrition rate 

Number 
of events 

Monthly 
attrition rate 

Death 149 0.72% 455 1.26% 
Loss of Part A or B 6 0.03% 8 0.02% 
GHO enrollment 194 0.93% 407 1.12% 
Medicare secondary payer 9 0.04% 27 0.07% 
Moved out of service area 61 0.29% 85 0.23% 
Loss of eligibility 273 1.31% 256 0.71% 
All ineligibles 692 3.32% 1,238 3.42% 
Beneficiaries as of 1/1/2019 2,125 3,722 
Beneficiaries as of 12/31/2019 1,433 2,484 
Total member months 20,821.27 36,182.04 
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5. Results of PMPM Cost Analysis 

5.1 Medicare Savings before Adjustments 
The savings are determined by comparing the rate of growth in expenditures between 

the intervention group (WA) and the comparison group (the comparison states) as measured 
by the average monthly costs per beneficiary, i.e., the per member per month (PMPM) costs. 
We begin this calculation by tabulating the PMPM costs for the comparison group in both the 
baseline period and the Demonstration Years as shown in Tables 2A-J. These tables show the 
incurred claims, member months, and per member per month (PMPM) costs for Cohort 1 
(Table 2.A), Cohort 2 (Table 2.B), Cohort 3 (Table 2.C), Cohort 4 (Table 2.D), Cohort 5A 
(Table 2.E), Cohort 5B (Table 2.F), Cohort 6A (Table 2.G), Cohort 6B (Table 2.H), Cohort 
7A (Table 2.I) and Cohort 7B (Table 2.J) for the baseline period and for Demonstration Years 
5 and 6 by category of beneficiary. 

 
• For comparison group Cohort 1, the PMPM increases by 15.0 percent from $1,600 

during the baseline period to $1,840 during Demonstration Year 5 and by 21.9 
percent to $1,951 during Demonstration Year 6. 

 
• For comparison group Cohort 2, the PMPM decreases by 9.6 percent from $1,607 

to $1,453 during Demonstration Year 5 and increases by 3.8 percent to $1,669 
during Demonstration Year 6. 

 
• For comparison group Cohort 3, the PMPM decreases by 9.5 percent from $1,674 

to $1,515 during Demonstration Year 5 and by 11.6 percent to $1,480 during 
Demonstration Year 6. 

 
• For comparison group Cohort 4, the PMPM decreases by 11.5 percent from $1,738 

to $1,534 during Demonstration Year 5 and by 6.9 percent to $1,618 during 
Demonstration Year 6. 

 
• For comparison group Cohort 5A, the PMPM decreases by 8.4 percent from 

$1,813 to $1,660 during Demonstration Year 5 and by 8.4 percent to $1,660 during 
Demonstration Year 6. 

• For comparison group Cohort 5B, the PMPM increases by 3.7 percent from $1,582 
to $1,641 during Demonstration Year 5 and by 8.4 percent to $1,715 during 
Demonstration Year 6. 

 
• For comparison group Cohort 6A, the PMPM decreases by 6.0 percent from 

$2,001 to $1,880 during Demonstration Year 5 and by 5.4 percent to $1,893 during 
Demonstration Year 6. 

• For comparison group Cohort 6B, the PMPM decreases by 9.2 percent from 
$1,779 to $1,615 during Demonstration Year 5 and by 8.0 percent to $1,637 during 
Demonstration Year 6. 
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• For comparison group 7A, the PMPM decreases by 12.8 percent from $2,155 to 
$1,879 during Demonstration Year 6. 

 
• For comparison group 7B, the PMPM decreases by 9.4 percent from $1,923 to 

$1,742 during Demonstration Year 6. 
 

Note: Cohorts 7A and 7B have no experience during Demonstration Year 5. 
 

One significant difference between Cohorts 1 and 5B as compared to Cohorts 2, 3, 4, 
5A, 6A, 6B, 7A and 7B is that Cohorts 1 and 5B represent a cross-section of demonstration- 
eligible beneficiaries, whereas Cohorts 2, 3, 4, 5A, 6A, 6B, 7A and 7B represent newly 
demonstration-eligible beneficiaries. In other words, Cohorts 1 and 5B beneficiaries could 
have first met the requirements for demonstration eligibility at any time during the past 
(perhaps years ago), whereas Cohorts 2, 3, 4, 5A, 6A, 6B, 7A and 7B beneficiaries first met 
the requirements for demonstration eligibility more recently (otherwise they would have been 
included in the corresponding previous cohorts depending on where they reside). 

 
Prior to comparison with the intervention group, as will be shown in subsequent 

tables, the PMPMs in each cell (i.e., the cohort, the specific category of beneficiary, and 
month) are reweighted by the number of member months in the intervention group. The 
resulting totals represent the costs that would have occurred in the comparison group if it had 
the same number and distribution of beneficiaries as the intervention group. 

 
The re-weighted PMPM costs are then further adjusted for two reasons before savings 

are calculated: (1) to reflect the difference in the trend in the Average Geographic Adjustment 
factor between Washington and the comparison States, and (2) to include an adjustment for 
the trimming of outlier costs above the 99th percentile of annual costs of total paid claims 
(Washington and comparison states combined). 
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Table 2.A.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 5, 

by category of beneficiary: Cohort 1 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B)a 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 495,181.0 $792,439,622 $1,600.30 78,141.1 $143,783,704 $1,840.05 1.14982 
Facility, age 65+, with SPMI 32,115.2 $66,311,502 $2,064.80 3,447.3 $6,401,789 $1,857.02 0.89937 
Facility, age 65+, no SPMI 80,858.8 $139,945,392 $1,730.74 5,239.0 $7,646,958 $1,459.62 0.84335 
HCBS, age 65+, with SPMI 10,838.8 $20,539,243 $1,894.97 1,670.3 $3,878,491 $2,322.06 1.22538 
HCBS, age 65+, no SPMI 51,925.0 $84,282,667 $1,623.16 6,156.8 $14,382,882 $2,336.08 1.43922 
Community, age 65+, with SPMI 12,587.9 $16,488,055 $1,309.84 2,657.3 $4,791,368 $1,803.09 1.37657 
Community, age 65+, no SPMI 92,332.0 $108,551,869 $1,175.67 14,856.6 $26,738,474 $1,799.78 1.53085 
Facility, age <65, with SPMI 10,531.3 $26,564,713 $2,522.45 2,153.6 $3,612,706 $1,677.53 0.66504 
Facility, age <65, no SPMI 12,082.5 $28,804,414 $2,383.97 2,013.6 $3,112,819 $1,545.89 0.64845 
HCBS, age <65, with SPMI 18,074.4 $30,515,893 $1,688.35 3,520.1 $5,803,110 $1,648.58 0.97645 
HCBS, age <65, no SPMI 28,593.8 $55,535,580 $1,942.22 5,633.6 $12,347,849 $2,191.83 1.12852 
Community, age <65, with SPMI 58,269.0 $76,748,751 $1,317.15 13,005.1 $18,921,608 $1,454.94 1.10462 
Community, age <65, no SPMI 86,972.3 $138,151,543 $1,588.45 17,787.8 $36,145,649 $2,032.05 1.27926 

a Demonstration Period PMPM divided by Baseline Period PMPM. 
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Table 2.A.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 1 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 495,181.0 $792,439,622 $1,600.30 51,787.7 $101,047,501 $1,951.19 1.21926 
Facility, age 65+, with SPMI 32,115.2 $66,311,502 $2,064.80 2,138.5 $4,229,042 $1,977.59 0.95776 
Facility, age 65+, no SPMI 80,858.8 $139,945,392 $1,730.74 3,206.9 $5,242,919 $1,634.86 0.94461 
HCBS, age 65+, with SPMI 10,838.8 $20,539,243 $1,894.97 1,131.2 $2,798,568 $2,473.91 1.30551 
HCBS, age 65+, no SPMI 51,925.0 $84,282,667 $1,623.16 3,749.6 $8,641,565 $2,304.64 1.41985 
Community, age 65+, with SPMI 12,587.9 $16,488,055 $1,309.84 1,660.9 $3,451,813 $2,078.33 1.58671 
Community, age 65+, no SPMI 92,332.0 $108,551,869 $1,175.67 9,620.4 $17,443,394 $1,813.17 1.54224 
Facility, age <65, with SPMI 10,531.3 $26,564,713 $2,522.45 1,603.5 $2,915,224 $1,817.99 0.72072 
Facility, age <65, no SPMI 12,082.5 $28,804,414 $2,383.97 1,404.6 $2,500,710 $1,780.40 0.74682 
HCBS, age <65, with SPMI 18,074.4 $30,515,893 $1,688.35 2,526.7 $4,750,335 $1,880.06 1.11355 
HCBS, age <65, no SPMI 28,593.8 $55,535,580 $1,942.22 3,529.1 $9,292,671 $2,633.12 1.35573 
Community, age <65, with SPMI 58,269.0 $76,748,751 $1,317.15 8,582.5 $13,650,307 $1,590.48 1.20752 
Community, age <65, no SPMI 86,972.3 $138,151,543 $1,588.45 12,633.7 $26,130,952 $2,068.35 1.30212 
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Table 2.B.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 5, 

by category of beneficiary: Cohort 2 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 42,008.3 $67,515,192 $1,607.19 16,165.3 $23,480,080 $1,452.50 0.90375 
Facility, age 65+, with SPMI 2,059.8 $5,419,492 $2,631.14 516.7 $919,506 $1,779.69 0.67640 
Facility, age 65+, no SPMI 6,716.7 $14,724,625 $2,192.23 1,364.5 $1,918,720 $1,406.15 0.64143 
HCBS, age 65+, with SPMI 613.4 $1,053,551 $1,717.67 311.8 $599,798 $1,923.82 1.12002 
HCBS, age 65+, no SPMI 3,544.0 $5,267,521 $1,486.32 1,159.3 $2,440,731 $2,105.29 1.41644 
Community, age 65+, with SPMI 1,074.8 $1,446,270 $1,345.67 402.8 $670,352 $1,664.20 1.23671 
Community, age 65+, no SPMI 9,976.7 $13,004,722 $1,303.52 3,903.8 $5,166,341 $1,323.42 1.01527 
Facility, age <65, with SPMI 668.8 $2,180,795 $3,260.87 254.4 $398,018 $1,564.57 0.47980 
Facility, age <65, no SPMI 794.5 $2,553,958 $3,214.35 386.0 $825,594 $2,138.84 0.66541 
HCBS, age <65, with SPMI 1,076.6 $1,473,625 $1,368.80 459.6 $481,015 $1,046.49 0.76453 
HCBS, age <65, no SPMI 1,902.1 $2,801,867 $1,473.05 938.5 $1,567,832 $1,670.60 1.13411 
Community, age <65, with SPMI 5,313.9 $6,380,978 $1,200.82 2,749.6 $2,814,659 $1,023.65 0.85246 
Community, age <65, no SPMI 8,267.2 $11,207,788 $1,355.69 3,718.3 $5,677,515 $1,526.92 1.12630 
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Table 2.B.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 2 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 42,008.3 $67,515,192 $1,607.19 10,472.4 $17,473,432 $1,668.53 1.03817 
Facility, age 65+, with SPMI 2,059.8 $5,419,492 $2,631.14 391.7 $567,917 $1,449.74 0.55099 
Facility, age 65+, no SPMI 6,716.7 $14,724,625 $2,192.23 701.5 $1,010,870 $1,440.97 0.65731 
HCBS, age 65+, with SPMI 613.4 $1,053,551 $1,717.67 179.0 $438,187 $2,448.41 1.42542 
HCBS, age 65+, no SPMI 3,544.0 $5,267,521 $1,486.32 686.9 $1,981,835 $2,885.22 1.94118 
Community, age 65+, with SPMI 1,074.8 $1,446,270 $1,345.67 253.3 $401,568 $1,585.19 1.17799 
Community, age 65+, no SPMI 9,976.7 $13,004,722 $1,303.52 2,353.7 $3,908,905 $1,660.72 1.27403 
Facility, age <65, with SPMI 668.8 $2,180,795 $3,260.87 174.9 $474,910 $2,716.06 0.83292 
Facility, age <65, no SPMI 794.5 $2,553,958 $3,214.35 297.3 $662,514 $2,228.52 0.69330 
HCBS, age <65, with SPMI 1,076.6 $1,473,625 $1,368.80 358.5 $320,643 $894.50 0.65350 
HCBS, age <65, no SPMI 1,902.1 $2,801,867 $1,473.05 657.4 $846,797 $1,288.10 0.87444 
Community, age <65, with SPMI 5,313.9 $6,380,978 $1,200.82 1,928.5 $2,355,117 $1,221.21 1.01699 
Community, age <65, no SPMI 8,267.2 $11,207,788 $1,355.69 2,489.7 $4,504,170 $1,809.13 1.33447 
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Table 2.C.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 5, 

by category of beneficiary: Cohort 3 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 65,614.5 $109,816,298 $1,673.66 28,838.1 $43,694,525 $1,515.17 0.90530 
Facility, age 65+, with SPMI 4,878.2 $11,042,653 $2,263.65 1,687.4 $2,762,208 $1,636.97 0.72315 
Facility, age 65+, no SPMI 12,137.4 $26,728,998 $2,202.20 3,435.0 $5,506,670 $1,603.10 0.72795 
HCBS, age 65+, with SPMI 1,111.6 $1,593,577 $1,433.58 500.6 $752,992 $1,504.22 1.04927 
HCBS, age 65+, no SPMI 4,599.1 $7,305,283 $1,588.42 1,883.3 $3,807,348 $2,021.63 1.27273 
Community, age 65+, with SPMI 2,510.0 $3,725,198 $1,484.15 1,140.5 $1,254,696 $1,100.17 0.74128 
Community, age 65+, no SPMI 12,485.8 $16,640,967 $1,332.79 5,491.3 $8,029,320 $1,462.20 1.09709 
Facility, age <65, with SPMI 1,125.0 $3,949,081 $3,510.30 422.5 $771,915 $1,827.01 0.52047 
Facility, age <65, no SPMI 1,435.9 $4,985,720 $3,472.12 572.1 $991,576 $1,733.25 0.49919 
HCBS, age <65, with SPMI 2,068.1 $2,424,892 $1,172.54 1,316.5 $1,393,966 $1,058.84 0.90303 
HCBS, age <65, no SPMI 2,938.7 $3,982,170 $1,355.08 1,855.8 $3,214,494 $1,732.15 1.27826 
Community, age <65, with SPMI 10,202.2 $11,555,501 $1,132.64 5,402.5 $6,151,887 $1,138.72 1.00537 
Community, age <65, no SPMI 10,122.4 $15,882,259 $1,569.02 5,130.7 $9,057,453 $1,765.34 1.12513 
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Table 2.C.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 3 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 65,614.5 $109,816,298 $1,673.66 18,093.6 $26,771,826 $1,479.63 0.88407 
Facility, age 65+, with SPMI 4,878.2 $11,042,653 $2,263.65 947.6 $1,381,385 $1,457.75 0.64398 
Facility, age 65+, no SPMI 12,137.4 $26,728,998 $2,202.20 2,006.8 $2,994,093 $1,492.00 0.67751 
HCBS, age 65+, with SPMI 1,111.6 $1,593,577 $1,433.58 444.2 $714,806 $1,609.02 1.12238 
HCBS, age 65+, no SPMI 4,599.1 $7,305,283 $1,588.42 1,051.5 $2,638,138 $2,508.83 1.57944 
Community, age 65+, with SPMI 2,510.0 $3,725,198 $1,484.15 773.8 $1,061,115 $1,371.33 0.92398 
Community, age 65+, no SPMI 12,485.8 $16,640,967 $1,332.79 3,371.3 $5,630,312 $1,670.09 1.25307 
Facility, age <65, with SPMI 1,125.0 $3,949,081 $3,510.30 269.5 $221,865 $823.30 0.23454 
Facility, age <65, no SPMI 1,435.9 $4,985,720 $3,472.12 399.1 $561,476 $1,406.86 0.40519 
HCBS, age <65, with SPMI 2,068.1 $2,424,892 $1,172.54 1,017.5 $905,734 $890.13 0.75915 
HCBS, age <65, no SPMI 2,938.7 $3,982,170 $1,355.08 1,095.3 $2,073,810 $1,893.42 1.39727 
Community, age <65, with SPMI 10,202.2 $11,555,501 $1,132.64 3,575.9 $3,322,732 $929.21 0.82039 
Community, age <65, no SPMI 10,122.4 $15,882,259 $1,569.02 3,141.1 $5,266,359 $1,676.61 1.06858 
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Table 2.D.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 5, 

by category of beneficiary: Cohort 4 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 74,886.5 $130,154,124 $1,738.02 40,169.6 $61,820,318 $1,538.98 0.88548 
Facility, age 65+, with SPMI 8,799.9 $23,177,043 $2,633.77 3,703.7 $6,591,776 $1,779.78 0.67575 
Facility, age 65+, no SPMI 10,464.5 $21,506,946 $2,055.23 4,403.1 $5,866,599 $1,332.36 0.64828 
HCBS, age 65+, with SPMI 2,013.0 $3,798,610 $1,887.04 1,062.9 $1,887,375 $1,775.67 0.94098 
HCBS, age 65+, no SPMI 4,656.9 $6,769,043 $1,453.55 2,327.6 $5,036,615 $2,163.91 1.48871 
Community, age 65+, with SPMI 3,872.4 $6,423,922 $1,658.90 2,296.8 $3,502,708 $1,525.02 0.91930 
Community, age 65+, no SPMI 13,747.0 $17,606,796 $1,280.78 7,897.7 $11,631,105 $1,472.72 1.14986 
Facility, age <65, with SPMI 2,039.5 $7,820,424 $3,834.53 1,037.9 $2,722,845 $2,623.39 0.68415 
Facility, age <65, no SPMI 1,184.9 $4,054,838 $3,422.18 653.9 $1,549,556 $2,369.60 0.69243 
HCBS, age <65, with SPMI 2,214.7 $2,946,358 $1,330.34 1,277.9 $1,996,312 $1,562.19 1.17428 
HCBS, age <65, no SPMI 2,526.6 $3,932,951 $1,556.63 1,558.0 $2,740,205 $1,758.85 1.12990 
Community, age <65, with SPMI 11,399.1 $13,242,226 $1,161.69 6,984.2 $7,014,999 $1,004.41 0.86462 
Community, age <65, no SPMI 11,968.0 $18,874,966 $1,577.12 6,965.9 $11,280,223 $1,619.35 1.02678 
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Table 2.D.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 4 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 74,886.5 $130,154,124 $1,738.02 25,246.2 $40,851,436 $1,618.12 0.93102 
Facility, age 65+, with SPMI 8,799.9 $23,177,043 $2,633.77 2,271.0 $4,359,511 $1,919.68 0.72887 
Facility, age 65+, no SPMI 10,464.5 $21,506,946 $2,055.23 2,502.6 $4,281,225 $1,710.73 0.83238 
HCBS, age 65+, with SPMI 2,013.0 $3,798,610 $1,887.04 618.1 $1,096,697 $1,774.18 0.94019 
HCBS, age 65+, no SPMI 4,656.9 $6,769,043 $1,453.55 1,417.5 $2,867,309 $2,022.84 1.39165 
Community, age 65+, with SPMI 3,872.4 $6,423,922 $1,658.90 1,475.4 $2,186,413 $1,481.88 0.89329 
Community, age 65+, no SPMI 13,747.0 $17,606,796 $1,280.78 5,051.3 $7,293,040 $1,443.79 1.12727 
Facility, age <65, with SPMI 2,039.5 $7,820,424 $3,834.53 611.3 $1,320,639 $2,160.27 0.56337 
Facility, age <65, no SPMI 1,184.9 $4,054,838 $3,422.18 416.0 $622,169 $1,495.44 0.43698 
HCBS, age <65, with SPMI 2,214.7 $2,946,358 $1,330.34 773.8 $1,503,583 $1,943.05 1.46057 
HCBS, age <65, no SPMI 2,526.6 $3,932,951 $1,556.63 1,067.8 $1,932,741 $1,809.96 1.16274 
Community, age <65, with SPMI 11,399.1 $13,242,226 $1,161.69 4,580.9 $5,142,210 $1,122.53 0.96629 
Community, age <65, no SPMI 11,968.0 $18,874,966 $1,577.12 4,460.3 $8,245,899 $1,848.72 1.17221 
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Table 2.E.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 5, 

by category of beneficiary: Cohort 5A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 55,234.5 $100,113,666 $1,812.52 37,832.1 $62,786,817 $1,659.62 0.91564 
Facility, age 65+, with SPMI 9,699.9 $22,110,254 $2,279.44 6,140.4 $11,411,282 $1,858.40 0.81529 
Facility, age 65+, no SPMI 5,768.6 $12,028,564 $2,085.19 3,660.4 $7,101,490 $1,940.10 0.93042 
HCBS, age 65+, with SPMI 1,794.4 $3,717,937 $2,071.96 1,491.2 $3,806,331 $2,552.55 1.23195 
HCBS, age 65+, no SPMI 2,470.4 $3,972,554 $1,608.09 1,807.3 $3,493,418 $1,933.00 1.20205 
Community, age 65+, with SPMI 4,508.5 $7,350,151 $1,630.30 3,425.0 $4,776,484 $1,394.59 0.85542 
Community, age 65+, no SPMI 8,094.0 $9,210,465 $1,137.94 5,483.8 $5,675,531 $1,034.97 0.90951 
Facility, age <65, with SPMI 2,106.1 $7,470,590 $3,547.09 1,287.1 $4,509,328 $3,503.55 0.98772 
Facility, age <65, no SPMI 957.5 $3,328,035 $3,475.88 697.8 $2,269,242 $3,251.94 0.93557 
HCBS, age <65, with SPMI 2,203.2 $3,920,524 $1,779.45 1,653.8 $2,957,901 $1,788.51 1.00509 
HCBS, age <65, no SPMI 1,620.6 $2,444,637 $1,508.51 1,275.1 $2,131,329 $1,671.47 1.10803 
Community, age <65, with SPMI 9,316.4 $12,525,536 $1,344.46 6,341.9 $7,051,303 $1,111.86 0.82699 
Community, age <65, no SPMI 6,695.1 $12,034,419 $1,797.49 4,568.4 $7,603,178 $1,664.31 0.92591 
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Table 2.E.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 5A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 55,234.5 $100,113,666 $1,812.52 23,152.5 $38,432,394 $1,659.97 0.91583 
Facility, age 65+, with SPMI 9,699.9 $22,110,254 $2,279.44 3,822.0 $6,295,289 $1,647.13 0.72260 
Facility, age 65+, no SPMI 5,768.6 $12,028,564 $2,085.19 1,996.8 $3,924,235 $1,965.25 0.94248 
HCBS, age 65+, with SPMI 1,794.4 $3,717,937 $2,071.96 837.2 $2,668,129 $3,186.90 1.53811 
HCBS, age 65+, no SPMI 2,470.4 $3,972,554 $1,608.09 1,134.2 $2,347,401 $2,069.73 1.28707 
Community, age 65+, with SPMI 4,508.5 $7,350,151 $1,630.30 2,098.3 $2,802,113 $1,335.45 0.81915 
Community, age 65+, no SPMI 8,094.0 $9,210,465 $1,137.94 3,477.0 $4,023,811 $1,157.25 1.01697 
Facility, age <65, with SPMI 2,106.1 $7,470,590 $3,547.09 763.3 $2,102,459 $2,754.53 0.77656 
Facility, age <65, no SPMI 957.5 $3,328,035 $3,475.88 442.3 $1,075,103 $2,430.61 0.69928 
HCBS, age <65, with SPMI 2,203.2 $3,920,524 $1,779.45 935.5 $1,970,951 $2,106.73 1.18392 
HCBS, age <65, no SPMI 1,620.6 $2,444,637 $1,508.51 886.2 $1,068,829 $1,206.09 0.79952 
Community, age <65, with SPMI 9,316.4 $12,525,536 $1,344.46 3,800.3 $4,296,180 $1,130.47 0.84083 
Community, age <65, no SPMI 6,695.1 $12,034,419 $1,797.49 2,959.4 $5,857,895 $1,979.45 1.10123 
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Table 2.F.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 5, 

by category of beneficiary: Cohort 5B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 210,281.7 $332,690,142 $1,582.12 128,192.8 $210,346,049 $1,640.86 1.03713 
Facility, age 65+, with SPMI 24,578.5 $46,576,524 $1,895.01 15,828.2 $28,161,579 $1,779.20 0.93889 
Facility, age 65+, no SPMI 10,335.3 $17,577,714 $1,700.74 6,431.7 $9,934,210 $1,544.57 0.90817 
HCBS, age 65+, with SPMI 5,802.8 $12,529,769 $2,159.27 3,779.8 $8,742,909 $2,313.06 1.07122 
HCBS, age 65+, no SPMI 6,670.5 $11,370,351 $1,704.57 4,335.2 $10,533,482 $2,429.78 1.42545 
Community, age 65+, with SPMI 26,146.3 $42,479,059 $1,624.67 15,653.1 $27,327,384 $1,745.81 1.07457 
Community, age 65+, no SPMI 34,850.4 $41,713,161 $1,196.92 18,741.1 $27,753,779 $1,480.91 1.23726 
Facility, age <65, with SPMI 5,902.3 $15,354,462 $2,601.42 4,255.9 $9,684,871 $2,275.62 0.87476 
Facility, age <65, no SPMI 2,785.0 $4,054,836 $1,455.96 2,045.9 $2,625,993 $1,283.55 0.88159 
HCBS, age <65, with SPMI 7,250.9 $12,543,076 $1,729.86 5,030.2 $8,668,860 $1,723.36 0.99624 
HCBS, age <65, no SPMI 4,331.2 $7,234,071 $1,670.21 3,147.8 $5,807,689 $1,844.97 1.10463 
Community, age <65, with SPMI 57,206.1 $81,825,914 $1,430.37 34,920.5 $47,415,851 $1,357.82 0.94928 
Community, age <65, no SPMI 24,422.3 $39,431,205 $1,614.56 14,023.4 $23,689,443 $1,689.28 1.04628 
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Table 2.F.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 5B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 210,281.7 $332,690,142 $1,582.12 80,098.8 $137,402,034 $1,715.41 1.08425 
Facility, age 65+, with SPMI 24,578.5 $46,576,524 $1,895.01 9,529.4 $17,729,497 $1,860.51 0.98180 
Facility, age 65+, no SPMI 10,335.3 $17,577,714 $1,700.74 3,712.8 $5,935,343 $1,598.63 0.93996 
HCBS, age 65+, with SPMI 5,802.8 $12,529,769 $2,159.27 2,054.0 $5,343,086 $2,601.30 1.20471 
HCBS, age 65+, no SPMI 6,670.5 $11,370,351 $1,704.57 2,333.7 $5,071,222 $2,173.01 1.27481 
Community, age 65+, with SPMI 26,146.3 $42,479,059 $1,624.67 10,065.6 $18,997,879 $1,887.40 1.16171 
Community, age 65+, no SPMI 34,850.4 $41,713,161 $1,196.92 11,428.0 $18,342,460 $1,605.05 1.34098 
Facility, age <65, with SPMI 5,902.3 $15,354,462 $2,601.42 3,221.8 $6,406,354 $1,988.45 0.76437 
Facility, age <65, no SPMI 2,785.0 $4,054,836 $1,455.96 1,544.5 $1,850,130 $1,197.90 0.82276 
HCBS, age <65, with SPMI 7,250.9 $12,543,076 $1,729.86 3,085.6 $6,098,371 $1,976.40 1.14252 
HCBS, age <65, no SPMI 4,331.2 $7,234,071 $1,670.21 1,918.0 $4,330,472 $2,257.75 1.35177 
Community, age <65, with SPMI 57,206.1 $81,825,914 $1,430.37 22,679.2 $32,668,728 $1,440.47 1.00706 
Community, age <65, no SPMI 24,422.3 $39,431,205 $1,614.56 8,526.2 $14,628,490 $1,715.71 1.06265 
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Table 2.G.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 5, 

by category of beneficiary: Cohort 6A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 48,146.2 $96,337,228 $2,000.93 47,388.4 $89,091,211 $1,880.02 0.93957 
Facility, age 65+, with SPMI 9,767.7 $23,702,945 $2,426.66 9,627.6 $19,563,479 $2,032.01 0.83737 
Facility, age 65+, no SPMI 4,958.5 $9,755,842 $1,967.49 5,105.9 $8,164,877 $1,599.11 0.81277 
HCBS, age 65+, with SPMI 1,685.3 $3,551,857 $2,107.56 1,724.2 $4,341,212 $2,517.83 1.19466 
HCBS, age 65+, no SPMI 1,716.9 $3,400,100 $1,980.33 1,750.2 $3,828,130 $2,187.20 1.10446 
Community, age 65+, with SPMI 4,220.9 $8,520,127 $2,018.58 4,097.2 $7,043,649 $1,719.15 0.85167 
Community, age 65+, no SPMI 7,106.5 $10,648,158 $1,498.38 6,843.2 $11,154,738 $1,630.04 1.08787 
Facility, age <65, with SPMI 2,027.2 $6,011,790 $2,965.53 2,142.3 $5,960,956 $2,782.48 0.93827 
Facility, age <65, no SPMI 611.2 $1,798,045 $2,941.86 612.4 $1,378,975 $2,251.79 0.76543 
HCBS, age <65, with SPMI 1,302.7 $2,856,009 $2,192.44 1,370.3 $3,264,444 $2,382.27 1.08658 
HCBS, age <65, no SPMI 1,275.8 $2,021,794 $1,584.75 1,331.2 $2,042,358 $1,534.19 0.96810 
Community, age <65, with SPMI 7,915.5 $14,247,500 $1,799.94 7,382.4 $11,798,313 $1,598.16 0.88790 
Community, age <65, no SPMI 5,558.0 $9,823,061 $1,767.36 5,401.5 $10,550,080 $1,953.19 1.10515 
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Table 2.G.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 6A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 48,146.2 $96,337,228 $2,000.93 25,661.0 $48,572,919 $1,892.87 0.94599 
Facility, age 65+, with SPMI 9,767.7 $23,702,945 $2,426.66 5,064.6 $10,356,445 $2,044.87 0.84267 
Facility, age 65+, no SPMI 4,958.5 $9,755,842 $1,967.49 2,570.9 $4,508,575 $1,753.71 0.89134 
HCBS, age 65+, with SPMI 1,685.3 $3,551,857 $2,107.56 923.2 $2,309,687 $2,501.87 1.18709 
HCBS, age 65+, no SPMI 1,716.9 $3,400,100 $1,980.33 971.1 $2,192,769 $2,258.05 1.14024 
Community, age 65+, with SPMI 4,220.9 $8,520,127 $2,018.58 2,113.3 $3,949,296 $1,868.82 0.92581 
Community, age 65+, no SPMI 7,106.5 $10,648,158 $1,498.38 4,093.1 $6,177,762 $1,509.30 1.00729 
Facility, age <65, with SPMI 2,027.2 $6,011,790 $2,965.53 1,108.6 $3,084,151 $2,781.94 0.93809 
Facility, age <65, no SPMI 611.2 $1,798,045 $2,941.86 306.1 $700,711 $2,289.40 0.77821 
HCBS, age <65, with SPMI 1,302.7 $2,856,009 $2,192.44 741.4 $1,327,551 $1,790.51 0.81667 
HCBS, age <65, no SPMI 1,275.8 $2,021,794 $1,584.75 720.0 $1,248,765 $1,734.49 1.09449 
Community, age <65, with SPMI 7,915.5 $14,247,500 $1,799.94 4,066.1 $5,983,615 $1,471.60 0.81758 
Community, age <65, no SPMI 5,558.0 $9,823,061 $1,767.36 2,982.7 $6,733,591 $2,257.57 1.27737 
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Table 2.H.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 5, 

by category of beneficiary: Cohort 6B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 54,424.9 $96,838,525 $1,779.31 52,323.2 $84,514,118 $1,615.23 0.90779 
Facility, age 65+, with SPMI 7,406.7 $17,936,369 $2,421.63 7,470.2 $13,725,210 $1,837.33 0.75872 
Facility, age 65+, no SPMI 3,502.1 $7,628,312 $2,178.22 3,494.1 $5,172,118 $1,480.24 0.67956 
HCBS, age 65+, with SPMI 1,523.2 $3,546,533 $2,328.39 1,501.4 $4,049,752 $2,697.41 1.15848 
HCBS, age 65+, no SPMI 1,913.0 $3,585,759 $1,874.42 1,812.4 $3,846,909 $2,122.57 1.13239 
Community, age 65+, with SPMI 6,899.0 $12,403,562 $1,797.87 6,658.9 $11,446,703 $1,719.01 0.95614 
Community, age 65+, no SPMI 9,172.2 $11,800,787 $1,286.59 8,429.7 $10,239,983 $1,214.75 0.94416 
Facility, age <65, with SPMI 1,437.1 $5,049,052 $3,513.48 1,484.9 $3,761,538 $2,533.11 0.72097 
Facility, age <65, no SPMI 717.0 $1,285,178 $1,792.44 735.8 $850,327 $1,155.67 0.64475 
HCBS, age <65, with SPMI 1,514.3 $2,766,356 $1,826.87 1,526.8 $2,712,848 $1,776.81 0.97260 
HCBS, age <65, no SPMI 1,151.1 $1,445,239 $1,255.57 1,123.9 $1,384,967 $1,232.33 0.98149 
Community, age <65, with SPMI 12,960.2 $19,697,076 $1,519.81 12,368.9 $17,347,691 $1,402.53 0.92283 
Community, age <65, no SPMI 6,229.1 $9,694,302 $1,556.29 5,716.3 $9,976,072 $1,745.21 1.12139 
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Table 2.H.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 6B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 54,424.9 $96,838,525 $1,779.31 27,171.7 $44,492,257 $1,637.45 0.92027 
Facility, age 65+, with SPMI 7,406.7 $17,936,369 $2,421.63 3,988.8 $7,327,882 $1,837.11 0.75862 
Facility, age 65+, no SPMI 3,502.1 $7,628,312 $2,178.22 1,910.7 $3,072,955 $1,608.29 0.73835 
HCBS, age 65+, with SPMI 1,523.2 $3,546,533 $2,328.39 568.3 $1,565,350 $2,754.36 1.18294 
HCBS, age 65+, no SPMI 1,913.0 $3,585,759 $1,874.42 800.6 $1,515,256 $1,892.60 1.00970 
Community, age 65+, with SPMI 6,899.0 $12,403,562 $1,797.87 3,651.1 $7,785,505 $2,132.39 1.18606 
Community, age 65+, no SPMI 9,172.2 $11,800,787 $1,286.59 4,149.0 $5,095,664 $1,228.16 0.95459 
Facility, age <65, with SPMI 1,437.1 $5,049,052 $3,513.48 965.2 $2,863,737 $2,966.97 0.84445 
Facility, age <65, no SPMI 717.0 $1,285,178 $1,792.44 563.7 $629,815 $1,117.19 0.62328 
HCBS, age <65, with SPMI 1,514.3 $2,766,356 $1,826.87 781.5 $1,296,224 $1,658.74 0.90797 
HCBS, age <65, no SPMI 1,151.1 $1,445,239 $1,255.57 531.1 $686,759 $1,293.02 1.02983 
Community, age <65, with SPMI 12,960.2 $19,697,076 $1,519.81 6,573.9 $8,556,004 $1,301.51 0.85636 
Community, age <65, no SPMI 6,229.1 $9,694,302 $1,556.29 2,687.7 $4,097,105 $1,524.38 0.97950 
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Table 2.I MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 7A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 34,209.1 $73,733,739 $2,155.38 33,187.6 $62,371,319 $1,879.36 0.87194 
Facility, age 65+, with SPMI 6,953.9 $18,019,761 $2,591.33 7,083.8 $13,952,455 $1,969.63 0.76009 
Facility, age 65+, no SPMI 4,049.1 $10,651,927 $2,630.67 4,166.4 $9,029,564 $2,167.21 0.82382 
HCBS, age 65+, with SPMI 1,377.9 $2,856,622 $2,073.21 1,417.6 $3,838,016 $2,707.33 1.30587 
HCBS, age 65+, no SPMI 1,425.0 $2,110,953 $1,481.37 1,437.0 $2,906,872 $2,022.89 1.36555 
Community, age 65+, with SPMI 2,748.4 $4,602,266 $1,674.53 2,570.8 $4,012,735 $1,560.87 0.93213 
Community, age 65+, no SPMI 5,030.6 $7,834,777 $1,557.42 4,610.3 $5,654,176 $1,226.41 0.78746 
Facility, age <65, with SPMI 1,085.2 $4,612,561 $4,250.32 1,072.8 $3,102,157 $2,891.69 0.68035 
Facility, age <65, no SPMI 524.2 $1,950,666 $3,721.04 548.6 $1,669,829 $3,044.07 0.81807 
HCBS, age <65, with SPMI 1,227.1 $3,314,576 $2,701.09 1,185.8 $2,410,064 $2,032.49 0.75247 
HCBS, age <65, no SPMI 874.8 $1,799,957 $2,057.65 911.2 $1,731,095 $1,899.80 0.92329 
Community, age <65, with SPMI 5,041.2 $8,136,402 $1,613.98 4,403.1 $6,372,143 $1,447.19 0.89666 
Community, age <65, no SPMI 3,871.7 $7,843,270 $2,025.80 3,780.1 $7,692,212 $2,034.92 1.00450 
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Table 2.J MEDICARE 
Eligible months, incurred claims, and PMPM for the comparison group, baseline period, and the Demonstration Year 6, 

by category of beneficiary: Cohort 7B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Total 38,695.1 $74,399,516 $1,922.71 36,182.0 $63,011,330 $1,741.51 0.90576 
Facility, age 65+, with SPMI 6,470.0 $14,577,875 $2,253.16 6,305.4 $11,783,334 $1,868.77 0.82940 
Facility, age 65+, no SPMI 2,884.3 $7,207,326 $2,498.78 2,713.5 $4,910,808 $1,809.78 0.72426 
HCBS, age 65+, with SPMI 1,144.7 $2,632,808 $2,300.05 1,057.3 $2,409,370 $2,278.76 0.99075 
HCBS, age 65+, no SPMI 1,161.8 $2,281,127 $1,963.41 1,104.9 $2,354,906 $2,131.32 1.08552 
Community, age 65+, with SPMI 4,873.3 $9,397,098 $1,928.29 4,503.0 $8,786,439 $1,951.23 1.01190 
Community, age 65+, no SPMI 5,877.2 $8,911,281 $1,516.25 5,444.4 $8,000,863 $1,469.55 0.96920 
Facility, age <65, with SPMI 1,348.7 $4,751,869 $3,523.42 1,282.2 $3,291,811 $2,567.24 0.72862 
Facility, age <65, no SPMI 573.0 $1,008,315 $1,759.71 556.3 $445,638 $801.03 0.45521 
HCBS, age <65, with SPMI 806.7 $1,648,239 $2,043.19 770.4 $1,953,984 $2,536.26 1.24132 
HCBS, age <65, no SPMI 820.0 $904,370 $1,102.93 793.8 $949,085 $1,195.64 1.08405 
Community, age <65, with SPMI 8,763.3 $14,550,456 $1,660.38 8,029.5 $10,309,952 $1,284.01 0.77333 
Community, age <65, no SPMI 3,972.2 $6,528,752 $1,643.61 3,621.2 $7,815,140 $2,158.14 1.31305 
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Table 2.K 
Comparison group summary (all cohorts) 

 

 

 

 
 
 
 

Cohort 

Baseline period Demonstration Year 5  
 

Cost trend 
(demo year 4/ 

baseline 
period) 

Demonstration Year 6  
Cost trend 

(demo 
year 5/ 

baseline 
period) 

Number 
of 

eligible 
months 

 
Medicare 
incurred 

claims 

 
 
 

PMPM 

Number 
of 

eligible 
months 

 
Medicare 
incurred 

claims 

 
 
 

PMPM 

Number 
of 

eligible 
months 

 
Medicare 
incurred 

claims 

 
 
 

PMPM 

Cohort 1 495,181.0 $792,439,622 $1,600.30 78,141.1 $143,783,704 $1,840.05 1.14982 51,787.7 $101,047,501 $1,951.19 1.21926 
Cohort 2 42,008.3 $67,515,192 $1,607.19 16,165.3 $23,480,080 $1,452.50 0.90375 10,472.4 $17,473,432 $1,668.53 1.03817 
Cohort 3 65,614.5 $109,816,298 $1,673.66 28,838.1 $43,694,525 $1,515.17 0.90530 18,093.6 $26,771,826 $1,479.63 0.88407 
Cohort 4 74,886.5 $130,154,124 $1,738.02 40,169.6 $61,820,318 $1,538.98 0.88548 25,246.2 $40,851,436 $1,618.12 0.93102 
Cohort 5A 55,234.5 $100,113,666 $1,812.52 37,832.1 $62,786,817 $1,659.62 0.91564 23,152.5 $38,432,394 $1,659.97 0.91583 
Cohort 5B 210,281.7 $332,690,142 $1,582.12 128,192.8 $210,346,049 $1,640.86 1.03713 80,098.8 $137,402,034 $1,715.41 1.08425 
Cohort 6A 48,146.2 $96,337,228 $2,000.93 47,388.4 $89,091,211 $1,880.02 0.93957 25,661.0 $48,572,919 $1,892.87 0.94599 
Cohort 6B 54,424.9 $96,838,525 $1,779.31 52,323.2 $84,514,118 $1,615.23 0.90779 27,171.7 $44,492,257 $1,637.45 0.92027 
Cohort 7A 34,209.1 $73,733,739 $2,155.38 0.0 $0 $0.00 0.00000 33,187.6 $62,371,319 $1,879.36 0.87194 
Cohort 7B 38,695.1 $74,399,516 $1,922.71 0.0 $0 $0.00 0.00000 36,182.0 $63,011,330 $1,741.51 0.90576 
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Tables 3.A–3.P show the development of the trend rates from the baseline period to the 
Demonstration Year for the re-weighted comparison group and the intervention group by 
category of beneficiary. The re-weighting was done month by month by cohort and category of 
beneficiary. Thus, the comparison group PMPMs in Tables 3.A–3.P do not match exactly the 
PMPMs in Table 2 by category, because the PMPMs in Table 2 are weighted by the member 
months in the comparison group while the PMPMs in Table 3 are weighted by the member 
months in the intervention group. For example, in Table 2, the Cohort 1 baseline PMPM for the 
category “Facility, Age 65+, with SPMI” is $2,064.80. But in Table 3.G it is $2,057.93. This is 
because in Tables 3.A–3.P, the weighted average PMPM across all months in the baseline period 
is based on the eligible months of the particular cohort of the intervention group beneficiaries 
and not that of the comparison group beneficiaries, even though the PMPM in any specific 
month is the same. 

 
Tables 3.A show the results for the entire Cohort 1 for Demonstration Years 5 and 6 

separately. Table 3.A.1 shows that, for Demonstration Year 5, the PMPM for the comparison 
group increased by 22.2 percent from the baseline period, whereas that of the intervention group 
increased by only 19.6 percent, a difference of 2.6 percentage points. Similarly, Table 3.A.2 
shows that, for Demonstration Year 6, the PMPM for the comparison group increased by 31.4 
percent from the baseline period, whereas that of the intervention group increased by 21.6 
percent, a difference of 9.8 percentage points. 

 
Tables 3.H show the results for Cohort 2. From the baseline period to Demonstration 

Year 5, the PMPM for the comparison group decreased by 11.9 percent and the PMPM for the 
intervention group decreased by 17.3 percent, a difference of 5.4 percentage points. From the 
baseline period to Demonstration Year 6, the PMPM for the comparison group decreased by 1.6 
percent whereas the PMPM for the intervention group decreased by 22.1 percent, a difference of 
20.5 percentage points. 

Tables 3.I show the results for Cohort 3. From the baseline period to Demonstration Year 
5, the PMPM for the comparison group increased by 4.1 percent, and the PMPM for the 
intervention group decreased by 1.7 percent, a difference of 5.8 percentage points. From the 
baseline period to Demonstration Year 6, the PMPM for the comparison group increased by 8.8 
percent and the PMPM for the intervention group increased by 3.8 percent, a difference of 5.0 
percentage points. 

Table 3.J shows the results for Cohort 4. From the baseline period to Demonstration Year 
5, the PMPM for the comparison group increased by 4.7 percent, while the PMPM for the 
intervention group decreased by 2.7 percent, a difference of 7.4 percentage points. From the 
baseline period to Demonstration Year 6, the PMPM for the comparison group increased by 8.4 
percent, while the intervention group decreased by 1.9 percent, a difference of 10.3 percentage 
points. 

 

Table 3.K shows the results for Cohort 5A. From the baseline period to Demonstration 
Year 5, the PMPM for the comparison group increased by 0.1 percent, while the PMPM for the 
intervention group decreased by 12.0 percent, a difference of 12.1 percentage points. From the 
baseline period to Demonstration Year 6, the PMPM for the comparison group increased by 7.1 

APPENDIX S (2) 292



45 

 

 

percent, while the PMPM for the intervention group decreased by 4.6 percent, a difference of 
11.7 percentage points. 

 
Table 3.L shows the results for Cohort 5B. From the baseline period to Demonstration 

Year 5, the PMPM for the comparison group increased by 11.2 percent, while the PMPM for the 
intervention group increased by 1.1 percent, a difference of 10.1 percentage points. From the 
baseline period to Demonstration Year 6, the PMPM for the comparison group increased by 17.5 
percent, while the PMPM for the intervention group increased by 9.4 percent, a difference of 8.1 
percentage points. 

 
Table 3.M shows the results for Cohort 6A. From the baseline period to Demonstration 

Year 5, the PMPM for the comparison group increased by 0.8 percent, while the PMPM for the 
intervention group decreased by 17.6 percent, a difference of 18.4 percentage points. From the 
baseline period to Demonstration Year 6, the PMPM for the comparison group decreased by 0.7 
percent, while the PMPM for the intervention group decreased by 19.5 percent, a difference of 
18.8 percentage points. 

 
Table 3.N shows the results for Cohort 6B. From the baseline period to Demonstration 

Year 5, the PMPM for the comparison group decreased by 0.6 percent, while the PMPM for the 
intervention group decreased by 12.0 percent, a difference of 11.4 percentage points. From the 
baseline period to Demonstration Year 6, the PMPM for the comparison group decreased by 0.2 
percent, while the PMPM for the intervention group decreased by 8.2 percent, a difference of 8.0 
percentage points. 

 
Table 3.O shows the results for Cohort 7A. From the baseline period to Demonstration 

Year 6, the PMPM for the comparison group decreased by 3.8 percent, while the PMPM for the 
intervention group decreased by 8.8 percent, a difference of 5.0 percentage points. Table 3.P 
shows the results for Cohort 7B. From the baseline period to Demonstration Year 5, the PMPM 
for the comparison group decreased by 2.4 percent, while the PMPM for the intervention group 
decreased by 15.1 percent, a difference of 12.7 percentage points. 

 
Tables 4.A and 4.B summarize the results of Tables 3.A–3.P by cohort and demonstration 

year. For Cohort 1, sub-cohorts 1A (the first cohort) and 1D (the largest cohort) show the 
greatest difference in trends in the direction of Medicare savings. Cohorts 1B, 1C, 1E, and 1F all 
show negative Medicare savings. Cohort 2 shows slight Medicare savings, but the small size of 
the cohort means the savings is less substantial. Cohort 3 shows moderate Medicare savings, and 
Cohorts 4, 5A, 5B, 6A, 6B, 7A and 7B all show more substantial Medicare savings. The wide 
variation in the trends by cohort highlights the variability of health care costs. The aggregate 
experience of all cohorts combined should be considered more reliable than that of the individual 
cohorts or sub-cohorts. 
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Table 3.A.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 1 Total 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 300,541.1 $478,511,235 $1,592.17 65,777.2 $127,974,708 $1,945.58 1.222 
Facility, age 65+, with SPMI 8,034.5 $16,534,542 $2,057.93 810.9 $1,506,770 $1,858.17 0.903 
Facility, age 65+, no SPMI 20,695.7 $35,690,181 $1,724.52 1,641.4 $2,394,059 $1,458.56 0.846 
HCBS, age 65+, with SPMI 12,692.4 $24,055,314 $1,895.25 2,566.6 $5,957,081 $2,321.04 1.225 
HCBS, age 65+, no SPMI 57,590.4 $93,564,252 $1,624.65 10,033.5 $23,442,342 $2,336.42 1.438 
Community, age 65+, with SPMI 7,196.4 $9,442,825 $1,312.15 1,527.1 $2,745,123 $1,797.66 1.370 
Community, age 65+, no SPMI 54,777.7 $64,461,342 $1,176.78 10,850.4 $19,525,011 $1,799.47 1.529 
Facility, age <65, with SPMI 2,328.6 $5,874,283 $2,522.69 513.0 $860,241 $1,677.00 0.665 
Facility, age <65, no SPMI 2,819.8 $6,751,321 $2,394.22 624.3 $967,255 $1,549.27 0.647 
HCBS, age <65, with SPMI 21,022.7 $35,496,599 $1,688.49 6,541.6 $10,794,468 $1,650.13 0.977 
HCBS, age <65, no SPMI 40,606.4 $78,915,525 $1,943.43 11,758.5 $25,779,457 $2,192.42 1.128 
Community, age <65, with SPMI 29,285.3 $38,589,730 $1,317.72 7,663.8 $11,150,939 $1,455.02 1.104 
Community, age <65, no SPMI 43,491.1 $69,135,320 $1,589.64 11,246.3 $22,851,962 $2,031.95 1.278 

Intervention group 300,541.1 $484,510,829 $1,612.13 65,777.2 $126,814,776 $1,927.94 1.196 
Facility, age 65+, with SPMI 8,034.5 $17,576,967 $2,187.68 810.9 $751,629 $926.92 0.424 
Facility, age 65+, no SPMI 20,695.7 $39,145,639 $1,891.49 1,641.4 $1,942,205 $1,183.28 0.626 
HCBS, age 65+, with SPMI 12,692.4 $24,018,817 $1,892.37 2,566.6 $4,426,587 $1,724.72 0.911 
HCBS, age 65+, no SPMI 57,590.4 $90,235,491 $1,566.85 10,033.5 $21,046,938 $2,097.68 1.339 
Community, age 65+, with SPMI 7,196.4 $9,895,987 $1,375.13 1,527.1 $2,348,106 $1,537.67 1.118 
Community, age 65+, no SPMI 54,777.7 $66,727,404 $1,218.15 10,850.4 $21,675,251 $1,997.64 1.640 
Facility, age <65, with SPMI 2,328.6 $7,974,151 $3,424.47 513.0 $970,121 $1,891.21 0.552 
Facility, age <65, no SPMI 2,819.8 $11,926,346 $4,229.44 624.3 $1,196,726 $1,916.82 0.453 
HCBS, age <65, with SPMI 21,022.7 $35,119,181 $1,670.54 6,541.6 $10,902,955 $1,666.71 0.998 
HCBS, age <65, no SPMI 40,606.4 $72,535,248 $1,786.30 11,758.5 $25,398,572 $2,160.02 1.209 
Community, age <65, with SPMI 29,285.3 $37,682,667 $1,286.74 7,663.8 $12,513,752 $1,632.84 1.269 
Community, age <65, no SPMI 43,491.1 $71,672,932 $1,647.99 11,246.3 $23,641,933 $2,102.19 1.276 
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Table 3.A.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 1 Total 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 300,541.1 $478,511,235 $1,592.17 54,347.9 $113,701,931 $2,092.11 1.314 
Facility, age 65+, with SPMI 8,034.5 $16,534,542 $2,057.93 512.4 $1,007,386 $1,966.00 0.955 
Facility, age 65+, no SPMI 20,695.7 $35,690,181 $1,724.52 1,058.1 $1,728,660 $1,633.80 0.947 
HCBS, age 65+, with SPMI 12,692.4 $24,055,314 $1,895.25 2,124.5 $5,273,925 $2,482.45 1.310 
HCBS, age 65+, no SPMI 57,590.4 $93,564,252 $1,624.65 7,752.7 $17,914,332 $2,310.73 1.422 
Community, age 65+, with SPMI 7,196.4 $9,442,825 $1,312.15 1,236.2 $2,574,387 $2,082.58 1.587 
Community, age 65+, no SPMI 54,777.7 $64,461,342 $1,176.78 8,780.7 $15,913,723 $1,812.34 1.540 
Facility, age <65, with SPMI 2,328.6 $5,874,283 $2,522.69 414.6 $753,953 $1,818.59 0.721 
Facility, age <65, no SPMI 2,819.8 $6,751,321 $2,394.22 547.2 $973,539 $1,779.24 0.743 
HCBS, age <65, with SPMI 21,022.7 $35,496,599 $1,688.49 5,618.4 $10,547,542 $1,877.33 1.112 
HCBS, age <65, no SPMI 40,606.4 $78,915,525 $1,943.43 10,232.1 $26,894,219 $2,628.41 1.352 
Community, age <65, with SPMI 29,285.3 $38,589,730 $1,317.72 6,473.0 $10,290,897 $1,589.82 1.207 
Community, age <65, no SPMI 43,491.1 $69,135,320 $1,589.64 9,598.1 $19,829,368 $2,065.96 1.300 

Intervention group 300,541.1 $484,510,829 $1,612.13 54,347.9 $106,534,101 $1,960.23 1.216 
Facility, age 65+, with SPMI 8,034.5 $17,576,967 $2,187.68 512.4 $703,008 $1,371.98 0.627 
Facility, age 65+, no SPMI 20,695.7 $39,145,639 $1,891.49 1,058.1 $1,539,692 $1,455.20 0.769 
HCBS, age 65+, with SPMI 12,692.4 $24,018,817 $1,892.37 2,124.5 $4,180,888 $1,967.95 1.040 
HCBS, age 65+, no SPMI 57,590.4 $90,235,491 $1,566.85 7,752.7 $16,294,628 $2,101.81 1.341 
Community, age 65+, with SPMI 7,196.4 $9,895,987 $1,375.13 1,236.2 $1,634,157 $1,321.97 0.961 
Community, age 65+, no SPMI 54,777.7 $66,727,404 $1,218.15 8,780.7 $16,458,870 $1,874.43 1.539 
Facility, age <65, with SPMI 2,328.6 $7,974,151 $3,424.47 414.6 $520,263 $1,254.91 0.366 
Facility, age <65, no SPMI 2,819.8 $11,926,346 $4,229.44 547.2 $1,145,150 $2,092.88 0.495 
HCBS, age <65, with SPMI 21,022.7 $35,119,181 $1,670.54 5,618.4 $9,664,878 $1,720.23 1.030 
HCBS, age <65, no SPMI 40,606.4 $72,535,248 $1,786.30 10,232.1 $20,827,624 $2,035.51 1.140 
Community, age <65, with SPMI 29,285.3 $37,682,667 $1,286.74 6,473.0 $11,585,737 $1,789.86 1.391 
Community, age <65, no SPMI 43,491.1 $71,672,932 $1,647.99 9,598.1 $21,979,206 $2,289.95 1.390 
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Table 3.B.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 5, by category of beneficiary: Cohort 1A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

 
Incurred claims 

 
PMPM 

Re-weighted comparison group 48,488.0 $78,754,198 $1,624.20 9,903.2 $19,681,818 $1,987.42 1.224 
Facility, age 65+, with SPMI 1,352.5 $2,783,905 $2,058.35 107.2 $198,923 $1,856.30 0.902 
Facility, age 65+, no SPMI 2,903.2 $4,986,268 $1,717.53 149.3 $217,930 $1,459.90 0.850 
HCBS, age 65+, with SPMI 2,269.5 $4,300,359 $1,894.85 417.5 $966,721 $2,315.77 1.222 
HCBS, age 65+, no SPMI 10,415.6 $16,922,467 $1,624.72 1,623.0 $3,793,491 $2,337.27 1.439 
Community, age 65+, with SPMI 1,044.6 $1,366,976 $1,308.56 201.2 $360,321 $1,790.74 1.368 
Community, age 65+, no SPMI 8,618.5 $10,152,870 $1,178.03 1,542.0 $2,774,227 $1,799.14 1.527 
Facility, age <65, with SPMI 479.0 $1,208,097 $2,521.97 70.0 $117,262 $1,675.17 0.664 
Facility, age <65, no SPMI 596.9 $1,420,117 $2,379.14 151.0 $233,248 $1,544.69 0.649 
HCBS, age <65, with SPMI 3,601.9 $6,081,141 $1,688.33 990.0 $1,635,504 $1,652.00 0.978 
HCBS, age <65, no SPMI 8,245.1 $16,023,110 $1,943.35 2,282.0 $5,003,327 $2,192.54 1.128 
Community, age <65, with SPMI 2,682.4 $3,530,797 $1,316.26 750.0 $1,089,906 $1,453.17 1.104 
Community, age <65, no SPMI 6,278.7 $9,978,092 $1,589.20 1,620.1 $3,290,958 $2,031.36 1.278 

Intervention group 48,488.0 $128,622,626 $2,652.67 9,903.2 $26,728,247 $2,698.95 1.017 
Facility, age 65+, with SPMI 1,352.5 $4,491,706 $3,321.06 107.2 $195,928 $1,828.34 0.551 
Facility, age 65+, no SPMI 2,903.2 $7,189,174 $2,476.33 149.3 $170,410 $1,141.57 0.461 
HCBS, age 65+, with SPMI 2,269.5 $6,589,879 $2,903.67 417.5 $1,166,954 $2,795.42 0.963 
HCBS, age 65+, no SPMI 10,415.6 $24,885,794 $2,389.27 1,623.0 $4,236,451 $2,610.19 1.092 
Community, age 65+, with SPMI 1,044.6 $2,160,270 $2,067.95 201.2 $477,871 $2,374.95 1.148 
Community, age 65+, no SPMI 8,618.5 $18,306,257 $2,124.06 1,542.0 $4,137,170 $2,683.04 1.263 
Facility, age <65, with SPMI 479.0 $2,542,110 $5,306.80 70.0 $47,764 $682.34 0.129 
Facility, age <65, no SPMI 596.9 $2,844,227 $4,764.97 151.0 $222,571 $1,473.98 0.309 
HCBS, age <65, with SPMI 3,601.9 $10,014,768 $2,780.44 990.0 $2,167,999 $2,189.87 0.788 
HCBS, age <65, no SPMI 8,245.1 $22,193,360 $2,691.70 2,282.0 $6,632,155 $2,906.31 1.080 
Community, age <65, with SPMI 2,682.4 $6,561,637 $2,446.14 750.0 $2,428,337 $3,237.69 1.324 
Community, age <65, no SPMI 6,278.7 $20,843,442 $3,319.71 1,620.1 $4,844,638 $2,990.38 0.901 
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Table 3.B.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 6, by category of beneficiary: Cohort 1A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

 
Incurred claims 

 
PMPM 

Re-weighted comparison group 48,488.0 $78,754,198 $1,624.20 7,920.6 $17,109,366 $2,160.11 1.330 
Facility, age 65+, with SPMI 1,352.5 $2,783,905 $2,058.35 47.1 $92,670 $1,968.55 0.956 
Facility, age 65+, no SPMI 2,903.2 $4,986,268 $1,717.53 87.0 $142,328 $1,636.14 0.953 
HCBS, age 65+, with SPMI 2,269.5 $4,300,359 $1,894.85 344.2 $856,859 $2,489.30 1.314 
HCBS, age 65+, no SPMI 10,415.6 $16,922,467 $1,624.72 1,249.9 $2,889,589 $2,311.87 1.423 
Community, age 65+, with SPMI 1,044.6 $1,366,976 $1,308.56 189.7 $395,736 $2,085.75 1.594 
Community, age 65+, no SPMI 8,618.5 $10,152,870 $1,178.03 1,138.1 $2,065,723 $1,814.99 1.541 
Facility, age <65, with SPMI 479.0 $1,208,097 $2,521.97 50.0 $90,899 $1,817.98 0.721 
Facility, age <65, no SPMI 596.9 $1,420,117 $2,379.14 135.4 $240,896 $1,778.94 0.748 
HCBS, age <65, with SPMI 3,601.9 $6,081,141 $1,688.33 789.4 $1,481,531 $1,876.78 1.112 
HCBS, age <65, no SPMI 8,245.1 $16,023,110 $1,943.35 1,955.4 $5,138,013 $2,627.64 1.352 
Community, age <65, with SPMI 2,682.4 $3,530,797 $1,316.26 590.1 $938,059 $1,589.76 1.208 
Community, age <65, no SPMI 6,278.7 $9,978,092 $1,589.20 1,344.3 $2,777,062 $2,065.83 1.300 

Intervention group 48,488.0 $128,622,626 $2,652.67 7,920.6 $20,531,587 $2,592.18 0.977 
Facility, age 65+, with SPMI 1,352.5 $4,491,706 $3,321.06 47.1 $97,718 $2,075.77 0.625 
Facility, age 65+, no SPMI 2,903.2 $7,189,174 $2,476.33 87.0 $119,539 $1,374.16 0.555 
HCBS, age 65+, with SPMI 2,269.5 $6,589,879 $2,903.67 344.2 $713,838 $2,073.81 0.714 
HCBS, age 65+, no SPMI 10,415.6 $24,885,794 $2,389.27 1,249.9 $3,235,783 $2,588.85 1.084 
Community, age 65+, with SPMI 1,044.6 $2,160,270 $2,067.95 189.7 $199,633 $1,052.18 0.509 
Community, age 65+, no SPMI 8,618.5 $18,306,257 $2,124.06 1,138.1 $3,030,685 $2,662.83 1.254 
Facility, age <65, with SPMI 479.0 $2,542,110 $5,306.80 50.0 $46,559 $931.19 0.175 
Facility, age <65, no SPMI 596.9 $2,844,227 $4,764.97 135.4 $456,541 $3,371.42 0.708 
HCBS, age <65, with SPMI 3,601.9 $10,014,768 $2,780.44 789.4 $1,838,495 $2,328.97 0.838 
HCBS, age <65, no SPMI 8,245.1 $22,193,360 $2,691.70 1,955.4 $4,651,479 $2,378.82 0.884 
Community, age <65, with SPMI 2,682.4 $6,561,637 $2,446.14 590.1 $1,754,649 $2,973.66 1.216 
Community, age <65, no SPMI 6,278.7 $20,843,442 $3,319.71 1,344.3 $4,386,668 $3,263.20 0.983 
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Table 3.C.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 1B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 83,567.1 $131,605,106 $1,574.84 19,132.6 $37,050,672 $1,936.52 1.230 
Facility, age 65+, with SPMI 2,625.5 $5,399,392 $2,056.49 311.0 $578,022 $1,858.52 0.904 
Facility, age 65+, no SPMI 5,728.2 $9,863,362 $1,721.89 423.2 $619,566 $1,463.89 0.850 
HCBS, age 65+, with SPMI 3,563.5 $6,749,830 $1,894.18 839.1 $1,944,443 $2,317.26 1.223 
HCBS, age 65+, no SPMI 15,666.1 $25,409,746 $1,621.96 3,031.9 $7,083,059 $2,336.17 1.440 
Community, age 65+, with SPMI 2,079.3 $2,725,280 $1,310.68 454.8 $820,385 $1,803.87 1.376 
Community, age 65+, no SPMI 16,756.0 $19,691,126 $1,175.17 3,484.9 $6,271,090 $1,799.50 1.531 
Facility, age <65, with SPMI 707.2 $1,783,893 $2,522.57 224.2 $375,373 $1,674.57 0.664 
Facility, age <65, no SPMI 436.0 $1,056,112 $2,422.27 101.7 $158,002 $1,554.33 0.642 
HCBS, age <65, with SPMI 6,710.7 $11,329,713 $1,688.31 2,245.2 $3,702,982 $1,649.32 0.977 
HCBS, age <65, no SPMI 9,528.3 $18,510,143 $1,942.64 2,983.5 $6,542,150 $2,192.80 1.129 
Community, age <65, with SPMI 8,555.1 $11,262,998 $1,316.53 2,209.2 $3,215,946 $1,455.71 1.106 
Community, age <65, no SPMI 11,211.2 $17,823,513 $1,589.79 2,824.0 $5,739,654 $2,032.46 1.278 

Intervention group 83,567.1 $108,476,913 $1,298.08 19,132.6 $33,855,821 $1,769.54 1.363 
Facility, age 65+, with SPMI 2,625.5 $4,153,377 $1,581.91 311.0 $249,631 $802.64 0.507 
Facility, age 65+, no SPMI 5,728.2 $9,679,939 $1,689.87 423.2 $604,928 $1,429.30 0.846 
HCBS, age 65+, with SPMI 3,563.5 $5,032,372 $1,412.22 839.1 $1,089,176 $1,298.01 0.919 
HCBS, age 65+, no SPMI 15,666.1 $18,456,030 $1,178.09 3,031.9 $5,443,082 $1,795.27 1.524 
Community, age 65+, with SPMI 2,079.3 $2,370,627 $1,140.11 454.8 $620,048 $1,363.37 1.196 
Community, age 65+, no SPMI 16,756.0 $16,271,631 $971.09 3,484.9 $6,113,818 $1,754.37 1.807 
Facility, age <65, with SPMI 707.2 $2,294,483 $3,244.58 224.2 $431,463 $1,924.79 0.593 
Facility, age <65, no SPMI 436.0 $1,627,921 $3,733.76 101.7 $196,993 $1,937.91 0.519 
HCBS, age <65, with SPMI 6,710.7 $9,300,631 $1,385.95 2,245.2 $3,836,034 $1,708.58 1.233 
HCBS, age <65, no SPMI 9,528.3 $14,182,694 $1,488.47 2,983.5 $6,709,874 $2,249.02 1.511 
Community, age <65, with SPMI 8,555.1 $9,515,214 $1,112.23 2,209.2 $3,006,653 $1,360.97 1.224 
Community, age <65, no SPMI 11,211.2 $15,591,994 $1,390.75 2,824.0 $5,554,122 $1,966.76 1.414 
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Table 3.C.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 1B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 

(D/B) 
Number of 

eligible months 
Incurred 

claims 
 

PMPM 
Number of 

eligible months 
Incurred 

claims 
 

PMPM 
Re-weighted comparison group 83,567.1 $131,605,106 $1,574.84 15,489.8 $32,115,928 $2,073.36 1.317 

Facility, age 65+, with SPMI 2,625.5 $5,399,392 $2,056.49 237.5 $468,535 $1,972.96 0.959 
Facility, age 65+, no SPMI 5,728.2 $9,863,362 $1,721.89 253.1 $413,990 $1,635.44 0.950 
HCBS, age 65+, with SPMI 3,563.5 $6,749,830 $1,894.18 716.5 $1,777,029 $2,480.21 1.309 
HCBS, age 65+, no SPMI 15,666.1 $25,409,746 $1,621.96 2,363.0 $5,462,816 $2,311.80 1.425 
Community, age 65+, with SPMI 2,079.3 $2,725,280 $1,310.68 344.7 $717,025 $2,080.28 1.587 
Community, age 65+, no SPMI 16,756.0 $19,691,126 $1,175.17 2,895.6 $5,247,441 $1,812.22 1.542 
Facility, age <65, with SPMI 707.2 $1,783,893 $2,522.57 192.0 $349,733 $1,821.52 0.722 
Facility, age <65, no SPMI 436.0 $1,056,112 $2,422.27 106.0 $189,318 $1,786.02 0.737 
HCBS, age <65, with SPMI 6,710.7 $11,329,713 $1,688.31 1,901.5 $3,572,314 $1,878.73 1.113 
HCBS, age <65, no SPMI 9,528.3 $18,510,143 $1,942.64 2,447.5 $6,438,993 $2,630.87 1.354 
Community, age <65, with SPMI 8,555.1 $11,262,998 $1,316.53 1,794.9 $2,855,386 $1,590.80 1.208 
Community, age <65, no SPMI 11,211.2 $17,823,513 $1,589.79 2,237.5 $4,623,348 $2,066.27 1.300 

Intervention group 83,567.1 $108,476,913 $1,298.08 15,489.8 $27,517,708 $1,776.51 1.369 
Facility, age 65+, with SPMI 2,625.5 $4,153,377 $1,581.91 237.5 $301,796 $1,270.83 0.803 
Facility, age 65+, no SPMI 5,728.2 $9,679,939 $1,689.87 253.1 $474,145 $1,873.08 1.108 
HCBS, age 65+, with SPMI 3,563.5 $5,032,372 $1,412.22 716.5 $1,435,116 $2,003.00 1.418 
HCBS, age 65+, no SPMI 15,666.1 $18,456,030 $1,178.09 2,363.0 $4,014,808 $1,699.02 1.442 
Community, age 65+, with SPMI 2,079.3 $2,370,627 $1,140.11 344.7 $513,424 $1,489.58 1.307 
Community, age 65+, no SPMI 16,756.0 $16,271,631 $971.09 2,895.6 $4,682,706 $1,617.19 1.665 
Facility, age <65, with SPMI 707.2 $2,294,483 $3,244.58 192.0 $304,182 $1,584.28 0.488 
Facility, age <65, no SPMI 436.0 $1,627,921 $3,733.76 106.0 $137,106 $1,293.45 0.346 
HCBS, age <65, with SPMI 6,710.7 $9,300,631 $1,385.95 1,901.5 $3,172,992 $1,668.72 1.204 
HCBS, age <65, no SPMI 9,528.3 $14,182,694 $1,488.47 2,447.5 $5,263,844 $2,150.73 1.445 
Community, age <65, with SPMI 8,555.1 $9,515,214 $1,112.23 1,794.9 $2,678,249 $1,492.11 1.342 
Community, age <65, no SPMI 11,211.2 $15,591,994 $1,390.75 2,237.5 $4,539,340 $2,028.72 1.459 
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Table 3.D.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 5, by category of beneficiary: Cohort 1C 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 7,946.8 $12,115,020 $1,524.51 1,567.5 $3,009,601 $1,919.99 1.259 
Facility, age 65+, with SPMI 78.0 $162,290 $2,080.64 12.0 $22,254 $1,854.52 0.891 
Facility, age 65+, no SPMI 509.6 $883,213 $1,733.25 36.0 $52,211 $1,450.31 0.837 
HCBS, age 65+, with SPMI 415.4 $787,714 $1,896.19 95.0 $220,430 $2,320.31 1.224 
HCBS, age 65+, no SPMI 1,567.7 $2,541,768 $1,621.34 248.8 $580,776 $2,334.38 1.440 
Community, age 65+, with SPMI 286.6 $380,569 $1,327.67 98.2 $176,173 $1,793.55 1.351 
Community, age 65+, no SPMI 2,225.3 $2,627,533 $1,180.74 295.1 $530,903 $1,798.98 1.524 
Facility, age <65, with SPMI 55.0 $139,181 $2,530.57 11.0 $18,392 $1,671.98 0.661 
Facility, age <65, no SPMI 21.0 $55,877 $2,660.81 23.0 $35,614 $1,548.44 0.582 
HCBS, age <65, with SPMI 422.7 $715,949 $1,693.58 168.0 $276,771 $1,647.45 0.973 
HCBS, age <65, no SPMI 710.1 $1,381,750 $1,945.94 183.0 $400,149 $2,186.60 1.124 
Community, age <65, with SPMI 731.4 $963,007 $1,316.70 192.7 $279,877 $1,452.57 1.103 
Community, age <65, no SPMI 924.0 $1,476,169 $1,597.59 204.7 $416,052 $2,032.50 1.272 

Intervention group 7,946.8 $7,898,710 $993.94 1,567.5 $2,776,143 $1,771.05 1.782 
Facility, age 65+, with SPMI 78.0 $190,149 $2,437.80 12.0 $4,964 $413.69 0.170 
Facility, age 65+, no SPMI 509.6 $823,008 $1,615.10 36.0 $62,266 $1,729.60 1.071 
HCBS, age 65+, with SPMI 415.4 $406,330 $978.12 95.0 $95,810 $1,008.53 1.031 
HCBS, age 65+, no SPMI 1,567.7 $1,419,597 $905.53 248.8 $361,839 $1,454.38 1.606 
Community, age 65+, with SPMI 286.6 $432,595 $1,509.16 98.2 $112,550 $1,145.83 0.759 
Community, age 65+, no SPMI 2,225.3 $1,691,547 $760.14 295.1 $536,837 $1,819.09 2.393 
Facility, age <65, with SPMI 55.0 $241,153 $4,384.61 11.0 $43,416 $3,946.87 0.900 
Facility, age <65, no SPMI 21.0 $210,854 $10,040.68 23.0 $46,630 $2,027.39 0.202 
HCBS, age <65, with SPMI 422.7 $312,759 $739.84 168.0 $60,852 $362.22 0.490 
HCBS, age <65, no SPMI 710.1 $625,225 $880.51 183.0 $463,155 $2,530.90 2.874 
Community, age <65, with SPMI 731.4 $608,832 $832.44 192.7 $211,300 $1,096.65 1.317 
Community, age <65, no SPMI 924.0 $936,659 $1,013.70 204.7 $776,524 $3,793.47 3.742 
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Table 3.D.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, 

baseline period, and the Demonstration Year 6, by category of beneficiary: Cohort 1C 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 7,946.8 $12,115,020 $1,524.51 1,227.0 $2,532,040 $2,063.55 1.354 
Facility, age 65+, with SPMI 78.0 $162,290 $2,080.64 13.0 $25,360 $1,950.77 0.938 
Facility, age 65+, no SPMI 509.6 $883,213 $1,733.25 16.4 $27,087 $1,653.50 0.954 
HCBS, age 65+, with SPMI 415.4 $787,714 $1,896.19 72.7 $181,203 $2,493.62 1.315 
HCBS, age 65+, no SPMI 1,567.7 $2,541,768 $1,621.34 186.5 $428,625 $2,297.66 1.417 
Community, age 65+, with SPMI 286.6 $380,569 $1,327.67 81.7 $170,402 $2,086.28 1.571 
Community, age 65+, no SPMI 2,225.3 $2,627,533 $1,180.74 189.2 $344,008 $1,818.60 1.540 
Facility, age <65, with SPMI 55.0 $139,181 $2,530.57 0.0 $0 $0.00 0.000 
Facility, age <65, no SPMI 21.0 $55,877 $2,660.81 24.0 $42,823 $1,784.27 0.671 
HCBS, age <65, with SPMI 422.7 $715,949 $1,693.58 129.1 $242,570 $1,879.45 1.110 
HCBS, age <65, no SPMI 710.1 $1,381,750 $1,945.94 155.4 $408,229 $2,627.72 1.350 
Community, age <65, with SPMI 731.4 $963,007 $1,316.70 168.0 $266,879 $1,588.57 1.206 
Community, age <65, no SPMI 924.0 $1,476,169 $1,597.59 191.2 $394,855 $2,065.40 1.293 

Intervention group 7,946.8 $7,898,710 $993.94 1,227.0 $1,631,819 $1,329.89 1.338 
Facility, age 65+, with SPMI 78.0 $190,149 $2,437.80 13.0 $15,737 $1,210.57 0.497 
Facility, age 65+, no SPMI 509.6 $823,008 $1,615.10 16.4 $59,545 $3,634.96 2.251 
HCBS, age 65+, with SPMI 415.4 $406,330 $978.12 72.7 $177,794 $2,446.71 2.501 
HCBS, age 65+, no SPMI 1,567.7 $1,419,597 $905.53 186.5 $200,839 $1,076.61 1.189 
Community, age 65+, with SPMI 286.6 $432,595 $1,509.16 81.7 $101,887 $1,247.43 0.827 
Community, age 65+, no SPMI 2,225.3 $1,691,547 $760.14 189.2 $200,426 $1,059.55 1.394 
Facility, age <65, with SPMI 55.0 $241,153 $4,384.61 0.0 $0 $0.00 0.000 
Facility, age <65, no SPMI 21.0 $210,854 $10,040.68 24.0 $32,968 $1,373.67 0.137 
HCBS, age <65, with SPMI 422.7 $312,759 $739.84 129.1 $74,312 $575.77 0.778 
HCBS, age <65, no SPMI 710.1 $625,225 $880.51 155.4 $264,362 $1,701.67 1.933 
Community, age <65, with SPMI 731.4 $608,832 $832.44 168.0 $95,487 $568.38 0.683 
Community, age <65, no SPMI 924.0 $936,659 $1,013.70 191.2 $408,461 $2,136.57 2.108 
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Table 3.E.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 1D 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 129,399.2 $207,882,769 $1,606.52 27,937.6 $54,313,191 $1,944.09 1.210 
Facility, age 65+, with SPMI 3,449.1 $7,099,156 $2,058.27 320.5 $595,012 $1,856.39 0.902 
Facility, age 65+, no SPMI 9,573.0 $16,530,797 $1,726.81 843.3 $1,228,095 $1,456.31 0.843 
HCBS, age 65+, with SPMI 5,666.9 $10,738,746 $1,895.01 1,032.9 $2,397,235 $2,320.89 1.225 
HCBS, age 65+, no SPMI 24,215.1 $39,358,354 $1,625.36 4,182.9 $9,772,298 $2,336.26 1.437 
Community, age 65+, with SPMI 2,995.7 $3,929,249 $1,311.61 638.4 $1,147,124 $1,796.91 1.370 
Community, age 65+, no SPMI 19,735.0 $23,217,237 $1,176.45 3,934.4 $7,080,533 $1,799.66 1.530 
Facility, age <65, with SPMI 850.9 $2,145,788 $2,521.68 131.9 $220,821 $1,674.58 0.664 
Facility, age <65, no SPMI 1,455.9 $3,482,455 $2,391.90 276.7 $427,808 $1,546.23 0.646 
HCBS, age <65, with SPMI 8,850.4 $14,942,652 $1,688.37 2,617.7 $4,319,807 $1,650.21 0.977 
HCBS, age <65, no SPMI 18,671.7 $36,297,579 $1,943.99 5,204.0 $11,409,814 $2,192.49 1.128 
Community, age <65, with SPMI 13,939.8 $18,378,011 $1,318.39 3,592.2 $5,224,928 $1,454.54 1.103 
Community, age <65, no SPMI 19,995.6 $31,762,746 $1,588.48 5,162.8 $10,489,717 $2,031.79 1.279 

Intervention group 129,399.2 $219,493,469 $1,696.25 27,937.6 $53,895,988 $1,929.16 1.137 
Facility, age 65+, with SPMI 3,449.1 $8,089,951 $2,345.53 320.5 $256,407 $799.97 0.341 
Facility, age 65+, no SPMI 9,573.0 $19,529,844 $2,040.09 843.3 $956,884 $1,134.70 0.556 
HCBS, age 65+, with SPMI 5,666.9 $11,401,735 $2,012.00 1,032.9 $1,624,459 $1,572.72 0.782 
HCBS, age 65+, no SPMI 24,215.1 $41,155,717 $1,699.59 4,182.9 $9,139,984 $2,185.10 1.286 
Community, age 65+, with SPMI 2,995.7 $4,345,812 $1,450.66 638.4 $864,650 $1,354.43 0.934 
Community, age 65+, no SPMI 19,735.0 $26,698,339 $1,352.84 3,934.4 $8,550,337 $2,173.24 1.606 
Facility, age <65, with SPMI 850.9 $2,783,711 $3,271.35 131.9 $347,886 $2,638.16 0.806 
Facility, age <65, no SPMI 1,455.9 $6,939,015 $4,766.02 276.7 $667,302 $2,411.84 0.506 
HCBS, age <65, with SPMI 8,850.4 $14,556,363 $1,644.72 2,617.7 $4,459,675 $1,703.64 1.036 
HCBS, age <65, no SPMI 18,671.7 $33,932,964 $1,817.35 5,204.0 $10,374,677 $1,993.58 1.097 
Community, age <65, with SPMI 13,939.8 $18,504,005 $1,327.43 3,592.2 $5,959,875 $1,659.14 1.250 
Community, age <65, no SPMI 19,995.6 $31,556,013 $1,578.14 5,162.8 $10,693,852 $2,071.33 1.313 
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Table 3.E.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 1D 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 129,399.2 $207,882,769 $1,606.52 23,762.1 $49,767,772 $2,094.42 1.304 
Facility, age 65+, with SPMI 3,449.1 $7,099,156 $2,058.27 193.9 $380,070 $1,960.32 0.952 
Facility, age 65+, no SPMI 9,573.0 $16,530,797 $1,726.81 587.7 $958,689 $1,631.13 0.945 
HCBS, age 65+, with SPMI 5,666.9 $10,738,746 $1,895.01 871.7 $2,163,535 $2,481.85 1.310 
HCBS, age 65+, no SPMI 24,215.1 $39,358,354 $1,625.36 3,276.5 $7,573,894 $2,311.57 1.422 
Community, age 65+, with SPMI 2,995.7 $3,929,249 $1,311.61 490.1 $1,019,255 $2,079.83 1.586 
Community, age 65+, no SPMI 19,735.0 $23,217,237 $1,176.45 3,244.7 $5,875,268 $1,810.71 1.539 
Facility, age <65, with SPMI 850.9 $2,145,788 $2,521.68 113.0 $205,134 $1,815.34 0.720 
Facility, age <65, no SPMI 1,455.9 $3,482,455 $2,391.90 212.8 $376,773 $1,770.96 0.740 
HCBS, age <65, with SPMI 8,850.4 $14,942,652 $1,688.37 2,349.9 $4,410,312 $1,876.84 1.112 
HCBS, age <65, no SPMI 18,671.7 $36,297,579 $1,943.99 4,705.6 $12,361,340 $2,626.97 1.351 
Community, age <65, with SPMI 13,939.8 $18,378,011 $1,318.39 3,141.2 $4,993,825 $1,589.78 1.206 
Community, age <65, no SPMI 19,995.6 $31,762,746 $1,588.48 4,575.1 $9,449,677 $2,065.47 1.300 

Intervention group 129,399.2 $219,493,469 $1,696.25 23,762.1 $48,321,790 $2,033.57 1.199 
Facility, age 65+, with SPMI 3,449.1 $8,089,951 $2,345.53 193.9 $281,965 $1,454.32 0.620 
Facility, age 65+, no SPMI 9,573.0 $19,529,844 $2,040.09 587.7 $763,258 $1,298.62 0.637 
HCBS, age 65+, with SPMI 5,666.9 $11,401,735 $2,012.00 871.7 $1,518,609 $1,742.04 0.866 
HCBS, age 65+, no SPMI 24,215.1 $41,155,717 $1,699.59 3,276.5 $7,593,790 $2,317.64 1.364 
Community, age 65+, with SPMI 2,995.7 $4,345,812 $1,450.66 490.1 $666,692 $1,360.41 0.938 
Community, age 65+, no SPMI 19,735.0 $26,698,339 $1,352.84 3,244.7 $6,648,826 $2,049.12 1.515 
Facility, age <65, with SPMI 850.9 $2,783,711 $3,271.35 113.0 $93,587 $828.20 0.253 
Facility, age <65, no SPMI 1,455.9 $6,939,015 $4,766.02 212.8 $463,163 $2,177.02 0.457 
HCBS, age <65, with SPMI 8,850.4 $14,556,363 $1,644.72 2,349.9 $4,235,996 $1,802.66 1.096 
HCBS, age <65, no SPMI 18,671.7 $33,932,964 $1,817.35 4,705.6 $9,293,100 $1,974.92 1.087 
Community, age <65, with SPMI 13,939.8 $18,504,005 $1,327.43 3,141.2 $6,205,077 $1,975.39 1.488 
Community, age <65, no SPMI 19,995.6 $31,556,013 $1,578.14 4,575.1 $10,557,728 $2,307.67 1.462 
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Table 3.F.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 1E 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 15,153.3 $23,465,894 $1,548.56 3,353.5 $6,380,605 $1,902.67 1.229 
Facility, age 65+, with SPMI 279.0 $573,525 $2,055.64 29.0 $54,340 $1,873.78 0.912 
Facility, age 65+, no SPMI 1,143.7 $1,980,257 $1,731.43 102.7 $149,534 $1,456.64 0.841 
HCBS, age 65+, with SPMI 297.0 $563,184 $1,896.24 36.2 $86,905 $2,398.98 1.265 
HCBS, age 65+, no SPMI 3,090.8 $5,031,005 $1,627.75 508.4 $1,187,737 $2,336.38 1.435 
Community, age 65+, with SPMI 352.0 $462,917 $1,315.11 52.5 $94,343 $1,795.36 1.365 
Community, age 65+, no SPMI 3,588.7 $4,220,750 $1,176.13 697.7 $1,255,303 $1,799.29 1.530 
Facility, age <65, with SPMI 137.2 $347,384 $2,531.06 39.9 $67,930 $1,700.99 0.672 
Facility, age <65, no SPMI 211.0 $502,282 $2,380.48 44.0 $68,570 $1,558.41 0.655 
HCBS, age <65, with SPMI 755.0 $1,273,188 $1,686.34 297.0 $489,936 $1,649.61 0.978 
HCBS, age <65, no SPMI 1,481.9 $2,878,416 $1,942.35 484.3 $1,061,811 $2,192.58 1.129 
Community, age <65, with SPMI 1,654.5 $2,183,008 $1,319.43 510.7 $744,960 $1,458.59 1.105 
Community, age <65, no SPMI 2,162.5 $3,449,978 $1,595.37 551.1 $1,119,237 $2,030.93 1.273 

Intervention group 15,153.3 $10,288,068 $678.93 3,353.5 $4,817,178 $1,436.46 2.116 
Facility, age 65+, with SPMI 279.0 $340,940 $1,222.01 29.0 $20,355 $701.89 0.574 
Facility, age 65+, no SPMI 1,143.7 $983,611 $860.02 102.7 $52,371 $510.15 0.593 
HCBS, age 65+, with SPMI 297.0 $202,815 $682.88 36.2 $37,431 $1,033.26 1.513 
HCBS, age 65+, no SPMI 3,090.8 $2,497,709 $808.12 508.4 $924,333 $1,818.24 2.250 
Community, age 65+, with SPMI 352.0 $271,496 $771.30 52.5 $148,593 $2,827.74 3.666 
Community, age 65+, no SPMI 3,588.7 $1,918,612 $534.63 697.7 $1,030,537 $1,477.12 2.763 
Facility, age <65, with SPMI 137.2 $57,996 $422.56 39.9 $77,084 $1,930.21 4.568 
Facility, age <65, no SPMI 211.0 $260,623 $1,235.18 44.0 $61,442 $1,396.40 1.131 
HCBS, age <65, with SPMI 755.0 $439,693 $582.37 297.0 $206,738 $696.09 1.195 
HCBS, age <65, no SPMI 1,481.9 $849,446 $573.21 484.3 $740,452 $1,528.99 2.667 
Community, age <65, with SPMI 1,654.5 $1,149,973 $695.05 510.7 $498,239 $975.53 1.404 
Community, age <65, no SPMI 2,162.5 $1,315,153 $608.17 551.1 $1,019,605 $1,850.14 3.042 
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Table 3.F.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 1E 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 15,153.3 $23,465,894 $1,548.56 2,716.7 $5,494,124 $2,022.34 1.306 
Facility, age 65+, with SPMI 279.0 $573,525 $2,055.64 7.0 $13,237 $1,899.80 0.924 
Facility, age 65+, no SPMI 1,143.7 $1,980,257 $1,731.43 65.0 $105,990 $1,631.43 0.942 
HCBS, age 65+, with SPMI 297.0 $563,184 $1,896.24 20.0 $50,481 $2,524.05 1.331 
HCBS, age 65+, no SPMI 3,090.8 $5,031,005 $1,627.75 337.7 $777,422 $2,302.04 1.414 
Community, age 65+, with SPMI 352.0 $462,917 $1,315.11 59.0 $123,684 $2,096.34 1.594 
Community, age 65+, no SPMI 3,588.7 $4,220,750 $1,176.13 560.6 $1,015,889 $1,812.02 1.541 
Facility, age <65, with SPMI 137.2 $347,384 $2,531.06 24.6 $44,786 $1,821.99 0.720 
Facility, age <65, no SPMI 211.0 $502,282 $2,380.48 36.0 $64,234 $1,784.27 0.750 
HCBS, age <65, with SPMI 755.0 $1,273,188 $1,686.34 264.0 $495,887 $1,878.36 1.114 
HCBS, age <65, no SPMI 1,481.9 $2,878,416 $1,942.35 417.0 $1,098,364 $2,633.66 1.356 
Community, age <65, with SPMI 1,654.5 $2,183,008 $1,319.43 437.5 $694,980 $1,588.49 1.204 
Community, age <65, no SPMI 2,162.5 $3,449,978 $1,595.37 488.3 $1,009,170 $2,066.75 1.295 

Intervention group 15,153.3 $10,288,068 $678.93 2,716.7 $4,161,054 $1,531.65 2.256 
Facility, age 65+, with SPMI 279.0 $340,940 $1,222.01 7.0 $1,392 $199.77 0.163 
Facility, age 65+, no SPMI 1,143.7 $983,611 $860.02 65.0 $28,911 $445.00 0.517 
HCBS, age 65+, with SPMI 297.0 $202,815 $682.88 20.0 $82,144 $4,107.21 6.015 
HCBS, age 65+, no SPMI 3,090.8 $2,497,709 $808.12 337.7 $726,402 $2,150.96 2.662 
Community, age 65+, with SPMI 352.0 $271,496 $771.30 59.0 $81,535 $1,381.95 1.792 
Community, age 65+, no SPMI 3,588.7 $1,918,612 $534.63 560.6 $933,746 $1,665.50 3.115 
Facility, age <65, with SPMI 137.2 $57,996 $422.56 24.6 $54,570 $2,220.03 5.254 
Facility, age <65, no SPMI 211.0 $260,623 $1,235.18 36.0 $12,409 $344.70 0.279 
HCBS, age <65, with SPMI 755.0 $439,693 $582.37 264.0 $147,761 $559.70 0.961 
HCBS, age <65, no SPMI 1,481.9 $849,446 $573.21 417.0 $822,774 $1,972.85 3.442 
Community, age <65, with SPMI 1,654.5 $1,149,973 $695.05 437.5 $357,143 $816.31 1.174 
Community, age <65, no SPMI 2,162.5 $1,315,153 $608.17 488.3 $912,268 $1,868.29 3.072 
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Table 3.G.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 1F 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 15,986.6 $24,688,247 $1,544.31 3,882.8 $7,538,821 $1,941.57 1.257 
Facility, age 65+, with SPMI 250.4 $516,275 $2,061.64 31.2 $58,219 $1,866.37 0.905 
Facility, age 65+, no SPMI 838.0 $1,446,285 $1,725.88 86.9 $126,723 $1,457.88 0.845 
HCBS, age 65+, with SPMI 480.2 $915,481 $1,906.48 145.9 $341,348 $2,340.13 1.227 
HCBS, age 65+, no SPMI 2,635.0 $4,300,912 $1,632.22 438.5 $1,024,980 $2,337.62 1.432 
Community, age 65+, with SPMI 438.1 $577,833 $1,318.94 81.9 $146,777 $1,792.46 1.359 
Community, age 65+, no SPMI 3,854.1 $4,551,826 $1,181.02 896.4 $1,612,955 $1,799.31 1.524 
Facility, age <65, with SPMI 99.2 $249,940 $2,519.72 36.0 $60,464 $1,679.55 0.667 
Facility, age <65, no SPMI 99.0 $234,480 $2,368.48 28.0 $44,013 $1,571.89 0.664 
HCBS, age <65, with SPMI 682.0 $1,153,956 $1,691.97 223.7 $369,469 $1,651.79 0.976 
HCBS, age <65, no SPMI 1,969.2 $3,824,528 $1,942.14 621.7 $1,362,207 $2,191.09 1.128 
Community, age <65, with SPMI 1,722.2 $2,271,910 $1,319.22 409.0 $595,322 $1,455.55 1.103 
Community, age <65, no SPMI 2,919.1 $4,644,822 $1,591.19 883.7 $1,796,345 $2,032.77 1.278 

Intervention group 15,986.6 $9,731,043 $608.70 3,882.8 $4,741,399 $1,221.12 2.006 
Facility, age 65+, with SPMI 250.4 $310,844 $1,241.30 31.2 $24,345 $780.44 0.629 
Facility, age 65+, no SPMI 838.0 $940,063 $1,121.79 86.9 $95,347 $1,096.92 0.978 
HCBS, age 65+, with SPMI 480.2 $385,684 $803.19 145.9 $412,757 $2,829.69 3.523 
HCBS, age 65+, no SPMI 2,635.0 $1,820,644 $690.94 438.5 $941,250 $2,146.66 3.107 
Community, age 65+, with SPMI 438.1 $315,186 $719.43 81.9 $124,395 $1,519.12 2.112 
Community, age 65+, no SPMI 3,854.1 $1,841,018 $477.67 896.4 $1,306,552 $1,457.51 3.051 
Facility, age <65, with SPMI 99.2 $54,697 $551.42 36.0 $22,508 $625.24 1.134 
Facility, age <65, no SPMI 99.0 $43,706 $441.48 28.0 $1,788 $63.85 0.145 
HCBS, age <65, with SPMI 682.0 $494,966 $725.74 223.7 $171,656 $767.43 1.057 
HCBS, age <65, no SPMI 1,969.2 $751,558 $381.65 621.7 $478,260 $769.27 2.016 
Community, age <65, with SPMI 1,722.2 $1,343,004 $779.84 409.0 $409,348 $1,000.85 1.283 
Community, age <65, no SPMI 2,919.1 $1,429,671 $489.77 883.7 $753,193 $852.32 1.740 
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Table 3.G.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 1F 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 15,986.6 $24,688,247 $1,544.31 3,231.7 $6,682,701 $2,067.88 1.339 
Facility, age 65+, with SPMI 250.4 $516,275 $2,061.64 14.0 $27,513 $1,965.25 0.953 
Facility, age 65+, no SPMI 838.0 $1,446,285 $1,725.88 48.8 $80,577 $1,649.76 0.956 
HCBS, age 65+, with SPMI 480.2 $915,481 $1,906.48 99.4 $244,817 $2,463.54 1.292 
HCBS, age 65+, no SPMI 2,635.0 $4,300,912 $1,632.22 339.0 $781,986 $2,306.74 1.413 
Community, age 65+, with SPMI 438.1 $577,833 $1,318.94 71.0 $148,284 $2,088.51 1.583 
Community, age 65+, no SPMI 3,854.1 $4,551,826 $1,181.02 752.5 $1,365,394 $1,814.49 1.536 
Facility, age <65, with SPMI 99.2 $249,940 $2,519.72 35.0 $63,402 $1,811.49 0.719 
Facility, age <65, no SPMI 99.0 $234,480 $2,368.48 33.0 $59,496 $1,802.89 0.761 
HCBS, age <65, with SPMI 682.0 $1,153,956 $1,691.97 184.6 $344,928 $1,868.57 1.104 
HCBS, age <65, no SPMI 1,969.2 $3,824,528 $1,942.14 551.3 $1,449,281 $2,628.69 1.354 
Community, age <65, with SPMI 1,722.2 $2,271,910 $1,319.22 341.3 $541,768 $1,587.52 1.203 
Community, age <65, no SPMI 2,919.1 $4,644,822 $1,591.19 761.8 $1,575,255 $2,067.90 1.300 

Intervention group 15,986.6 $9,731,043 $608.70 3,231.7 $4,370,142 $1,352.29 2.222 
Facility, age 65+, with SPMI 250.4 $310,844 $1,241.30 14.0 $4,400 $314.29 0.253 
Facility, age 65+, no SPMI 838.0 $940,063 $1,121.79 48.8 $94,294 $1,930.61 1.721 
HCBS, age 65+, with SPMI 480.2 $385,684 $803.19 99.4 $253,387 $2,549.77 3.175 
HCBS, age 65+, no SPMI 2,635.0 $1,820,644 $690.94 339.0 $523,006 $1,542.79 2.233 
Community, age 65+, with SPMI 438.1 $315,186 $719.43 71.0 $70,987 $999.82 1.390 
Community, age 65+, no SPMI 3,854.1 $1,841,018 $477.67 752.5 $962,481 $1,279.06 2.678 
Facility, age <65, with SPMI 99.2 $54,697 $551.42 35.0 $21,365 $610.42 1.107 
Facility, age <65, no SPMI 99.0 $43,706 $441.48 33.0 $42,963 $1,301.92 2.949 
HCBS, age <65, with SPMI 682.0 $494,966 $725.74 184.6 $195,322 $1,058.11 1.458 
HCBS, age <65, no SPMI 1,969.2 $751,558 $381.65 551.3 $532,064 $965.05 2.529 
Community, age <65, with SPMI 1,722.2 $1,343,004 $779.84 341.3 $495,131 $1,450.86 1.860 
Community, age <65, no SPMI 2,919.1 $1,429,671 $489.77 761.8 $1,174,742 $1,542.13 3.149 
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Table 3.H.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 2 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 4,220.4 $7,342,975 $1,739.88 2,826.7 $4,333,084 $1,532.91 0.881 
Facility, age 65+, with SPMI 69.3 $194,922 $2,811.37 29.2 $51,121 $1,753.06 0.624 
Facility, age 65+, no SPMI 224.1 $559,070 $2,494.36 106.7 $150,051 $1,406.76 0.564 
HCBS, age 65+, with SPMI 143.3 $268,777 $1,875.10 110.0 $211,033 $1,918.48 1.023 
HCBS, age 65+, no SPMI 667.3 $1,128,010 $1,690.47 380.6 $804,041 $2,112.51 1.250 
Community, age 65+, with SPMI 112.9 $181,213 $1,605.69 69.2 $114,450 $1,652.77 1.029 
Community, age 65+, no SPMI 715.1 $1,136,725 $1,589.61 512.5 $682,983 $1,332.65 0.838 
Facility, age <65, with SPMI 48.6 $188,821 $3,883.32 36.0 $56,217 $1,561.59 0.402 
Facility, age <65, no SPMI 49.0 $186,028 $3,796.49 12.0 $25,362 $2,113.50 0.557 
HCBS, age <65, with SPMI 258.8 $412,435 $1,593.54 195.1 $203,944 $1,045.17 0.656 
HCBS, age <65, no SPMI 572.9 $962,097 $1,679.28 474.8 $787,158 $1,657.86 0.987 
Community, age <65, with SPMI 329.2 $441,888 $1,342.48 255.4 $262,200 $1,026.62 0.765 
Community, age <65, no SPMI 1,029.8 $1,682,991 $1,634.24 645.2 $984,525 $1,525.93 0.934 

Intervention group 4,220.4 $9,945,769 $2,356.60 2,826.7 $5,512,243 $1,950.06 0.827 
Facility, age 65+, with SPMI 69.3 $438,707 $6,327.51 29.2 $42,654 $1,462.69 0.231 
Facility, age 65+, no SPMI 224.1 $1,196,636 $5,338.95 106.7 $193,624 $1,815.26 0.340 
HCBS, age 65+, with SPMI 143.3 $256,776 $1,791.38 110.0 $87,162 $792.38 0.442 
HCBS, age 65+, no SPMI 667.3 $1,545,012 $2,315.40 380.6 $906,715 $2,382.28 1.029 
Community, age 65+, with SPMI 112.9 $289,402 $2,564.32 69.2 $189,597 $2,737.96 1.068 
Community, age 65+, no SPMI 715.1 $1,450,968 $2,029.05 512.5 $710,391 $1,386.14 0.683 
Facility, age <65, with SPMI 48.6 $110,141 $2,265.17 36.0 $8,340 $231.67 0.102 
Facility, age <65, no SPMI 49.0 $450,522 $9,194.32 12.0 $6,011 $500.91 0.054 
HCBS, age <65, with SPMI 258.8 $748,549 $2,892.19 195.1 $398,101 $2,040.20 0.705 
HCBS, age <65, no SPMI 572.9 $1,300,020 $2,269.10 474.8 $1,053,466 $2,218.75 0.978 
Community, age <65, with SPMI 329.2 $674,242 $2,048.38 255.4 $259,087 $1,014.43 0.495 
Community, age <65, no SPMI 1,029.8 $1,484,795 $1,441.79 645.2 $1,657,094 $2,568.35 1.781 
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Table 3.H.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 2 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 4,220.4 $7,342,975 $1,739.88 2,414.2 $4,135,064 $1,712.79 0.984 
Facility, age 65+, with SPMI 69.3 $194,922 $2,811.37 24.0 $35,145 $1,464.39 0.521 
Facility, age 65+, no SPMI 224.1 $559,070 $2,494.36 61.5 $86,058 $1,400.42 0.561 
HCBS, age 65+, with SPMI 143.3 $268,777 $1,875.10 110.3 $267,699 $2,427.93 1.295 
HCBS, age 65+, no SPMI 667.3 $1,128,010 $1,690.47 266.0 $764,835 $2,875.67 1.701 
Community, age 65+, with SPMI 112.9 $181,213 $1,605.69 55.3 $85,636 $1,547.63 0.964 
Community, age 65+, no SPMI 715.1 $1,136,725 $1,589.61 496.2 $824,735 $1,662.25 1.046 
Facility, age <65, with SPMI 48.6 $188,821 $3,883.32 36.0 $99,154 $2,754.29 0.709 
Facility, age <65, no SPMI 49.0 $186,028 $3,796.49 12.0 $26,378 $2,198.14 0.579 
HCBS, age <65, with SPMI 258.8 $412,435 $1,593.54 154.3 $136,475 $884.29 0.555 
HCBS, age <65, no SPMI 572.9 $962,097 $1,679.28 464.0 $596,231 $1,284.98 0.765 
Community, age <65, with SPMI 329.2 $441,888 $1,342.48 203.7 $250,663 $1,230.75 0.917 
Community, age <65, no SPMI 1,029.8 $1,682,991 $1,634.24 531.1 $962,055 $1,811.57 1.109 

Intervention group 4,220.4 $9,945,769 $2,356.60 2,414.2 $4,430,479 $1,835.15 0.779 
Facility, age 65+, with SPMI 69.3 $438,707 $6,327.51 24.0 $51,917 $2,163.21 0.342 
Facility, age 65+, no SPMI 224.1 $1,196,636 $5,338.95 61.5 $58,697 $955.17 0.179 
HCBS, age 65+, with SPMI 143.3 $256,776 $1,791.38 110.3 $222,884 $2,021.48 1.128 
HCBS, age 65+, no SPMI 667.3 $1,545,012 $2,315.40 266.0 $251,202 $944.48 0.408 
Community, age 65+, with SPMI 112.9 $289,402 $2,564.32 55.3 $179,641 $3,246.53 1.266 
Community, age 65+, no SPMI 715.1 $1,450,968 $2,029.05 496.2 $627,092 $1,263.90 0.623 
Facility, age <65, with SPMI 48.6 $110,141 $2,265.17 36.0 $16,016 $444.89 0.196 
Facility, age <65, no SPMI 49.0 $450,522 $9,194.32 12.0 $8,003 $666.90 0.073 
HCBS, age <65, with SPMI 258.8 $748,549 $2,892.19 154.3 $255,803 $1,657.47 0.573 
HCBS, age <65, no SPMI 572.9 $1,300,020 $2,269.10 464.0 $1,001,559 $2,158.53 0.951 
Community, age <65, with SPMI 329.2 $674,242 $2,048.38 203.7 $496,630 $2,438.45 1.190 
Community, age <65, no SPMI 1,029.8 $1,484,795 $1,441.79 531.1 $1,261,036 $2,374.56 1.647 
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Table 3.I.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 3 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 61,200.6 $93,045,998 $1,520.35 29,370.2 $46,476,966 $1,582.45 1.041 
Facility, age 65+, with SPMI 1,249.3 $2,839,727 $2,273.12 425.0 $696,399 $1,638.47 0.721 
Facility, age 65+, no SPMI 4,252.8 $9,447,994 $2,221.61 960.5 $1,537,945 $1,601.27 0.721 
HCBS, age 65+, with SPMI 2,628.5 $3,772,984 $1,435.39 1,265.9 $1,903,260 $1,503.51 1.047 
HCBS, age 65+, no SPMI 11,866.5 $18,638,532 $1,570.68 4,930.5 $10,003,831 $2,028.97 1.292 
Community, age 65+, with SPMI 1,951.3 $2,888,862 $1,480.46 1,078.0 $1,184,861 $1,099.18 0.742 
Community, age 65+, no SPMI 11,506.7 $15,358,114 $1,334.72 5,749.9 $8,407,545 $1,462.20 1.096 
Facility, age <65, with SPMI 423.5 $1,488,014 $3,513.99 233.3 $425,684 $1,824.50 0.519 
Facility, age <65, no SPMI 696.3 $2,415,969 $3,469.81 440.5 $759,655 $1,724.47 0.497 
HCBS, age <65, with SPMI 3,460.0 $4,039,095 $1,167.38 2,278.6 $2,415,222 $1,059.97 0.908 
HCBS, age <65, no SPMI 6,699.9 $9,106,677 $1,359.22 4,265.8 $7,379,279 $1,729.87 1.273 
Community, age <65, with SPMI 6,565.4 $7,436,908 $1,132.75 3,026.8 $3,444,857 $1,138.11 1.005 
Community, age <65, no SPMI 9,900.5 $15,613,122 $1,577.00 4,715.4 $8,318,428 $1,764.09 1.119 

Intervention group 61,200.6 $103,440,434 $1,690.19 29,370.2 $48,816,683 $1,662.12 0.983 
Facility, age 65+, with SPMI 1,249.3 $3,181,407 $2,546.62 425.0 $683,278 $1,607.60 0.631 
Facility, age 65+, no SPMI 4,252.8 $9,034,621 $2,124.41 960.5 $1,384,646 $1,441.66 0.679 
HCBS, age 65+, with SPMI 2,628.5 $5,191,095 $1,974.89 1,265.9 $2,151,044 $1,699.25 0.860 
HCBS, age 65+, no SPMI 11,866.5 $21,031,541 $1,772.34 4,930.5 $8,914,752 $1,808.09 1.020 
Community, age 65+, with SPMI 1,951.3 $2,712,797 $1,390.23 1,078.0 $1,662,632 $1,542.40 1.109 
Community, age 65+, no SPMI 11,506.7 $14,881,472 $1,293.29 5,749.9 $8,592,037 $1,494.29 1.155 
Facility, age <65, with SPMI 423.5 $1,956,037 $4,619.24 233.3 $534,526 $2,290.99 0.496 
Facility, age <65, no SPMI 696.3 $3,042,252 $4,369.28 440.5 $807,498 $1,833.07 0.420 
HCBS, age <65, with SPMI 3,460.0 $6,775,101 $1,958.15 2,278.6 $4,153,225 $1,822.73 0.931 
HCBS, age <65, no SPMI 6,699.9 $12,516,956 $1,868.23 4,265.8 $8,373,762 $1,962.99 1.051 
Community, age <65, with SPMI 6,565.4 $8,598,440 $1,309.66 3,026.8 $4,229,253 $1,397.26 1.067 
Community, age <65, no SPMI 9,900.5 $14,518,716 $1,466.46 4,715.4 $7,330,031 $1,554.48 1.060 
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Table 3.I.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 3 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 61,200.6 $93,045,998 $1,520.35 23,794.6 $39,365,826 $1,654.40 1.088 
Facility, age 65+, with SPMI 1,249.3 $2,839,727 $2,273.12 308.5 $449,965 $1,458.65 0.642 
Facility, age 65+, no SPMI 4,252.8 $9,447,994 $2,221.61 701.3 $1,049,505 $1,496.56 0.674 
HCBS, age 65+, with SPMI 2,628.5 $3,772,984 $1,435.39 867.9 $1,384,549 $1,595.28 1.111 
HCBS, age 65+, no SPMI 11,866.5 $18,638,532 $1,570.68 3,703.3 $9,266,699 $2,502.30 1.593 
Community, age 65+, with SPMI 1,951.3 $2,888,862 $1,480.46 899.8 $1,236,677 $1,374.46 0.928 
Community, age 65+, no SPMI 11,506.7 $15,358,114 $1,334.72 4,574.8 $7,631,329 $1,668.12 1.250 
Facility, age <65, with SPMI 423.5 $1,488,014 $3,513.99 204.4 $166,362 $814.08 0.232 
Facility, age <65, no SPMI 696.3 $2,415,969 $3,469.81 384.9 $539,230 $1,401.10 0.404 
HCBS, age <65, with SPMI 3,460.0 $4,039,095 $1,167.38 2,047.1 $1,821,061 $889.60 0.762 
HCBS, age <65, no SPMI 6,699.9 $9,106,677 $1,359.22 3,659.6 $6,929,783 $1,893.58 1.393 
Community, age <65, with SPMI 6,565.4 $7,436,908 $1,132.75 2,565.8 $2,381,517 $928.17 0.819 
Community, age <65, no SPMI 9,900.5 $15,613,122 $1,577.00 3,877.4 $6,509,150 $1,678.73 1.065 

Intervention group 61,200.6 $103,440,434 $1,690.19 23,794.6 $41,733,736 $1,753.91 1.038 
Facility, age 65+, with SPMI 1,249.3 $3,181,407 $2,546.62 308.5 $466,920 $1,513.61 0.594 
Facility, age 65+, no SPMI 4,252.8 $9,034,621 $2,124.41 701.3 $724,093 $1,032.53 0.486 
HCBS, age 65+, with SPMI 2,628.5 $5,191,095 $1,974.89 867.9 $1,635,317 $1,884.22 0.954 
HCBS, age 65+, no SPMI 11,866.5 $21,031,541 $1,772.34 3,703.3 $6,297,264 $1,700.46 0.959 
Community, age 65+, with SPMI 1,951.3 $2,712,797 $1,390.23 899.8 $1,360,814 $1,512.42 1.088 
Community, age 65+, no SPMI 11,506.7 $14,881,472 $1,293.29 4,574.8 $8,370,316 $1,829.66 1.415 
Facility, age <65, with SPMI 423.5 $1,956,037 $4,619.24 204.4 $241,651 $1,182.51 0.256 
Facility, age <65, no SPMI 696.3 $3,042,252 $4,369.28 384.9 $791,011 $2,055.32 0.470 
HCBS, age <65, with SPMI 3,460.0 $6,775,101 $1,958.15 2,047.1 $3,230,984 $1,578.35 0.806 
HCBS, age <65, no SPMI 6,699.9 $12,516,956 $1,868.23 3,659.6 $7,246,956 $1,980.25 1.060 
Community, age <65, with SPMI 6,565.4 $8,598,440 $1,309.66 2,565.8 $3,696,567 $1,440.70 1.100 
Community, age <65, no SPMI 9,900.5 $14,518,716 $1,466.46 3,877.4 $7,671,844 $1,978.59 1.349 
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Table 3.J.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 4 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 62,395.6 $96,865,182 $1,552.44 33,927.6 $55,152,829 $1,625.60 1.047 
Facility, age 65+, with SPMI 2,453.0 $6,453,449 $2,630.84 1,064.6 $1,893,334 $1,778.50 0.676 
Facility, age 65+, no SPMI 2,527.9 $5,282,819 $2,089.78 897.6 $1,195,311 $1,331.63 0.637 
HCBS, age 65+, with SPMI 4,306.6 $8,037,334 $1,866.30 2,480.7 $4,388,850 $1,769.20 0.948 
HCBS, age 65+, no SPMI 9,921.7 $14,424,152 $1,453.79 5,030.0 $10,892,929 $2,165.58 1.490 
Community, age 65+, with SPMI 2,937.0 $4,882,376 $1,662.39 1,701.5 $2,596,608 $1,526.07 0.918 
Community, age 65+, no SPMI 13,051.3 $16,756,974 $1,283.93 6,793.9 $10,006,834 $1,472.92 1.147 
Facility, age <65, with SPMI 701.0 $2,687,764 $3,834.18 265.8 $700,102 $2,633.91 0.687 
Facility, age <65, no SPMI 435.0 $1,496,911 $3,441.17 219.2 $518,349 $2,365.26 0.687 
HCBS, age <65, with SPMI 4,420.2 $5,880,332 $1,330.34 3,007.7 $4,685,357 $1,557.80 1.171 
HCBS, age <65, no SPMI 5,763.7 $9,009,151 $1,563.09 4,015.9 $7,062,859 $1,758.73 1.125 
Community, age <65, with SPMI 7,698.0 $8,968,160 $1,165.00 4,011.8 $4,029,741 $1,004.47 0.862 
Community, age <65, no SPMI 8,180.2 $12,985,760 $1,587.47 4,439.0 $7,182,556 $1,618.08 1.019 

Intervention group 62,395.6 $108,719,430 $1,742.42 33,927.6 $57,515,586 $1,695.25 0.973 
Facility, age 65+, with SPMI 2,453.0 $8,183,909 $3,336.29 1,064.6 $1,437,899 $1,350.69 0.405 
Facility, age 65+, no SPMI 2,527.9 $5,640,529 $2,231.28 897.6 $1,223,046 $1,362.52 0.611 
HCBS, age 65+, with SPMI 4,306.6 $10,380,911 $2,410.48 2,480.7 $4,688,183 $1,889.86 0.784 
HCBS, age 65+, no SPMI 9,921.7 $16,659,970 $1,679.14 5,030.0 $9,068,596 $1,802.89 1.074 
Community, age 65+, with SPMI 2,937.0 $5,604,559 $1,908.28 1,701.5 $3,456,741 $2,031.58 1.065 
Community, age 65+, no SPMI 13,051.3 $15,923,824 $1,220.09 6,793.9 $9,857,681 $1,450.97 1.189 
Facility, age <65, with SPMI 701.0 $3,135,378 $4,472.72 265.8 $772,010 $2,904.44 0.649 
Facility, age <65, no SPMI 435.0 $1,415,092 $3,253.09 219.2 $366,363 $1,671.74 0.514 
HCBS, age <65, with SPMI 4,420.2 $7,918,350 $1,791.41 3,007.7 $5,502,863 $1,829.61 1.021 
HCBS, age <65, no SPMI 5,763.7 $10,787,145 $1,871.58 4,015.9 $7,907,205 $1,968.99 1.052 
Community, age <65, with SPMI 7,698.0 $11,310,650 $1,469.29 4,011.8 $4,879,191 $1,216.20 0.828 
Community, age <65, no SPMI 8,180.2 $11,759,112 $1,437.51 4,439.0 $8,355,808 $1,882.38 1.309 

64 

APPENDIX S (2) 312



Table 3.J.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 4 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 62,395.6 $96,865,182 $1,552.44 26,423.4 $44,473,985 $1,683.13 1.084 
Facility, age 65+, with SPMI 2,453.0 $6,453,449 $2,630.84 787.9 $1,508,150 $1,914.06 0.728 
Facility, age 65+, no SPMI 2,527.9 $5,282,819 $2,089.78 593.6 $1,007,973 $1,698.02 0.813 
HCBS, age 65+, with SPMI 4,306.6 $8,037,334 $1,866.30 1,826.4 $3,195,459 $1,749.56 0.937 
HCBS, age 65+, no SPMI 9,921.7 $14,424,152 $1,453.79 3,773.8 $7,627,075 $2,021.07 1.390 
Community, age 65+, with SPMI 2,937.0 $4,882,376 $1,662.39 1,332.2 $1,972,317 $1,480.46 0.891 
Community, age 65+, no SPMI 13,051.3 $16,756,974 $1,283.93 5,190.9 $7,484,592 $1,441.87 1.123 
Facility, age <65, with SPMI 701.0 $2,687,764 $3,834.18 217.4 $476,529 $2,192.38 0.572 
Facility, age <65, no SPMI 435.0 $1,496,911 $3,441.17 177.4 $265,579 $1,496.78 0.435 
HCBS, age <65, with SPMI 4,420.2 $5,880,332 $1,330.34 2,694.3 $5,165,422 $1,917.18 1.441 
HCBS, age <65, no SPMI 5,763.7 $9,009,151 $1,563.09 3,490.4 $6,307,471 $1,807.10 1.156 
Community, age <65, with SPMI 7,698.0 $8,968,160 $1,165.00 3,129.7 $3,524,253 $1,126.06 0.967 
Community, age <65, no SPMI 8,180.2 $12,985,760 $1,587.47 3,209.3 $5,939,166 $1,850.61 1.166 

Intervention group 62,395.6 $108,719,430 $1,742.42 26,423.4 $45,185,845 $1,710.07 0.981 
Facility, age 65+, with SPMI 2,453.0 $8,183,909 $3,336.29 787.9 $1,032,858 $1,310.84 0.393 
Facility, age 65+, no SPMI 2,527.9 $5,640,529 $2,231.28 593.6 $914,858 $1,541.16 0.691 
HCBS, age 65+, with SPMI 4,306.6 $10,380,911 $2,410.48 1,826.4 $3,161,248 $1,730.83 0.718 
HCBS, age 65+, no SPMI 9,921.7 $16,659,970 $1,679.14 3,773.8 $6,659,436 $1,764.66 1.051 
Community, age 65+, with SPMI 2,937.0 $5,604,559 $1,908.28 1,332.2 $1,885,082 $1,414.98 0.741 
Community, age 65+, no SPMI 13,051.3 $15,923,824 $1,220.09 5,190.9 $7,810,641 $1,504.68 1.233 
Facility, age <65, with SPMI 701.0 $3,135,378 $4,472.72 217.4 $478,116 $2,199.68 0.492 
Facility, age <65, no SPMI 435.0 $1,415,092 $3,253.09 177.4 $367,523 $2,071.33 0.637 
HCBS, age <65, with SPMI 4,420.2 $7,918,350 $1,791.41 2,694.3 $4,478,994 $1,662.41 0.928 
HCBS, age <65, no SPMI 5,763.7 $10,787,145 $1,871.58 3,490.4 $7,469,727 $2,140.09 1.143 
Community, age <65, with SPMI 7,698.0 $11,310,650 $1,469.29 3,129.7 $4,911,350 $1,569.26 1.068 
Community, age <65, no SPMI 8,180.2 $11,759,112 $1,437.51 3,209.3 $6,016,011 $1,874.55 1.304 
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Table 3.K.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 5A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 65,796.4 $107,612,835 $1,635.54 46,063.6 $75,424,214 $1,637.39 1.001 
Facility, age 65+, with SPMI 2,862.0 $6,538,294 $2,284.49 1,658.5 $3,087,179 $1,861.41 0.815 
Facility, age 65+, no SPMI 2,190.1 $4,588,613 $2,095.20 1,129.4 $2,191,789 $1,940.63 0.926 
HCBS, age 65+, with SPMI 6,603.4 $13,633,279 $2,064.59 4,676.1 $11,954,349 $2,556.49 1.238 
HCBS, age 65+, no SPMI 8,400.5 $13,349,568 $1,589.14 6,002.6 $11,565,241 $1,926.71 1.212 
Community, age 65+, with SPMI 5,113.6 $8,331,575 $1,629.28 3,431.6 $4,785,855 $1,394.65 0.856 
Community, age 65+, no SPMI 11,806.2 $13,441,078 $1,138.48 7,938.3 $8,214,826 $1,034.83 0.909 
Facility, age <65, with SPMI 768.5 $2,724,718 $3,545.43 587.3 $2,049,194 $3,489.39 0.984 
Facility, age <65, no SPMI 321.0 $1,106,626 $3,447.43 270.7 $886,015 $3,272.65 0.949 
HCBS, age <65, with SPMI 5,810.6 $10,301,608 $1,772.91 4,727.0 $8,450,218 $1,787.63 1.008 
HCBS, age <65, no SPMI 4,143.8 $6,256,237 $1,509.79 3,690.5 $6,173,403 $1,672.79 1.108 
Community, age <65, with SPMI 10,167.6 $13,655,351 $1,343.02 6,908.3 $7,686,581 $1,112.66 0.828 
Community, age <65, no SPMI 7,609.1 $13,685,889 $1,798.62 5,043.3 $8,379,563 $1,661.53 0.924 

Intervention group 65,796.4 $110,831,462 $1,684.46 46,063.6 $68,293,534 $1,482.59 0.880 
Facility, age 65+, with SPMI 2,862.0 $9,052,081 $3,162.82 1,658.5 $2,130,338 $1,284.48 0.406 
Facility, age 65+, no SPMI 2,190.1 $4,385,773 $2,002.58 1,129.4 $863,187 $764.27 0.382 
HCBS, age 65+, with SPMI 6,603.4 $15,018,129 $2,274.31 4,676.1 $9,779,953 $2,091.49 0.920 
HCBS, age 65+, no SPMI 8,400.5 $14,823,067 $1,764.55 6,002.6 $10,799,996 $1,799.22 1.020 
Community, age 65+, with SPMI 5,113.6 $8,819,180 $1,724.64 3,431.6 $4,408,011 $1,284.54 0.745 
Community, age 65+, no SPMI 11,806.2 $12,552,136 $1,063.18 7,938.3 $9,366,668 $1,179.93 1.110 
Facility, age <65, with SPMI 768.5 $4,002,047 $5,207.50 587.3 $1,312,695 $2,235.27 0.429 
Facility, age <65, no SPMI 321.0 $1,146,659 $3,572.15 270.7 $384,370 $1,419.74 0.397 
HCBS, age <65, with SPMI 5,810.6 $12,307,623 $2,118.15 4,727.0 $8,319,533 $1,759.99 0.831 
HCBS, age <65, no SPMI 4,143.8 $5,751,726 $1,388.04 3,690.5 $5,652,701 $1,531.70 1.103 
Community, age <65, with SPMI 10,167.6 $13,782,730 $1,355.55 6,908.3 $7,879,833 $1,140.63 0.841 
Community, age <65, no SPMI 7,609.1 $9,190,309 $1,207.80 5,043.3 $7,396,249 $1,466.55 1.214 
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Table 3.K.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 5A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 65,796.4 $107,612,835 $1,635.54 35,027.4 $61,378,077 $1,752.29 1.071 
Facility, age 65+, with SPMI 2,862.0 $6,538,294 $2,284.49 1,101.1 $1,809,886 $1,643.74 0.720 
Facility, age 65+, no SPMI 2,190.1 $4,588,613 $2,095.20 736.3 $1,443,203 $1,960.19 0.936 
HCBS, age 65+, with SPMI 6,603.4 $13,633,279 $2,064.59 3,646.3 $11,574,292 $3,174.22 1.537 
HCBS, age 65+, no SPMI 8,400.5 $13,349,568 $1,589.14 4,361.4 $9,035,597 $2,071.72 1.304 
Community, age 65+, with SPMI 5,113.6 $8,331,575 $1,629.28 2,640.1 $3,526,633 $1,335.79 0.820 
Community, age 65+, no SPMI 11,806.2 $13,441,078 $1,138.48 5,852.3 $6,778,962 $1,158.34 1.017 
Facility, age <65, with SPMI 768.5 $2,724,718 $3,545.43 508.7 $1,402,387 $2,756.58 0.778 
Facility, age <65, no SPMI 321.0 $1,106,626 $3,447.43 212.2 $516,056 $2,431.63 0.705 
HCBS, age <65, with SPMI 5,810.6 $10,301,608 $1,772.91 3,999.6 $8,388,978 $2,097.48 1.183 
HCBS, age <65, no SPMI 4,143.8 $6,256,237 $1,509.79 3,052.6 $3,679,897 $1,205.48 0.798 
Community, age <65, with SPMI 10,167.6 $13,655,351 $1,343.02 5,186.4 $5,845,704 $1,127.12 0.839 
Community, age <65, no SPMI 7,609.1 $13,685,889 $1,798.62 3,730.3 $7,376,482 $1,977.43 1.099 

Intervention group 65,796.4 $110,831,462 $1,684.46 35,027.4 $56,260,564 $1,606.19 0.954 
Facility, age 65+, with SPMI 2,862.0 $9,052,081 $3,162.82 1,101.1 $1,843,176 $1,673.97 0.529 
Facility, age 65+, no SPMI 2,190.1 $4,385,773 $2,002.58 736.3 $713,102 $968.55 0.484 
HCBS, age 65+, with SPMI 6,603.4 $15,018,129 $2,274.31 3,646.3 $6,714,752 $1,841.51 0.810 
HCBS, age 65+, no SPMI 8,400.5 $14,823,067 $1,764.55 4,361.4 $8,247,303 $1,890.98 1.072 
Community, age 65+, with SPMI 5,113.6 $8,819,180 $1,724.64 2,640.1 $4,256,640 $1,612.30 0.935 
Community, age 65+, no SPMI 11,806.2 $12,552,136 $1,063.18 5,852.3 $7,386,320 $1,262.12 1.187 
Facility, age <65, with SPMI 768.5 $4,002,047 $5,207.50 508.7 $1,394,767 $2,741.60 0.526 
Facility, age <65, no SPMI 321.0 $1,146,659 $3,572.15 212.2 $532,880 $2,510.91 0.703 
HCBS, age <65, with SPMI 5,810.6 $12,307,623 $2,118.15 3,999.6 $7,002,430 $1,750.80 0.827 
HCBS, age <65, no SPMI 4,143.8 $5,751,726 $1,388.04 3,052.6 $5,959,071 $1,952.10 1.406 
Community, age <65, with SPMI 10,167.6 $13,782,730 $1,355.55 5,186.4 $5,763,417 $1,111.25 0.820 
Community, age <65, no SPMI 7,609.1 $9,190,309 $1,207.80 3,730.3 $6,446,706 $1,728.18 1.431 
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Table 3.L.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 5B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 65,414.5 $107,080,977 $1,636.96 49,203.2 $89,555,043 $1,820.10 1.112 
Facility, age 65+, with SPMI 4,136.0 $7,818,931 $1,890.46 2,743.7 $4,883,797 $1,780.03 0.942 
Facility, age 65+, no SPMI 2,322.6 $3,940,959 $1,696.81 1,583.9 $2,442,932 $1,542.34 0.909 
HCBS, age 65+, with SPMI 8,071.3 $17,537,844 $2,172.88 6,180.3 $14,312,020 $2,315.76 1.066 
HCBS, age 65+, no SPMI 9,022.6 $15,430,790 $1,710.23 6,793.5 $16,550,336 $2,436.22 1.424 
Community, age 65+, with SPMI 6,083.6 $9,863,360 $1,621.31 4,482.0 $7,828,233 $1,746.60 1.077 
Community, age 65+, no SPMI 14,579.5 $17,434,468 $1,195.82 10,457.1 $15,497,232 $1,481.99 1.239 
Facility, age <65, with SPMI 1,284.5 $3,347,273 $2,605.80 943.8 $2,146,638 $2,274.35 0.873 
Facility, age <65, no SPMI 579.0 $843,478 $1,456.78 514.4 $659,777 $1,282.66 0.880 
HCBS, age <65, with SPMI 5,481.1 $9,483,022 $1,730.13 4,685.9 $8,074,447 $1,723.13 0.996 
HCBS, age <65, no SPMI 3,758.0 $6,270,810 $1,668.64 3,193.6 $5,889,324 $1,844.07 1.105 
Community, age <65, with SPMI 6,450.3 $9,221,719 $1,429.66 4,870.4 $6,617,937 $1,358.80 0.950 
Community, age <65, no SPMI 3,646.1 $5,888,326 $1,614.98 2,754.7 $4,652,369 $1,688.91 1.046 

Intervention group 65,414.5 $113,207,213 $1,730.61 49,203.2 $86,106,616 $1,750.02 1.011 
Facility, age 65+, with SPMI 4,136.0 $11,235,848 $2,716.60 2,743.7 $4,915,478 $1,791.57 0.659 
Facility, age 65+, no SPMI 2,322.6 $4,959,944 $2,135.54 1,583.9 $2,932,043 $1,851.14 0.867 
HCBS, age 65+, with SPMI 8,071.3 $15,592,008 $1,931.80 6,180.3 $11,711,243 $1,894.94 0.981 
HCBS, age 65+, no SPMI 9,022.6 $12,101,533 $1,341.24 6,793.5 $13,798,746 $2,031.18 1.514 
Community, age 65+, with SPMI 6,083.6 $10,289,715 $1,691.40 4,482.0 $7,422,156 $1,656.00 0.979 
Community, age 65+, no SPMI 14,579.5 $17,589,282 $1,206.44 10,457.1 $12,909,118 $1,234.49 1.023 
Facility, age <65, with SPMI 1,284.5 $5,382,129 $4,189.90 943.8 $2,427,991 $2,572.45 0.614 
Facility, age <65, no SPMI 579.0 $1,328,071 $2,293.73 514.4 $1,202,171 $2,337.12 1.019 
HCBS, age <65, with SPMI 5,481.1 $11,153,684 $2,034.93 4,685.9 $8,721,002 $1,861.11 0.915 
HCBS, age <65, no SPMI 3,758.0 $5,231,307 $1,392.03 3,193.6 $6,579,244 $2,060.10 1.480 
Community, age <65, with SPMI 6,450.3 $11,304,842 $1,752.61 4,870.4 $7,667,339 $1,574.26 0.898 
Community, age <65, no SPMI 3,646.1 $7,038,850 $1,930.53 2,754.7 $5,820,086 $2,112.81 1.094 
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Table 3.L.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 5B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 65,414.5 $107,080,977 $1,636.96 36,727.0 $70,612,648 $1,922.63 1.175 
Facility, age 65+, with SPMI 4,136.0 $7,818,931 $1,890.46 1,745.1 $3,247,022 $1,860.64 0.984 
Facility, age 65+, no SPMI 2,322.6 $3,940,959 $1,696.81 948.1 $1,514,375 $1,597.21 0.941 
HCBS, age 65+, with SPMI 8,071.3 $17,537,844 $2,172.88 4,544.6 $11,912,146 $2,621.17 1.206 
HCBS, age 65+, no SPMI 9,022.6 $15,430,790 $1,710.23 4,812.8 $10,442,899 $2,169.81 1.269 
Community, age 65+, with SPMI 6,083.6 $9,863,360 $1,621.31 3,279.6 $6,188,772 $1,887.07 1.164 
Community, age 65+, no SPMI 14,579.5 $17,434,468 $1,195.82 7,823.1 $12,533,108 $1,602.07 1.340 
Facility, age <65, with SPMI 1,284.5 $3,347,273 $2,605.80 736.2 $1,473,298 $2,001.15 0.768 
Facility, age <65, no SPMI 579.0 $843,478 $1,456.78 412.3 $491,706 $1,192.47 0.819 
HCBS, age <65, with SPMI 5,481.1 $9,483,022 $1,730.13 3,958.4 $7,842,580 $1,981.27 1.145 
HCBS, age <65, no SPMI 3,758.0 $6,270,810 $1,668.64 2,694.7 $6,061,161 $2,249.32 1.348 
Community, age <65, with SPMI 6,450.3 $9,221,719 $1,429.66 3,629.5 $5,230,320 $1,441.04 1.008 
Community, age <65, no SPMI 3,646.1 $5,888,326 $1,614.98 2,142.6 $3,675,262 $1,715.33 1.062 

Intervention group 65,414.5 $113,207,213 $1,730.61 36,727.0 $69,566,362 $1,894.15 1.094 
Facility, age 65+, with SPMI 4,136.0 $11,235,848 $2,716.60 1,745.1 $3,490,320 $2,000.06 0.736 
Facility, age 65+, no SPMI 2,322.6 $4,959,944 $2,135.54 948.1 $1,716,628 $1,810.52 0.848 
HCBS, age 65+, with SPMI 8,071.3 $15,592,008 $1,931.80 4,544.6 $8,693,512 $1,912.94 0.990 
HCBS, age 65+, no SPMI 9,022.6 $12,101,533 $1,341.24 4,812.8 $10,025,862 $2,083.16 1.553 
Community, age 65+, with SPMI 6,083.6 $10,289,715 $1,691.40 3,279.6 $5,023,879 $1,531.88 0.906 
Community, age 65+, no SPMI 14,579.5 $17,589,282 $1,206.44 7,823.1 $12,206,300 $1,560.29 1.293 
Facility, age <65, with SPMI 1,284.5 $5,382,129 $4,189.90 736.2 $1,684,623 $2,288.19 0.546 
Facility, age <65, no SPMI 579.0 $1,328,071 $2,293.73 412.3 $943,527 $2,288.21 0.998 
HCBS, age <65, with SPMI 5,481.1 $11,153,684 $2,034.93 3,958.4 $7,744,615 $1,956.52 0.961 
HCBS, age <65, no SPMI 3,758.0 $5,231,307 $1,392.03 2,694.7 $6,386,843 $2,370.18 1.703 
Community, age <65, with SPMI 6,450.3 $11,304,842 $1,752.61 3,629.5 $6,328,063 $1,743.49 0.995 
Community, age <65, no SPMI 3,646.1 $7,038,850 $1,930.53 2,142.6 $5,322,190 $2,483.98 1.287 
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Table 3.M.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 6A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 51,245.5 $100,075,043 $1,952.86 49,698.6 $97,813,676 $1,968.14 1.008 
Facility, age 65+, with SPMI 2,983.4 $7,275,051 $2,438.54 2,698.0 $5,483,702 $2,032.51 0.833 
Facility, age 65+, no SPMI 1,780.9 $3,501,971 $1,966.38 1,540.3 $2,460,709 $1,597.55 0.812 
HCBS, age 65+, with SPMI 5,934.9 $12,433,792 $2,095.03 5,680.2 $14,286,998 $2,515.22 1.201 
HCBS, age 65+, no SPMI 6,235.3 $12,364,008 $1,982.90 5,897.0 $12,880,601 $2,184.27 1.102 
Community, age 65+, with SPMI 3,535.9 $7,176,174 $2,029.49 3,475.9 $5,968,932 $1,717.22 0.846 
Community, age 65+, no SPMI 7,629.4 $11,448,086 $1,500.51 7,687.3 $12,535,007 $1,630.61 1.087 
Facility, age <65, with SPMI 1,446.6 $4,284,949 $2,962.09 1,391.3 $3,870,866 $2,782.23 0.939 
Facility, age <65, no SPMI 1,110.7 $3,308,099 $2,978.45 1,093.9 $2,447,235 $2,237.19 0.751 
HCBS, age <65, with SPMI 5,162.9 $11,356,161 $2,199.59 5,165.8 $12,275,461 $2,376.32 1.080 
HCBS, age <65, no SPMI 3,228.4 $5,124,319 $1,587.25 3,457.4 $5,302,553 $1,533.70 0.966 
Community, age <65, with SPMI 7,216.3 $12,968,802 $1,797.17 6,671.8 $10,658,947 $1,597.61 0.889 
Community, age <65, no SPMI 4,980.8 $8,833,631 $1,773.54 4,939.7 $9,642,664 $1,952.07 1.101 

Intervention group 51,245.5 $102,206,255 $1,994.44 49,698.6 $81,716,565 $1,644.24 0.824 
Facility, age 65+, with SPMI 2,983.4 $10,028,144 $3,361.36 2,698.0 $4,497,920 $1,667.13 0.496 
Facility, age 65+, no SPMI 1,780.9 $4,091,617 $2,297.47 1,540.3 $2,043,020 $1,326.37 0.577 
HCBS, age 65+, with SPMI 5,934.9 $15,182,148 $2,558.12 5,680.2 $11,454,444 $2,016.55 0.788 
HCBS, age 65+, no SPMI 6,235.3 $11,287,100 $1,810.19 5,897.0 $10,243,096 $1,737.00 0.960 
Community, age 65+, with SPMI 3,535.9 $7,139,268 $2,019.05 3,475.9 $5,477,324 $1,575.79 0.780 
Community, age 65+, no SPMI 7,629.4 $10,590,533 $1,388.11 7,687.3 $9,626,122 $1,252.21 0.902 
Facility, age <65, with SPMI 1,446.6 $4,054,834 $2,803.02 1,391.3 $2,467,312 $1,773.41 0.633 
Facility, age <65, no SPMI 1,110.7 $1,264,106 $1,138.14 1,093.9 $1,106,735 $1,011.74 0.889 
HCBS, age <65, with SPMI 5,162.9 $12,719,808 $2,463.72 5,165.8 $11,399,675 $2,206.78 0.896 
HCBS, age <65, no SPMI 3,228.4 $4,799,057 $1,486.50 3,457.4 $5,189,949 $1,501.13 1.010 
Community, age <65, with SPMI 7,216.3 $13,988,314 $1,938.45 6,671.8 $10,419,236 $1,561.68 0.806 
Community, age <65, no SPMI 4,980.8 $7,061,327 $1,417.71 4,939.7 $7,791,731 $1,577.36 1.113 
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Table 3.M.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 6A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 51,245.5 $100,075,043 $1,952.86 35,083.7 $68,050,038 $1,939.65 0.993 
Facility, age 65+, with SPMI 2,983.4 $7,275,051 $2,438.54 1,672.2 $3,418,768 $2,044.42 0.838 
Facility, age 65+, no SPMI 1,780.9 $3,501,971 $1,966.38 936.5 $1,646,424 $1,758.04 0.894 
HCBS, age 65+, with SPMI 5,934.9 $12,433,792 $2,095.03 3,882.9 $9,715,617 $2,502.15 1.194 
HCBS, age 65+, no SPMI 6,235.3 $12,364,008 $1,982.90 3,998.3 $9,035,112 $2,259.73 1.140 
Community, age 65+, with SPMI 3,535.9 $7,176,174 $2,029.49 2,492.0 $4,644,975 $1,863.98 0.918 
Community, age 65+, no SPMI 7,629.4 $11,448,086 $1,500.51 5,363.6 $8,130,034 $1,515.77 1.010 
Facility, age <65, with SPMI 1,446.6 $4,284,949 $2,962.09 1,107.8 $3,077,628 $2,778.07 0.938 
Facility, age <65, no SPMI 1,110.7 $3,308,099 $2,978.45 966.9 $2,222,806 $2,298.82 0.772 
HCBS, age <65, with SPMI 5,162.9 $11,356,161 $2,199.59 4,026.2 $7,171,702 $1,781.25 0.810 
HCBS, age <65, no SPMI 3,228.4 $5,124,319 $1,587.25 2,717.9 $4,693,516 $1,726.90 1.088 
Community, age <65, with SPMI 7,216.3 $12,968,802 $1,797.17 4,525.4 $6,659,770 $1,471.65 0.819 
Community, age <65, no SPMI 4,980.8 $8,833,631 $1,773.54 3,393.8 $7,633,685 $2,249.28 1.268 

Intervention group 51,245.5 $102,206,255 $1,994.44 35,083.7 $56,359,839 $1,606.44 0.805 
Facility, age 65+, with SPMI 2,983.4 $10,028,144 $3,361.36 1,672.2 $2,822,119 $1,687.63 0.502 
Facility, age 65+, no SPMI 1,780.9 $4,091,617 $2,297.47 936.5 $1,338,129 $1,428.84 0.622 
HCBS, age 65+, with SPMI 5,934.9 $15,182,148 $2,558.12 3,882.9 $7,598,510 $1,956.91 0.765 
HCBS, age 65+, no SPMI 6,235.3 $11,287,100 $1,810.19 3,998.3 $6,746,346 $1,687.30 0.932 
Community, age 65+, with SPMI 3,535.9 $7,139,268 $2,019.05 2,492.0 $4,183,560 $1,678.82 0.831 
Community, age 65+, no SPMI 7,629.4 $10,590,533 $1,388.11 5,363.6 $6,243,950 $1,164.13 0.839 
Facility, age <65, with SPMI 1,446.6 $4,054,834 $2,803.02 1,107.8 $1,498,886 $1,353.00 0.483 
Facility, age <65, no SPMI 1,110.7 $1,264,106 $1,138.14 966.9 $1,133,972 $1,172.75 1.030 
HCBS, age <65, with SPMI 5,162.9 $12,719,808 $2,463.72 4,026.2 $7,542,622 $1,873.37 0.760 
HCBS, age <65, no SPMI 3,228.4 $4,799,057 $1,486.50 2,717.9 $4,439,165 $1,633.31 1.099 
Community, age <65, with SPMI 7,216.3 $13,988,314 $1,938.45 4,525.4 $6,763,020 $1,494.46 0.771 
Community, age <65, no SPMI 4,980.8 $7,061,327 $1,417.71 3,393.8 $6,049,560 $1,782.51 1.257 
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Table 3.N.1 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 5, by category of beneficiary: Cohort 6B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 5  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 36,877.4 $64,261,823 $1,742.58 34,503.2 $59,745,018 $1,731.58 0.994 
Facility, age 65+, with SPMI 1,661.3 $4,014,399 $2,416.43 1,441.7 $2,656,683 $1,842.73 0.763 
Facility, age 65+, no SPMI 1,114.5 $2,401,017 $2,154.35 917.3 $1,363,275 $1,486.16 0.690 
HCBS, age 65+, with SPMI 4,645.1 $10,776,546 $2,319.98 4,392.0 $11,904,415 $2,710.49 1.168 
HCBS, age 65+, no SPMI 5,075.5 $9,483,790 $1,868.54 4,682.5 $9,985,878 $2,132.58 1.141 
Community, age 65+, with SPMI 3,969.4 $7,044,648 $1,774.76 3,753.9 $6,452,800 $1,718.95 0.969 
Community, age 65+, no SPMI 8,806.0 $11,292,981 $1,282.42 8,235.8 $10,032,355 $1,218.14 0.950 
Facility, age <65, with SPMI 618.0 $2,135,696 $3,455.66 590.3 $1,495,956 $2,534.37 0.733 
Facility, age <65, no SPMI 497.5 $883,628 $1,776.19 481.3 $558,155 $1,159.63 0.653 
HCBS, age <65, with SPMI 2,770.0 $5,053,178 $1,824.25 2,642.1 $4,666,353 $1,766.13 0.968 
HCBS, age <65, no SPMI 2,222.3 $2,780,808 $1,251.33 2,199.5 $2,701,695 $1,228.33 0.982 
Community, age <65, with SPMI 3,449.6 $5,209,670 $1,510.24 3,196.1 $4,486,087 $1,403.63 0.929 
Community, age <65, no SPMI 2,048.2 $3,185,461 $1,555.21 1,970.7 $3,441,368 $1,746.27 1.123 

Intervention group 36,877.4 $69,409,748 $1,882.18 34,503.2 $57,118,474 $1,655.45 0.880 
Facility, age 65+, with SPMI 1,661.3 $5,090,470 $3,064.17 1,441.7 $2,644,380 $1,834.20 0.599 
Facility, age 65+, no SPMI 1,114.5 $3,548,559 $3,184.00 917.3 $1,790,458 $1,951.85 0.613 
HCBS, age 65+, with SPMI 4,645.1 $9,859,451 $2,122.54 4,392.0 $7,279,161 $1,657.38 0.781 
HCBS, age 65+, no SPMI 5,075.5 $7,956,973 $1,567.72 4,682.5 $7,588,544 $1,620.61 1.034 
Community, age 65+, with SPMI 3,969.4 $6,757,915 $1,702.52 3,753.9 $5,158,592 $1,374.19 0.807 
Community, age 65+, no SPMI 8,806.0 $10,622,370 $1,206.27 8,235.8 $10,323,586 $1,253.50 1.039 
Facility, age <65, with SPMI 618.0 $3,152,460 $5,100.83 590.3 $1,202,108 $2,036.55 0.399 
Facility, age <65, no SPMI 497.5 $526,891 $1,059.11 481.3 $706,708 $1,468.27 1.386 
HCBS, age <65, with SPMI 2,770.0 $6,815,495 $2,460.47 2,642.1 $5,728,089 $2,167.98 0.881 
HCBS, age <65, no SPMI 2,222.3 $3,955,957 $1,780.13 2,199.5 $4,480,321 $2,036.99 1.144 
Community, age <65, with SPMI 3,449.6 $6,575,663 $1,906.23 3,196.1 $6,798,119 $2,127.03 1.116 
Community, age <65, no SPMI 2,048.2 $4,547,544 $2,220.21 1,970.7 $3,418,408 $1,734.62 0.781 
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Table 3.N.2 MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 6B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 36,877.4 $64,261,823 $1,742.58 24,966.5 $43,402,053 $1,738.41 0.998 
Facility, age 65+, with SPMI 1,661.3 $4,014,399 $2,416.43 918.3 $1,681,231 $1,830.78 0.758 
Facility, age 65+, no SPMI 1,114.5 $2,401,017 $2,154.35 568.0 $911,305 $1,604.47 0.745 
HCBS, age 65+, with SPMI 4,645.1 $10,776,546 $2,319.98 3,214.3 $8,837,677 $2,749.50 1.185 
HCBS, age 65+, no SPMI 5,075.5 $9,483,790 $1,868.54 3,254.2 $6,169,093 $1,895.71 1.015 
Community, age 65+, with SPMI 3,969.4 $7,044,648 $1,774.76 2,773.9 $5,918,813 $2,133.79 1.202 
Community, age 65+, no SPMI 8,806.0 $11,292,981 $1,282.42 5,594.1 $6,869,864 $1,228.06 0.958 
Facility, age <65, with SPMI 618.0 $2,135,696 $3,455.66 455.1 $1,343,488 $2,952.07 0.854 
Facility, age <65, no SPMI 497.5 $883,628 $1,776.19 360.4 $398,539 $1,105.77 0.623 
HCBS, age <65, with SPMI 2,770.0 $5,053,178 $1,824.25 2,156.0 $3,578,422 $1,659.76 0.910 
HCBS, age <65, no SPMI 2,222.3 $2,780,808 $1,251.33 1,860.4 $2,403,868 $1,292.12 1.033 
Community, age <65, with SPMI 3,449.6 $5,209,670 $1,510.24 2,313.2 $3,011,680 $1,301.93 0.862 
Community, age <65, no SPMI 2,048.2 $3,185,461 $1,555.21 1,498.7 $2,278,072 $1,520.08 0.977 

Intervention group 36,877.4 $69,409,748 $1,882.18 24,966.5 $43,116,549 $1,726.97 0.918 
Facility, age 65+, with SPMI 1,661.3 $5,090,470 $3,064.17 918.3 $1,801,701 $1,961.97 0.640 
Facility, age 65+, no SPMI 1,114.5 $3,548,559 $3,184.00 568.0 $1,402,192 $2,468.74 0.775 
HCBS, age 65+, with SPMI 4,645.1 $9,859,451 $2,122.54 3,214.3 $5,480,008 $1,704.89 0.803 
HCBS, age 65+, no SPMI 5,075.5 $7,956,973 $1,567.72 3,254.2 $5,754,925 $1,768.44 1.128 
Community, age 65+, with SPMI 3,969.4 $6,757,915 $1,702.52 2,773.9 $3,324,584 $1,198.54 0.704 
Community, age 65+, no SPMI 8,806.0 $10,622,370 $1,206.27 5,594.1 $8,585,806 $1,534.81 1.272 
Facility, age <65, with SPMI 618.0 $3,152,460 $5,100.83 455.1 $1,572,069 $3,454.34 0.677 
Facility, age <65, no SPMI 497.5 $526,891 $1,059.11 360.4 $397,797 $1,103.71 1.042 
HCBS, age <65, with SPMI 2,770.0 $6,815,495 $2,460.47 2,156.0 $4,733,353 $2,195.44 0.892 
HCBS, age <65, no SPMI 2,222.3 $3,955,957 $1,780.13 1,860.4 $3,165,672 $1,701.61 0.956 
Community, age <65, with SPMI 3,449.6 $6,575,663 $1,906.23 2,313.2 $3,716,532 $1,606.63 0.843 
Community, age <65, no SPMI 2,048.2 $4,547,544 $2,220.21 1,498.7 $3,181,911 $2,123.17 0.956 
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Table 3.O MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 7A 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 46,261.5 $92,782,347 $2,005.60 43,336.2 $83,652,193 $1,930.31 0.962 
Facility, age 65+, with SPMI 3,789.7 $9,869,463 $2,604.25 3,098.5 $6,113,512 $1,973.09 0.758 
Facility, age 65+, no SPMI 2,203.8 $5,878,877 $2,667.61 1,930.3 $4,181,840 $2,166.44 0.812 
HCBS, age 65+, with SPMI 6,978.0 $14,292,060 $2,048.16 6,315.0 $17,085,001 $2,705.46 1.321 
HCBS, age 65+, no SPMI 6,768.5 $9,950,022 $1,470.06 6,340.2 $12,792,342 $2,017.67 1.373 
Community, age 65+, with SPMI 3,003.8 $5,033,889 $1,675.81 2,764.6 $4,307,192 $1,557.96 0.930 
Community, age 65+, no SPMI 6,461.0 $10,139,136 $1,569.29 6,184.3 $7,577,695 $1,225.31 0.781 
Facility, age <65, with SPMI 815.1 $3,552,916 $4,358.90 755.6 $2,197,966 $2,908.93 0.667 
Facility, age <65, no SPMI 408.1 $1,535,898 $3,763.39 426.5 $1,313,956 $3,081.11 0.819 
HCBS, age <65, with SPMI 3,622.0 $9,776,636 $2,699.24 3,701.8 $7,488,155 $2,022.81 0.749 
HCBS, age <65, no SPMI 2,706.3 $5,591,603 $2,066.17 2,892.5 $5,487,083 $1,897.03 0.918 
Community, age <65, with SPMI 5,603.0 $9,097,720 $1,623.72 5,186.2 $7,503,559 $1,446.83 0.891 
Community, age <65, no SPMI 3,902.2 $8,064,127 $2,066.54 3,740.8 $7,603,893 $2,032.67 0.984 

Intervention group 46,261.5 $86,769,395 $1,875.63 43,336.2 $74,147,974 $1,710.99 0.912 
Facility, age 65+, with SPMI 3,789.7 $8,325,041 $2,196.73 3,098.5 $5,134,551 $1,657.13 0.754 
Facility, age 65+, no SPMI 2,203.8 $5,228,923 $2,372.69 1,930.3 $2,467,694 $1,278.41 0.539 
HCBS, age 65+, with SPMI 6,978.0 $15,697,104 $2,249.51 6,315.0 $13,541,379 $2,144.32 0.953 
HCBS, age 65+, no SPMI 6,768.5 $10,968,491 $1,620.53 6,340.2 $10,927,062 $1,723.47 1.064 
Community, age 65+, with SPMI 3,003.8 $4,983,082 $1,658.90 2,764.6 $4,538,336 $1,641.57 0.990 
Community, age 65+, no SPMI 6,461.0 $9,240,528 $1,430.21 6,184.3 $9,805,569 $1,585.56 1.109 
Facility, age <65, with SPMI 815.1 $2,410,579 $2,957.42 755.6 $1,776,622 $2,351.29 0.795 
Facility, age <65, no SPMI 408.1 $1,308,200 $3,205.47 426.5 $495,418 $1,161.71 0.362 
HCBS, age <65, with SPMI 3,622.0 $8,967,579 $2,475.87 3,701.8 $6,991,328 $1,888.60 0.763 
HCBS, age <65, no SPMI 2,706.3 $4,077,210 $1,506.58 2,892.5 $4,166,648 $1,440.52 0.956 
Community, age <65, with SPMI 5,603.0 $9,269,861 $1,654.45 5,186.2 $7,853,573 $1,514.32 0.915 
Community, age <65, no SPMI 3,902.2 $6,292,799 $1,612.61 3,740.8 $6,449,794 $1,724.16 1.069 
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Table 3.P MEDICARE 
Eligible months, incurred claims, and PMPM for the re-weighted comparison group and the intervention group, baseline 

period, and the Demonstration Year 6, by category of beneficiary: Cohort 7B 

 

 

 

 
 

Category of beneficiary 

Baseline period Demonstration Year 6  
Trend 
(D/B) 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Number of 
eligible months 

Incurred 
claims 

 
PMPM 

Re-weighted comparison group 22,532.1 $42,213,582 $1,873.48 20,821.3 $38,068,927 $1,828.37 0.976 
Facility, age 65+, with SPMI 1,456.3 $3,292,072 $2,260.58 1,211.3 $2,253,811 $1,860.62 0.823 
Facility, age 65+, no SPMI 922.9 $2,307,438 $2,500.27 815.1 $1,472,171 $1,806.21 0.722 
HCBS, age 65+, with SPMI 2,798.1 $6,458,338 $2,308.10 2,563.6 $5,818,312 $2,269.60 0.983 
HCBS, age 65+, no SPMI 3,057.5 $6,032,828 $1,973.14 2,756.7 $5,886,625 $2,135.38 1.082 
Community, age 65+, with SPMI 2,226.3 $4,293,558 $1,928.56 1,894.8 $3,705,518 $1,955.58 1.014 
Community, age 65+, no SPMI 5,439.7 $8,256,546 $1,517.83 5,286.3 $7,762,900 $1,468.49 0.967 
Facility, age <65, with SPMI 285.9 $1,010,533 $3,534.13 234.8 $603,055 $2,568.43 0.727 
Facility, age <65, no SPMI 179.5 $323,120 $1,800.27 159.9 $131,412 $821.78 0.456 
HCBS, age <65, with SPMI 1,660.8 $3,374,561 $2,031.95 1,598.3 $4,069,910 $2,546.39 1.253 
HCBS, age <65, no SPMI 1,106.3 $1,223,440 $1,105.90 1,149.5 $1,370,605 $1,192.40 1.078 
Community, age <65, with SPMI 2,255.7 $3,747,160 $1,661.21 2,065.3 $2,651,659 $1,283.93 0.773 
Community, age <65, no SPMI 1,143.2 $1,893,988 $1,656.74 1,085.7 $2,342,950 $2,158.02 1.303 

Intervention group 22,532.1 $45,299,170 $2,010.43 20,821.3 $35,521,409 $1,706.02 0.849 
Facility, age 65+, with SPMI 1,456.3 $5,206,040 $3,574.85 1,211.3 $2,833,008 $2,338.77 0.654 
Facility, age 65+, no SPMI 922.9 $2,459,352 $2,664.88 815.1 $1,571,014 $1,927.48 0.723 
HCBS, age 65+, with SPMI 2,798.1 $6,071,805 $2,169.96 2,563.6 $4,561,146 $1,779.21 0.820 
HCBS, age 65+, no SPMI 3,057.5 $5,845,031 $1,911.72 2,756.7 $4,558,425 $1,653.57 0.865 
Community, age 65+, with SPMI 2,226.3 $4,235,484 $1,902.48 1,894.8 $3,631,715 $1,916.63 1.007 
Community, age 65+, no SPMI 5,439.7 $7,380,705 $1,356.82 5,286.3 $7,243,958 $1,370.32 1.010 
Facility, age <65, with SPMI 285.9 $1,462,879 $5,116.12 234.8 $638,812 $2,720.73 0.532 
Facility, age <65, no SPMI 179.5 $1,146,709 $6,388.92 159.9 $454,518 $2,842.32 0.445 
HCBS, age <65, with SPMI 1,660.8 $3,453,668 $2,079.58 1,598.3 $2,640,135 $1,651.84 0.794 
HCBS, age <65, no SPMI 1,106.3 $1,705,266 $1,541.43 1,149.5 $2,115,790 $1,840.69 1.194 
Community, age <65, with SPMI 2,255.7 $3,895,705 $1,727.07 2,065.3 $3,236,230 $1,566.97 0.907 
Community, age <65, no SPMI 1,143.2 $2,436,526 $2,131.32 1,085.7 $2,036,658 $1,875.90 0.880 
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Table 4.A 
Summary by cohort of per member per month (PMPM), baseline versus Demonstration Year 5 

(continued) 

 

 

 

  Baseline period Demonstration Year 5  
 

Cost trend 
(demonstration 

year/baseline period) 

 
 
 
Cohort 

 
Group 

(comparison/ 
Intervention) 

Number of 
eligible months 

(intervention 
group) 

 
 

Medicare 
incurred claims 

 
 
 

PMPM 

Number of 
eligible months 

(intervention 
group) 

 
 

Medicare 
incurred claims 

 
 
 

PMPM 

1A C 48,488.0 $78,754,198 $1,624.20 9,903.2 $19,681,818 $1,987.42 1.224 
 I 48,488.0 $128,622,626 $2,652.67 9,903.2 $26,728,247 $2,698.95 1.017 
1B C 83,567.1 $131,605,106 $1,574.84 19,132.6 $37,050,672 $1,936.52 1.230 

 I 83,567.1 $108,476,913 $1,298.08 19,132.6 $33,855,821 $1,769.54 1.363 
1C C 7,946.8 $12,115,020 $1,524.51 1,567.5 $3,009,601 $1,919.99 1.259 

 I 7,946.8 $7,898,710 $993.94 1,567.5 $2,776,143 $1,771.05 1.782 
1D C 129,399.2 $207,882,769 $1,606.52 27,937.6 $54,313,191 $1,944.09 1.210 

 I 129,399.2 $219,493,469 $1,696.25 27,937.6 $53,895,988 $1,929.16 1.137 
1E C 15,153.3 $23,465,894 $1,548.56 3,353.5 $6,380,605 $1,902.67 1.229 

 I 15,153.3 $10,288,068 $678.93 3,353.5 $4,817,178 $1,436.46 2.116 
1F C 15,986.6 $24,688,247 $1,544.31 3,882.8 $7,538,821 $1,941.57 1.257 

 I 15,986.6 $9,731,043 $608.70 3,882.8 $4,741,399 $1,221.12 2.006 
1 total C 300,541.1 $478,511,235 $1,592.17 65,777.2 $127,974,708 $1,945.58 1.222 

 I 300,541.1 $484,510,829 $1,612.13 65,777.2 $126,814,776 $1,927.94 1.196 
2 C 4,220.4 $7,342,975 $1,739.88 2,826.7 $4,333,084 $1,532.91 0.881 

 I 4,220.4 $9,945,769 $2,356.60 2,826.7 $5,512,243 $1,950.06 0.827 
3 C 61,200.6 $93,045,998 $1,520.35 29,370.2 $46,476,966 $1,582.45 1.041 

 I 61,200.6 $103,440,434 $1,690.19 29,370.2 $48,816,683 $1,662.12 0.983 
4 C 62,395.6 $96,865,182 $1,552.44 33,927.6 $55,152,829 $1,625.60 1.047 

 I 62,395.6 $108,719,430 $1,742.42 33,927.6 $57,515,586 $1,695.25 0.973 
5A C 65,796.4 $107,612,835 $1,635.54 46,063.6 $75,424,214 $1,637.39 1.001 

 I 65,796.4 $110,831,462 $1,684.46 46,063.6 $68,293,534 $1,482.59 0.880 
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Table 4.A (continued) 
Summary by cohort of per member per month (PMPM), baseline versus Demonstration Year 5 

 

 

 

 
 

Group 
(comparison/ 

Cohort  Intervention) 

Baseline period Demonstration Year 5  
 

Cost trend 
(demonstration 

year/baseline period) 

Number of 
eligible months 

(intervention Medicare 
group) incurred claims PMPM 

Number of 
eligible months 

(intervention Medicare 
group) incurred claims PMPM 

5B C 65,414.5 $107,080,977 $1,636.96 49,203.2 $89,555,043 $1,820.10 1.112 
 I 65,414.5 $113,207,213 $1,730.61 49,203.2 $86,106,616 $1,750.02 1.011 
6A C 51,245.5 $100,075,043 $1,952.86 49,698.6 $97,813,676 $1,968.14 1.008 

 I 51,245.5 $102,206,255 $1,994.44 49,698.6 $81,716,565 $1,644.24 0.824 
6B C 36,877.4 $64,261,823 $1,742.58 34,503.2 $59,745,018 $1,731.58 0.994 

 I 36,877.4 $69,409,748 $1,882.18 34,503.2 $57,118,474 $1,655.45 0.880 
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Table 4.B 
Summary by cohort of per member per month (PMPM), baseline versus Demonstration Year 6 

(continued) 

 

 

 

  Baseline period Demonstration Year 6  
 

Cost trend 
(Demonstration 

Year/baseline period) 

 
 
 
Cohort 

 
 
 
Group 

Number of 
eligible months 

(intervention 
group) 

 
 

Medicare 
incurred claims 

 
 
 

PMPM 

Number of 
eligible months 

(intervention 
group) 

 
 

Medicare 
incurred claims 

 
 
 

PMPM 

1A C 48,488.0 $78,754,198 $1,624.20 7,920.6 $17,109,366 $2,160.11 1.330 
 I 48,488.0 $128,622,626 $2,652.67 7,920.6 $20,531,587 $2,592.18 0.977 
1B C 83,567.1 $131,605,106 $1,574.84 15,489.8 $32,115,928 $2,073.36 1.317 

 I 83,567.1 $108,476,913 $1,298.08 15,489.8 $27,517,708 $1,776.51 1.369 
1C C 7,946.8 $12,115,020 $1,524.51 1,227.0 $2,532,040 $2,063.55 1.354 

 I 7,946.8 $7,898,710 $993.94 1,227.0 $1,631,819 $1,329.89 1.338 
1D C 129,399.2 $207,882,769 $1,606.52 23,762.1 $49,767,772 $2,094.42 1.304 

 I 129,399.2 $219,493,469 $1,696.25 23,762.1 $48,321,790 $2,033.57 1.199 
1E C 15,153.3 $23,465,894 $1,548.56 2,716.7 $5,494,124 $2,022.34 1.306 

 I 15,153.3 $10,288,068 $678.93 2,716.7 $4,161,054 $1,531.65 2.256 
1F C 15,986.6 $24,688,247 $1,544.31 3,231.7 $6,682,701 $2,067.88 1.339 

 I 15,986.6 $9,731,043 $608.70 3,231.7 $4,370,142 $1,352.29 2.222 
1 total C 300,541.1 $478,511,235 $1,592.17 54,347.9 $113,701,931 $2,092.11 1.314 

 I 300,541.1 $484,510,829 $1,612.13 54,347.9 $106,534,101 $1,960.23 1.216 
2 C 4,220.4 $7,342,975 $1,739.88 2,414.2 $4,135,064 $1,712.79 0.984 

 I 4,220.4 $9,945,769 $2,356.60 2,414.2 $4,430,479 $1,835.15 0.779 
3 C 61,200.6 $93,045,998 $1,520.35 23,794.6 $39,365,826 $1,654.40 1.088 

 I 61,200.6 $103,440,434 $1,690.19 23,794.6 $41,733,736 $1,753.91 1.038 
4 C 62,395.6 $96,865,182 $1,552.44 26,423.4 $44,473,985 $1,683.13 1.084 

 I 62,395.6 $108,719,430 $1,742.42 26,423.4 $45,185,845 $1,710.07 0.981 
5A C 65,796.4 $107,612,835 $1,635.54 35,027.4 $61,378,077 $1,752.29 1.071 

 I 65,796.4 $110,831,462 $1,684.46 35,027.4 $56,260,564 $1,606.19 0.954 
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Table 4.B (continued) 
Summary by cohort of per member per month (PMPM), baseline versus Demonstration Year 6 

 

 

 

 
 
 
 

Cohort Group 

Baseline period Demonstration Year 6  
 

Cost trend 
(Demonstration 

Year/baseline period) 

Number of 
eligible months 

(intervention Medicare 
group) incurred claims PMPM 

Number of 
eligible months 

(intervention Medicare 
group)  incurred claims PMPM 

5B C 65,414.5 $107,080,977 $1,636.96 36,727.0 $70,612,648 $1,922.63 1.175 
 I 65,414.5 $113,207,213 $1,730.61 36,727.0 $69,566,362 $1,894.15 1.094 
6A C 51,245.5 $100,075,043 $1,952.86 35,083.7 $68,050,038 $1,939.65 0.993 

 I 51,245.5 $102,206,255 $1,994.44 35,083.7 $56,359,839 $1,606.44 0.805 
6B C 36,877.4 $64,261,823 $1,742.58 24,966.5 $43,402,053 $1,738.41 0.998 

 I 36,877.4 $69,409,748 $1,882.18 24,966.5 $43,116,549 $1,726.97 0.918 
7A C 46,261.5 $92,782,347 $2,005.60 43,336.2 $83,652,193 $1,930.31 0.962 

 I 46,261.5 $86,769,395 $1,875.63 43,336.2 $74,147,974 $1,710.99 0.912 
7B C 22,532.1 $42,213,582 $1,873.48 20,821.3 $38,068,927 $1,828.37 0.976 

 I 22,532.1 $45,299,170 $2,010.43 20,821.3 $35,521,409 $1,706.02 0.849 
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5.2 Medicare AGA Adjustments 
The trend in health care costs is not uniform across the United States; it varies by 

geographic area. The purpose of this adjustment is to control for geographic variation in secular 
cost trends. CMS measures these variations for each calendar year by county with the calculation 
of the Average Geographic Adjustment (AGA) factors. The factors measure the difference in 
average Medicare costs in each county from the national average. The factors are used to vary 
payment rates to Medicare Advantage plans by county. Hospice expenditures are excluded in the 
calculation of the AGA factors. We calculated the average AGA factor across all beneficiaries in 
the intervention group and the comparison group for the baseline period and the Demonstration 
Year separately. To determine the average AGA factor, the non-hospice expenditures for each 
beneficiary were grouped by calendar year and county of residence, and the weighted average 
AGA factor was calculated for each cohort and for each period (baseline period vs. 
Demonstration Year).10 Tables 5.A and 5.B show the results of the calculations for 
Demonstration Years 5 and 6, respectively. 

For each cohort and Demonstration Year, the AGA adjustment factor was determined by 
comparing the trend from the baseline period to the Demonstration Year for the intervention 
group versus that of the comparison group. For Cohort 1, from the baseline period to 
Demonstration Year 5, the AGA factor increased by 0.24 percent (a factor of 1.0024) for the 
comparison group and increased by 4.62 percent (a factor of 1.0462) for the intervention group. 
If the AGA had increased by the same 4.62 percent in the comparison area as it did in the 
intervention area, instead of increasing by 0.24 percent, then the trend of the comparison group 
would have increased by an additional 4.37 percent (1.0462/1.0024 = 1.0437), which is the AGA 
adjustment factor that we apply to the comparison group trend. For Cohort 2, the corresponding 
AGA adjustment factor is 1.00307, for Cohort 3 it is 1.00926, for Cohort 4 it is 1.0059, for 
Cohort 5A it is 0.9996, for Cohort 5B it is 0.9930, for Cohort 6A it is 0.9945 and for Cohort 6B 
it is 0.9937. 

 

Table 5.A 
Average AGA factor by group for baseline period and Demonstration Year 5 

 

 
 

Cohort 

Group 
comparison 
intervention 

 
Baseline 

period 

 
Demonstration 

Year 5 

 
Trend in AGA 

factor 

Adjustment to 
comparison 
group trend 

1 total C 0.89646 0.89860 1.00239 1.04366 
 I 0.88374 0.92453 1.04616  
2 C 0.89647 0.90676 1.01148 1.03073 

 I 0.89107 0.92900 1.04256  
3 C 0.88723 0.89609 1.00998 1.00926 

 I 0.90748 0.92503 1.01934  
(continued) 

 
 

10 The non-hospice expenditures of each beneficiary were divided by the AGA factor for their county and year and 
the sum of the results of this division was divided into the total non-hospice expenditures of the cohort. 
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Table 5.A (continued) 
Average AGA factor by group for baseline period and Demonstration Year 5 

 
 

 
 

Cohort 

Group 
comparison 
intervention 

 
Baseline 

period 

 
Demonstration 

Year 5 

 
Trend in AGA 

factor 

Adjustment to 
comparison 
group trend 

 

4 C 0.88806 0.89932 1.01268 1.00591 
 I 0.90803 0.92498 1.01867  

5A C 0.89184 0.89696 1.00574 0.99959 
 I 0.92374 0.92866 1.00533  

5B C 0.90563 0.90398 0.99818 0.99293 
 I 0.89981 0.89182 0.99112  

6A C 0.90383 0.90546 1.00181 0.99454 
 I 0.93245 0.92904 0.99634  

6B C 0.90539 0.90499 0.99956 0.99374 
 I 0.89743 0.89141 0.99330  

 
 

For Demonstration Year 6, the corresponding calculations produced AGA adjustment 
factors of 1.0393 for Cohort 1, 1.0306 for Cohort 2, 1.0028 for Cohort 3, 0.9969 for Cohort 4, 
0.9885 for Cohort 5A, 0.9959 for Cohort 5B, 0.9937 for Cohort 6A, 0.9973 for Cohort 6B, 
0.9966 for Cohort 7A and 1.0061 for Cohort 7B. 

 
Table 5.B 

Average AGA factor by group for baseline period and Demonstration Year 6 
 

 
 

Cohort 

Group 
Comparison 
Intervention 

 
 

Baseline period 

 
Demonstration 

Year 6 

 
Trend in AGA 

factor 

Adjustment to 
comparison 
group trend 

1 total C 0.89646 0.90311 1.00741 1.03928 
 I 0.88374 0.92527 1.04699  

2 C 0.89647 0.91125 1.01649 1.03063 
 I 0.89107 0.93352 1.04763  

3 C 0.88723 0.90400 1.01890 1.00275 
 I 0.90748 0.92718 1.02170  

4 C 0.88806 0.90598 1.02018 0.99688 
 I 0.90803 0.92347 1.01700  

5A C 0.89184 0.90515 1.01493 0.98845 
 I 0.92374 0.92670 1.00321  

5B C 0.90563 0.90833 1.00298 0.99585 
 I 0.89981 0.89874 0.99882  

6A C 0.90383 0.90830 1.00494 0.99369 
 I 0.93245 0.93114 0.99860  

(continued) 

APPENDIX S (2) 329



82 

 

 

Table 5.B (continued) 
Average AGA factor by group for baseline period and Demonstration Year 6 

 
 

 
 

Cohort 

Group 
Comparison 
Intervention Baseline period 

 
Demonstration 

Year 6 

 
Trend in AGA 

factor 

Adjustment to 
comparison 
group trend 

 

6B C 0.90539 0.90896 1.00395 0.99733 
 I 0.89743 0.89857 1.00127  
7A C 0.90667 0.91010 1.00379 0.99655 

 I 0.93096 0.93127 1.00033  
7B C 0.90401 0.90633 1.00257 1.00611 

 I 0.89072 0.89846 1.00869  
 
 

Tables 6.A–6.P show the Medicare savings calculations for each cohort and 
Demonstration Year, taking into account the AGA adjustment factors (but still excluding the 
outlier adjustment). Column (a) displays the number of member months during the 
Demonstration Year for the intervention group for each category of beneficiary. Column (b) 
displays the PMPM during the baseline period for the intervention group beneficiaries. This is 
the starting PMPM to which the trend factor will be applied to determine the target PMPM. 
Column (c) is the trend factor obtained by multiplying the PMPM trend from the comparison 
group by the AGA adjustment factor. Column (d) is the target PMPM, which is the baseline 
PMPM in column (b) times the trend factor in column (c). Column (e) is the actual PMPM for 
the intervention group in the Demonstration Year. Column (f) shows the PMPM savings, which 
is the difference between the actual PMPM in column (e) and the target PMPM in column (d). 
Multiplying the number of eligible months in column (a) by the PMPM savings gives the total 
dollar savings of column (g). Finally, column (h) shows the corresponding percentage savings, 
which is the PMPM savings divided by the target PMPM. 

 
Tables 6.G.1–2 displays the Medicare savings calculation for Cohort 1 in total. The 

baseline PMPM was $1,612.13. For Demonstration Year 5, the AGA adjusted trend from the 
comparison group was 1.239, resulting in a target PMPM of $1,997.13. The actual PMPM for the 
intervention group was $1,927.94, an increase of 19.6 percent over the $1,612.13 baseline 
PMPM. Because the intervention group PMPM costs increased at a slower rate than the 
comparison group costs, we estimate a PMPM Medicare savings of $69.19, a savings rate of 3.5 
percent. The total calculated Medicare savings dollar amount was $4,551,022. For 
Demonstration Year 6, we estimate a PMPM Medicare savings of $168.69, or 7.9 percent, with 
total calculated dollar savings of $9,168,113. 

 
For Demonstration Year 5, the same calculations for Cohort 2 (as shown in Table 6.H.1) 

result in a PMPM Medicare savings of $86.05, or 4.2 percent, and a savings dollar amount of 
$243,228. For Demonstration Year 6 (as shown in Table 6.H.2,) the savings is $366.25 on a 
PMPM basis, 16.6 percent, and $884,214 total dollars. 
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For Cohort 3, Demonstration Year 5 savings (as shown in Table 6.I.1) is $151.78 PMPM, 
or 8.4 percent, and $4,457,725 in total dollars. Demonstration Year 6 savings (as shown in Table 
6.I.2) is $127.54 PMPM, or 6.8 percent, and $3,034,760 in total dollars. 

For Cohort 4, Demonstration Year 5 savings (as shown in Table 6.J.1) is $142.77 PMPM, 
or 7.8 percent, and $4,843,805 in total dollars. Demonstration Year 6 savings (as shown in Table 
6.J.2) is $191.07 PMPM, or 10.1 percent, and $5,048,821 in total dollars. 

 
For Cohort 5A, Demonstration Year 5 savings (as shown in Table 6.K.1) is $211.86 

PMPM, or 12.5 percent, and $9,759,075 in total dollars. Demonstration Year 6 savings (as 
shown in Table 6.K.2) is $186.05, or 10.4 percent, and $6,516,979 in total dollars. 

For Cohort 5B, Demonstration Year 5 savings (as shown in Table 6.L.1) is $111.26 
PMPM, or 6.0 percent, and $5,474,301 in total dollars. Demonstration Year 6 savings (as shown 
in Table 6.L.2) is $77.85, or 3.9 percent, and $2,859,312 in total dollars. 

 
For Cohort 6A, Demonstration Year 5 savings (as shown in Table 6.M.1) is $349.89 

PMPM, or 17.5 percent, and $17,388,933 in total dollars. Demonstration Year 6 savings (as 
shown in Table 6.M.2) is $328.18 PMPM, or 17.0 percent, and $11,513,800 in total dollars. 

For Cohort 6B, Demonstration Year 5 savings (as shown in Table 6.N.1) is $175.05, or 
9.6 percent, and $6,039,863 in total dollars. Demonstration Year 6 savings (as shown in Table 
6.N.2) is $127.72 PMPM, or 6.9 percent, and $3,188,635 in total dollars. 

 
For Cohort 7A, Demonstration Year 6 savings (as shown in Table 6.O) is $126.68 

PMPM, or 6.9 percent, and $5,489,772 in total dollars. For Cohort 7B, Demonstration Year 6 
savings (as shown in Table 6.P) is $231.64 PMPM, or 12.0 percent, and $4,823,092 in total 
dollars. 
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Table 6.A.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1A 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 
 

(h) Percent 
savings 

Total 9,903.2 $2,652.67 1.290 $3,421.92 $2,698.95 $722.98 $7,159,779 21.1% 
Facility, age 65+, with SPMI 107.2 $3,321.06 0.937 $3,110.44 $1,828.34 $1,282.10 $137,392 41.2% 
Facility, age 65+, no SPMI 149.3 $2,476.33 0.883 $2,186.31 $1,141.57 $1,044.74 $155,955 47.8% 
HCBS, age 65+, with SPMI 417.5 $2,903.67 1.272 $3,693.58 $2,795.42 $898.15 $374,936 24.3% 
HCBS, age 65+, no SPMI 1,623.0 $2,389.27 1.499 $3,580.66 $2,610.19 $970.47 $1,575,115 27.1% 
Community, age 65+, with SPMI 201.2 $2,067.95 1.427 $2,951.08 $2,374.95 $576.13 $115,925 19.5% 
Community, age 65+, no SPMI 1,542.0 $2,124.06 1.592 $3,381.05 $2,683.04 $698.01 $1,076,304 20.6% 
Facility, age <65, with SPMI 70.0 $5,306.80 0.692 $3,673.60 $682.34 $2,991.25 $209,388 81.4% 
Facility, age <65, no SPMI 151.0 $4,764.97 0.677 $3,225.01 $1,473.98 $1,751.03 $264,406 54.3% 
HCBS, age <65, with SPMI 990.0 $2,780.44 1.020 $2,837.15 $2,189.87 $647.28 $640,817 22.8% 
HCBS, age <65, no SPMI 2,282.0 $2,691.70 1.177 $3,167.41 $2,906.31 $261.10 $595,816 8.2% 
Community, age <65, with SPMI 750.0 $2,446.14 1.152 $2,818.13 $3,237.69 −$419.56 −$314,679 −14.9% 
Community, age <65, no SPMI 1,620.1 $3,319.71 1.334 $4,427.60 $2,990.38 $1,437.22 $2,328,406 32.5% 
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Table 6.A.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1A 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 7,920.6 $2,652.67 1.386 $3,676.00 $2,592.18 $1,083.82 $8,584,481 29.5% 
Facility, age 65+, with SPMI 47.1 $3,321.06 0.990 $3,288.95 $2,075.77 $1,213.17 $57,111 36.9% 
Facility, age 65+, no SPMI 87.0 $2,476.33 0.988 $2,445.66 $1,374.16 $1,071.50 $93,210 43.8% 
HCBS, age 65+, with SPMI 344.2 $2,903.67 1.363 $3,958.14 $2,073.81 $1,884.33 $648,618 47.6% 
HCBS, age 65+, no SPMI 1,249.9 $2,389.27 1.476 $3,527.64 $2,588.85 $938.79 $1,173,393 26.6% 
Community, age 65+, with SPMI 189.7 $2,067.95 1.655 $3,422.31 $1,052.18 $2,370.13 $449,692 69.3% 
Community, age 65+, no SPMI 1,138.1 $2,124.06 1.599 $3,396.72 $2,662.83 $733.89 $835,267 21.6% 
Facility, age <65, with SPMI 50.0 $5,306.80 0.748 $3,972.11 $931.19 $3,040.92 $152,046 76.6% 
Facility, age <65, no SPMI 135.4 $4,764.97 0.776 $3,698.46 $3,371.42 $327.04 $44,286 8.8% 
HCBS, age <65, with SPMI 789.4 $2,780.44 1.154 $3,207.72 $2,328.97 $878.75 $693,685 27.4% 
HCBS, age <65, no SPMI 1,955.4 $2,691.70 1.404 $3,780.04 $2,378.82 $1,401.22 $2,739,900 37.1% 
Community, age <65, with SPMI 590.1 $2,446.14 1.255 $3,070.10 $2,973.66 $96.44 $56,903 3.1% 
Community, age <65, no SPMI 1,344.3 $3,319.71 1.351 $4,483.46 $3,263.20 $1,220.26 $1,640,370 27.2% 
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Table 6.B.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1B 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 19,132.6 $1,298.08 1.262 $1,637.85 $1,769.54 −$131.68 −$2,519,418 −8.0% 
Facility, age 65+, with SPMI 311.0 $1,581.91 0.939 $1,484.71 $802.64 $682.07 $212,131 45.9% 
Facility, age 65+, no SPMI 423.2 $1,689.87 0.883 $1,492.25 $1,429.30 $62.95 $26,641 4.2% 
HCBS, age 65+, with SPMI 839.1 $1,412.22 1.273 $1,798.18 $1,298.01 $500.17 $419,703 27.8% 
HCBS, age 65+, no SPMI 3,031.9 $1,178.09 1.500 $1,767.70 $1,795.27 −$27.57 −$83,584 −1.6% 
Community, age 65+, with SPMI 454.8 $1,140.11 1.435 $1,636.28 $1,363.37 $272.92 $124,121 16.7% 
Community, age 65+, no SPMI 3,484.9 $971.09 1.596 $1,549.84 $1,754.37 −$204.53 −$712,764 −13.2% 
Facility, age <65, with SPMI 224.2 $3,244.58 0.692 $2,244.67 $1,924.79 $319.89 $71,706 14.3% 
Facility, age <65, no SPMI 101.7 $3,733.76 0.669 $2,497.57 $1,937.91 $559.66 $56,891 22.4% 
HCBS, age <65, with SPMI 2,245.2 $1,385.95 1.019 $1,411.93 $1,708.58 −$296.65 −$666,036 −21.0% 
HCBS, age <65, no SPMI 2,983.5 $1,488.47 1.177 $1,752.39 $2,249.02 −$496.63 −$1,481,687 −28.3% 
Community, age <65, with SPMI 2,209.2 $1,112.23 1.154 $1,283.35 $1,360.97 −$77.62 −$171,478 −6.0% 
Community, age <65, no SPMI 2,824.0 $1,390.75 1.334 $1,855.19 $1,966.76 −$111.57 −$315,063 −6.0% 
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Table 6.B.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1B 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 15,489.8 $1,298.08 1.347 $1,748.31 $1,776.51 −$28.20 −$436,843 −1.6% 
Facility, age 65+, with SPMI 237.5 $1,581.91 0.993 $1,571.60 $1,270.83 $300.77 $71,426 19.1% 
Facility, age 65+, no SPMI 253.1 $1,689.87 0.985 $1,663.82 $1,873.08 −$209.26 −$52,972 −12.6% 
HCBS, age 65+, with SPMI 716.5 $1,412.22 1.359 $1,918.65 $2,003.00 −$84.35 −$60,435 −4.4% 
HCBS, age 65+, no SPMI 2,363.0 $1,178.09 1.479 $1,742.30 $1,699.02 $43.28 $102,263 2.5% 
Community, age 65+, with SPMI 344.7 $1,140.11 1.648 $1,878.80 $1,489.58 $389.22 $134,156 20.7% 
Community, age 65+, no SPMI 2,895.6 $971.09 1.601 $1,554.34 $1,617.19 −$62.85 −$181,999 −4.0% 
Facility, age <65, with SPMI 192.0 $3,244.58 0.750 $2,432.75 $1,584.28 $848.47 $162,906 34.9% 
Facility, age <65, no SPMI 106.0 $3,733.76 0.765 $2,857.66 $1,293.45 $1,564.21 $165,807 54.7% 
HCBS, age <65, with SPMI 1,901.5 $1,385.95 1.155 $1,600.61 $1,668.72 −$68.11 −$129,508 −4.3% 
HCBS, age <65, no SPMI 2,447.5 $1,488.47 1.407 $2,093.65 $2,150.73 −$57.08 −$139,699 −2.7% 
Community, age <65, with SPMI 1,794.9 $1,112.23 1.256 $1,396.57 $1,492.11 −$95.55 −$171,501 −6.8% 
Community, age <65, no SPMI 2,237.5 $1,390.75 1.350 $1,877.98 $2,028.72 −$150.74 −$337,287 −8.0% 
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Table 6.C.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1C 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 1,567.5 $993.94 1.314 $1,306.06 $1,771.05 −$464.99 −$728,881 −35.6% 
Facility, age 65+, with SPMI 12.0 $2,437.80 0.926 $2,256.42 $413.69 $1,842.73 $22,113 81.7% 
Facility, age 65+, no SPMI 36.0 $1,615.10 0.869 $1,403.79 $1,729.60 −$325.81 −$11,729 −23.2% 
HCBS, age 65+, with SPMI 95.0 $978.12 1.274 $1,245.73 $1,008.53 $237.19 $22,534 19.0% 
HCBS, age 65+, no SPMI 248.8 $905.53 1.500 $1,358.21 $1,454.38 −$96.18 −$23,928 −7.1% 
Community, age 65+, with SPMI 98.2 $1,509.16 1.409 $2,126.00 $1,145.83 $980.17 $96,278 46.1% 
Community, age 65+, no SPMI 295.1 $760.14 1.588 $1,207.08 $1,819.09 −$612.01 −$180,612 −50.7% 
Facility, age <65, with SPMI 11.0 $4,384.61 0.689 $3,019.14 $3,946.87 −$927.72 −$10,205 −30.7% 
Facility, age <65, no SPMI 23.0 $10,040.68 0.607 $6,091.12 $2,027.39 $4,063.72 $93,466 66.7% 
HCBS, age <65, with SPMI 168.0 $739.84 1.014 $750.51 $362.22 $388.29 $65,233 51.7% 
HCBS, age <65, no SPMI 183.0 $880.51 1.172 $1,031.95 $2,530.90 −$1,498.95 −$274,309 −145.3% 
Community, age <65, with SPMI 192.7 $832.44 1.151 $958.32 $1,096.65 −$138.33 −$26,653 −14.4% 
Community, age <65, no SPMI 204.7 $1,013.70 1.327 $1,345.66 $3,793.47 −$2,447.82 −$501,068 −181.9% 
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Table 6.C.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1C 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 1,227.0 $993.94 1.425 $1,416.83 $1,329.89 $86.93 $106,671 6.1% 
Facility, age 65+, with SPMI 13.0 $2,437.80 0.971 $2,366.80 $1,210.57 $1,156.23 $15,031 48.9% 
Facility, age 65+, no SPMI 16.4 $1,615.10 0.989 $1,597.49 $3,634.96 −$2,037.47 −$33,377 −127.5% 
HCBS, age 65+, with SPMI 72.7 $978.12 1.365 $1,334.70 $2,446.71 −$1,112.01 −$80,806 −83.3% 
HCBS, age 65+, no SPMI 186.5 $905.53 1.470 $1,331.51 $1,076.61 $254.90 $47,552 19.1% 
Community, age 65+, with SPMI 81.7 $1,509.16 1.631 $2,462.19 $1,247.43 $1,214.76 $99,218 49.3% 
Community, age 65+, no SPMI 189.2 $760.14 1.599 $1,215.20 $1,059.55 $155.65 $29,442 12.8% 
Facility, age <65, with SPMI 0.0 $4,384.61 0.000 $0.00 $0.00 $0.00 $0 0.0% 
Facility, age <65, no SPMI 24.0 $10,040.68 0.696 $6,989.03 $1,373.67 $5,615.36 $134,769 80.3% 
HCBS, age <65, with SPMI 129.1 $739.84 1.152 $852.10 $575.77 $276.33 $35,664 32.4% 
HCBS, age <65, no SPMI 155.4 $880.51 1.402 $1,234.92 $1,701.67 −$466.75 −$72,511 −37.8% 
Community, age <65, with SPMI 168.0 $832.44 1.254 $1,043.65 $568.38 $475.27 $79,846 45.5% 
Community, age <65, no SPMI 191.2 $1,013.70 1.343 $1,361.59 $2,136.57 −$774.98 −$148,157 −56.9% 
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Table 6.D.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1D 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 27,937.6 $1,696.25 1.232 $2,089.63 $1,929.16 $160.47 $4,483,220 7.7% 
Facility, age 65+, with SPMI 320.5 $2,345.53 0.937 $2,196.93 $799.97 $1,396.96 $447,754 63.6% 
Facility, age 65+, no SPMI 843.3 $2,040.09 0.876 $1,787.12 $1,134.70 $652.41 $550,175 36.5% 
HCBS, age 65+, with SPMI 1,032.9 $2,012.00 1.275 $2,564.79 $1,572.72 $992.06 $1,024,697 38.7% 
HCBS, age 65+, no SPMI 4,182.9 $1,699.59 1.497 $2,544.95 $2,185.10 $359.86 $1,505,231 14.1% 
Community, age 65+, with SPMI 638.4 $1,450.66 1.429 $2,072.48 $1,354.43 $718.05 $458,392 34.6% 
Community, age 65+, no SPMI 3,934.4 $1,352.84 1.594 $2,156.95 $2,173.24 −$16.30 −$64,120 −0.8% 
Facility, age <65, with SPMI 131.9 $3,271.35 0.692 $2,264.00 $2,638.16 −$374.16 −$49,340 −16.5% 
Facility, age <65, no SPMI 276.7 $4,766.02 0.674 $3,211.71 $2,411.84 $799.87 $221,305 24.9% 
HCBS, age <65, with SPMI 2,617.7 $1,644.72 1.019 $1,676.40 $1,703.64 −$27.24 −$71,296 −1.6% 
HCBS, age <65, no SPMI 5,204.0 $1,817.35 1.176 $2,137.79 $1,993.58 $144.20 $750,438 6.7% 
Community, age <65, with SPMI 3,592.2 $1,327.43 1.151 $1,528.27 $1,659.14 −$130.87 −$470,110 −8.6% 
Community, age <65, no SPMI 5,162.8 $1,578.14 1.335 $2,106.22 $2,071.33 $34.88 $180,093 1.7% 
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Table 6.D.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1D 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 23,762.1 $1,696.25 1.313 $2,226.33 $2,033.57 $192.77 $4,580,519 8.7% 
Facility, age 65+, with SPMI 193.9 $2,345.53 0.986 $2,313.18 $1,454.32 $858.86 $166,517 37.1% 
Facility, age 65+, no SPMI 587.7 $2,040.09 0.979 $1,997.74 $1,298.62 $699.11 $410,899 35.0% 
HCBS, age 65+, with SPMI 871.7 $2,012.00 1.359 $2,734.20 $1,742.04 $992.16 $864,906 36.3% 
HCBS, age 65+, no SPMI 3,276.5 $1,699.59 1.476 $2,508.04 $2,317.64 $190.39 $623,819 7.6% 
Community, age 65+, with SPMI 490.1 $1,450.66 1.646 $2,388.36 $1,360.41 $1,027.95 $503,762 43.0% 
Community, age 65+, no SPMI 3,244.7 $1,352.84 1.598 $2,161.21 $2,049.12 $112.09 $363,691 5.2% 
Facility, age <65, with SPMI 113.0 $3,271.35 0.747 $2,445.32 $828.20 $1,617.11 $182,734 66.1% 
Facility, age <65, no SPMI 212.8 $4,766.02 0.769 $3,663.08 $2,177.02 $1,486.06 $316,159 40.6% 
HCBS, age <65, with SPMI 2,349.9 $1,644.72 1.154 $1,897.49 $1,802.66 $94.83 $222,837 5.0% 
HCBS, age <65, no SPMI 4,705.6 $1,817.35 1.404 $2,550.66 $1,974.92 $575.74 $2,709,170 22.6% 
Community, age <65, with SPMI 3,141.2 $1,327.43 1.253 $1,663.36 $1,975.39 −$312.02 −$980,131 −18.8% 
Community, age <65, no SPMI 4,575.1 $1,578.14 1.351 $2,131.97 $2,307.67 −$175.70 −$803,844 −8.2% 
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Table 6.E.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1E 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 3,353.5 $678.93 1.237 $839.98 $1,436.46 −$596.48 −$2,000,309 −71.0% 
Facility, age 65+, with SPMI 29.0 $1,222.01 0.947 $1,156.89 $701.89 $455.00 $13,195 39.3% 
Facility, age 65+, no SPMI 102.7 $860.02 0.874 $751.52 $510.15 $241.37 $24,778 32.1% 
HCBS, age 65+, with SPMI 36.2 $682.88 1.317 $899.20 $1,033.26 −$134.06 −$4,856 −14.9% 
HCBS, age 65+, no SPMI 508.4 $808.12 1.495 $1,208.36 $1,818.24 −$609.88 −$310,044 −50.5% 
Community, age 65+, with SPMI 52.5 $771.30 1.424 $1,098.01 $2,827.74 −$1,729.72 −$90,894 −157.5% 
Community, age 65+, no SPMI 697.7 $534.63 1.594 $852.45 $1,477.12 −$624.67 −$435,808 −73.3% 
Facility, age <65, with SPMI 39.9 $422.56 0.700 $295.96 $1,930.21 −$1,634.24 −$65,264 −552.2% 
Facility, age <65, no SPMI 44.0 $1,235.18 0.682 $842.94 $1,396.40 −$553.47 −$24,353 −65.7% 
HCBS, age <65, with SPMI 297.0 $582.37 1.020 $594.09 $696.09 −$101.99 −$30,292 −17.2% 
HCBS, age <65, no SPMI 484.3 $573.21 1.177 $674.87 $1,528.99 −$854.13 −$413,631 −126.6% 
Community, age <65, with SPMI 510.7 $695.05 1.154 $801.81 $975.53 −$173.71 −$88,721 −21.7% 
Community, age <65, no SPMI 551.1 $608.17 1.328 $807.82 $1,850.14 −$1,042.32 −$574,420 −129.0% 
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Table 6.E.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1E 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 2,716.7 $678.93 1.287 $873.69 $1,531.65 −$657.96 −$1,787,497 −75.3% 
Facility, age 65+, with SPMI 7.0 $1,222.01 0.957 $1,169.15 $199.77 $969.38 $6,754 82.9% 
Facility, age 65+, no SPMI 65.0 $860.02 0.977 $839.93 $445.00 $394.93 $25,658 47.0% 
HCBS, age 65+, with SPMI 20.0 $682.88 1.381 $943.34 $4,107.21 −$3,163.87 −$63,277 −335.4% 
HCBS, age 65+, no SPMI 337.7 $808.12 1.467 $1,185.86 $2,150.96 −$965.11 −$325,927 −81.4% 
Community, age 65+, with SPMI 59.0 $771.30 1.655 $1,276.54 $1,381.95 −$105.41 −$6,219 −8.3% 
Community, age 65+, no SPMI 560.6 $534.63 1.599 $854.94 $1,665.50 −$810.57 −$454,436 −94.8% 
Facility, age <65, with SPMI 24.6 $422.56 0.747 $315.85 $2,220.03 −$1,904.18 −$46,806 −602.9% 
Facility, age <65, no SPMI 36.0 $1,235.18 0.778 $961.02 $344.70 $616.32 $22,188 64.1% 
HCBS, age <65, with SPMI 264.0 $582.37 1.156 $673.23 $559.70 $113.53 $29,972 16.9% 
HCBS, age <65, no SPMI 417.0 $573.21 1.408 $807.23 $1,972.85 −$1,165.62 −$486,121 −144.4% 
Community, age <65, with SPMI 437.5 $695.05 1.251 $869.56 $816.31 $53.25 $23,297 6.1% 
Community, age <65, no SPMI 488.3 $608.17 1.346 $818.55 $1,868.29 −$1,049.75 −$512,580 −128.2% 

93 

APPENDIX S (2) 341



Table 6.F.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1F 

 

 

 

 
 
 
 

Category of beneficiary 

 
(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 3,882.8 $608.70 1.226 $746.37 $1,221.12 −$474.75 −$1,843,369 −63.6% 
Facility, age 65+, with SPMI 31.2 $1,241.30 0.940 $1,167.04 $780.44 $386.60 $12,059 33.1% 
Facility, age 65+, no SPMI 86.9 $1,121.79 0.877 $984.29 $1,096.92 −$112.63 −$9,790 −11.4% 
HCBS, age 65+, with SPMI 145.9 $803.19 1.278 $1,026.13 $2,829.69 −$1,803.56 −$263,079 −175.8% 
HCBS, age 65+, no SPMI 438.5 $690.94 1.492 $1,030.87 $2,146.66 −$1,115.79 −$489,242 −108.2% 
Community, age 65+, with SPMI 81.9 $719.43 1.417 $1,019.55 $1,519.12 −$499.57 −$40,908 −49.0% 
Community, age 65+, no SPMI 896.4 $477.67 1.588 $758.50 $1,457.51 −$699.01 −$626,615 −92.2% 
Facility, age <65, with SPMI 36.0 $551.42 0.695 $383.06 $625.24 −$242.18 −$8,718 −63.2% 
Facility, age <65, no SPMI 28.0 $441.48 0.692 $305.43 $63.85 $241.58 $6,764 79.1% 
HCBS, age <65, with SPMI 223.7 $725.74 1.018 $738.85 $767.43 −$28.58 −$6,392 −3.9% 
HCBS, age <65, no SPMI 621.7 $381.65 1.177 $449.08 $769.27 −$320.19 −$199,064 −71.3% 
Community, age <65, with SPMI 409.0 $779.84 1.151 $897.89 $1,000.85 −$102.96 −$42,112 −11.5% 
Community, age <65, no SPMI 883.7 $489.77 1.333 $652.85 $852.32 −$199.47 −$176,272 −30.6% 
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Table 6.F.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1F 
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(a) 

Number 
of eligible 

months 

(b) Baseline 
period 

PMPM from 
interventio 

n group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
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(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = (d) – 

(e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 3,231.7 $608.70 1.266 $770.79 $1,352.29 −$581.50 −$1,879,218 −75.4% 
Facility, age 65+, with SPMI 14.0 $1,241.30 0.987 $1,225.32 $314.29 $911.03 $12,754 74.4% 
Facility, age 65+, no SPMI 48.8 $1,121.79 0.991 $1,111.76 $1,930.61 −$818.85 −$39,994 −73.7% 
HCBS, age 65+, with SPMI 99.4 $803.19 1.341 $1,076.88 $2,549.77 −$1,472.89 −$146,371 −136.8% 
HCBS, age 65+, no SPMI 339.0 $690.94 1.466 $1,013.20 $1,542.79 −$529.59 −$179,532 −52.3% 
Community, age 65+, with SPMI 71.0 $719.43 1.644 $1,182.79 $999.82 $182.97 $12,991 15.5% 
Community, age 65+, no SPMI 752.5 $477.67 1.595 $761.73 $1,279.06 −$517.33 −$389,285 −67.9% 
Facility, age <65, with SPMI 35.0 $551.42 0.746 $411.63 $610.42 −$198.80 −$6,958 −48.3% 
Facility, age <65, no SPMI 33.0 $441.48 0.790 $348.81 $1,301.92 −$953.10 −$31,452 −273.2% 
HCBS, age <65, with SPMI 184.6 $725.74 1.146 $831.80 $1,058.11 −$226.31 −$41,776 −27.2% 
HCBS, age <65, no SPMI 551.3 $381.65 1.406 $536.51 $965.05 −$428.54 −$236,269 −79.9% 
Community, age <65, with SPMI 341.3 $779.84 1.250 $975.18 $1,450.86 −$475.68 −$162,333 −48.8% 
Community, age <65, no SPMI 761.8 $489.77 1.350 $661.29 $1,542.13 −$880.84 −$670,993 −133.2% 
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Table 6.G.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1 total 
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(a) Number 
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months 

(b) Baseline 
period PMPM 
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group 
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(d) Target 
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Demonstration 
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intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 65,777.2 $1,612.13 1.239 $1,997.13 $1,927.94 $69.19 $4,551,022 3.5% 
Facility, age 65+, with SPMI 810.9 $2,187.68 0.900 $1,968.55 $926.92 $1,041.63 $844,644 52.9% 
Facility, age 65+, no SPMI 1,641.4 $1,891.49 0.863 $1,631.70 $1,183.28 $448.42 $736,030 27.5% 
HCBS, age 65+, with SPMI 2,566.6 $1,892.37 1.235 $2,337.97 $1,724.72 $613.25 $1,573,934 26.2% 
HCBS, age 65+, no SPMI 10,033.5 $1,566.85 1.477 $2,314.31 $2,097.68 $216.63 $2,173,549 9.4% 
Community, age 65+, with SPMI 1,527.1 $1,375.13 1.434 $1,971.79 $1,537.67 $434.11 $662,914 22.0% 
Community, age 65+, no SPMI 10,850.4 $1,218.15 1.569 $1,910.67 $1,997.64 −$86.97 −$943,616 −4.6% 
Facility, age <65, with SPMI 513.0 $3,424.47 0.636 $2,178.88 $1,891.21 $287.68 $147,567 13.2% 
Facility, age <65, no SPMI 624.3 $4,229.44 0.687 $2,907.44 $1,916.82 $990.63 $618,479 34.1% 
HCBS, age <65, with SPMI 6,541.6 $1,670.54 0.991 $1,656.32 $1,666.71 −$10.39 −$67,966 −0.6% 
HCBS, age <65, no SPMI 11,758.5 $1,786.30 1.161 $2,073.07 $2,160.02 −$86.95 −$1,022,437 −4.2% 
Community, age <65, with SPMI 7,663.8 $1,286.74 1.156 $1,487.52 $1,632.84 −$145.33 −$1,113,753 −9.8% 
Community, age <65, no SPMI 11,246.3 $1,647.99 1.326 $2,185.92 $2,102.19 $83.73 $941,677 3.8% 
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Table 6.G.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 1 total 
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(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 54,347.9 $1,612.13 1.321 $2,128.92 $1,960.23 $168.69 $9,168,113 7.9% 
Facility, age 65+, with SPMI 512.4 $2,187.68 0.921 $2,015.21 $1,371.98 $643.23 $329,594 31.9% 
Facility, age 65+, no SPMI 1,058.1 $1,891.49 0.971 $1,836.49 $1,455.20 $381.29 $403,425 20.8% 
HCBS, age 65+, with SPMI 2,124.5 $1,892.37 1.329 $2,515.21 $1,967.95 $547.25 $1,162,634 21.8% 
HCBS, age 65+, no SPMI 7,752.7 $1,566.85 1.460 $2,287.75 $2,101.81 $185.94 $1,441,568 8.1% 
Community, age 65+, with SPMI 1,236.2 $1,375.13 1.664 $2,287.55 $1,321.97 $965.58 $1,193,601 42.2% 
Community, age 65+, no SPMI 8,780.7 $1,218.15 1.558 $1,897.51 $1,874.43 $23.08 $202,679 1.2% 
Facility, age <65, with SPMI 414.6 $3,424.47 0.679 $2,325.69 $1,254.91 $1,070.77 $443,922 46.0% 
Facility, age <65, no SPMI 547.2 $4,229.44 0.776 $3,284.03 $2,092.88 $1,191.15 $651,755 36.3% 
HCBS, age <65, with SPMI 5,618.4 $1,670.54 1.116 $1,864.55 $1,720.23 $144.33 $810,875 7.7% 
HCBS, age <65, no SPMI 10,232.1 $1,786.30 1.387 $2,476.72 $2,035.51 $441.21 $4,514,470 17.8% 
Community, age <65, with SPMI 6,473.0 $1,286.74 1.252 $1,611.60 $1,789.86 −$178.27 −$1,153,920 −11.1% 
Community, age <65, no SPMI 9,598.1 $1,647.99 1.337 $2,203.21 $2,289.95 −$86.73 −$832,491 −3.9% 
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Table 6.H.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 2 
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(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 2,826.7 $2,356.60 0.864 $2,036.10 $1,950.06 $86.05 $243,228 4.2% 
Facility, age 65+, with SPMI 29.2 $6,327.51 0.641 $4,056.93 $1,462.69 $2,594.24 $75,651 63.9% 
Facility, age 65+, no SPMI 106.7 $5,338.95 0.579 $3,089.71 $1,815.26 $1,274.45 $135,939 41.2% 
HCBS, age 65+, with SPMI 110.0 $1,791.38 1.055 $1,889.14 $792.38 $1,096.76 $120,643 58.1% 
HCBS, age 65+, no SPMI 380.6 $2,315.40 1.286 $2,976.46 $2,382.28 $594.18 $226,150 20.0% 
Community, age 65+, with SPMI 69.2 $2,564.32 1.058 $2,712.50 $2,737.96 −$25.46 −$1,763 −0.9% 
Community, age 65+, no SPMI 512.5 $2,029.05 0.863 $1,751.98 $1,386.14 $365.84 $187,494 20.9% 
Facility, age <65, with SPMI 36.0 $2,265.17 0.413 $935.14 $231.67 $703.47 $25,325 75.2% 
Facility, age <65, no SPMI 12.0 $9,194.32 0.574 $5,275.74 $500.91 $4,774.83 $57,298 90.5% 
HCBS, age <65, with SPMI 195.1 $2,892.19 0.676 $1,955.23 $2,040.20 −$84.96 −$16,579 −4.3% 
HCBS, age <65, no SPMI 474.8 $2,269.10 1.017 $2,307.40 $2,218.75 $88.66 $42,094 3.8% 
Community, age <65, with SPMI 255.4 $2,048.38 0.788 $1,614.17 $1,014.43 $599.73 $153,173 37.2% 
Community, age <65, no SPMI 645.2 $1,441.79 0.962 $1,387.01 $2,568.35 −$1,181.34 −$762,198 −85.2% 
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Table 6.H.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 2 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 2,414.2 $2,356.60 0.934 $2,201.41 $1,835.15 $366.25 $884,214 16.6% 
Facility, age 65+, with SPMI 24.0 $6,327.51 0.535 $3,385.69 $2,163.21 $1,222.48 $29,339 36.1% 
Facility, age 65+, no SPMI 61.5 $5,338.95 0.576 $3,073.14 $955.17 $2,117.97 $130,152 68.9% 
HCBS, age 65+, with SPMI 110.3 $1,791.38 1.334 $2,389.21 $2,021.48 $367.73 $40,545 15.4% 
HCBS, age 65+, no SPMI 266.0 $2,315.40 1.750 $4,052.02 $944.48 $3,107.53 $826,503 76.7% 
Community, age 65+, with SPMI 55.3 $2,564.32 0.992 $2,544.21 $3,246.53 −$702.32 −$38,862 −27.6% 
Community, age 65+, no SPMI 496.2 $2,029.05 1.076 $2,183.64 $1,263.90 $919.73 $456,330 42.1% 
Facility, age <65, with SPMI 36.0 $2,265.17 0.729 $1,651.24 $444.89 $1,206.35 $43,429 73.1% 
Facility, age <65, no SPMI 12.0 $9,194.32 0.597 $5,486.11 $666.90 $4,819.21 $57,830 87.8% 
HCBS, age <65, with SPMI 154.3 $2,892.19 0.572 $1,654.11 $1,657.47 −$3.36 −$518 −0.2% 
HCBS, age <65, no SPMI 464.0 $2,269.10 0.789 $1,789.35 $2,158.53 −$369.18 −$171,301 −20.6% 
Community, age <65, with SPMI 203.7 $2,048.38 0.945 $1,935.02 $2,438.45 −$503.42 −$102,530 −26.0% 
Community, age <65, no SPMI 531.1 $1,441.79 1.142 $1,646.39 $2,374.56 −$728.17 −$386,704 −44.2% 
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Table 6.I.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 3 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 29,370.2 $1,690.19 1.073 $1,813.90 $1,662.12 $151.78 $4,457,725 8.4% 
Facility, age 65+, with SPMI 425.0 $2,546.62 0.724 $1,844.69 $1,607.60 $237.09 $100,771 12.9% 
Facility, age 65+, no SPMI 960.5 $2,124.41 0.722 $1,534.44 $1,441.66 $92.78 $89,108 6.0% 
HCBS, age 65+, with SPMI 1,265.9 $1,974.89 1.054 $2,081.69 $1,699.25 $382.44 $484,129 18.4% 
HCBS, age 65+, no SPMI 4,930.5 $1,772.34 1.302 $2,307.63 $1,808.09 $499.54 $2,462,966 21.6% 
Community, age 65+, with SPMI 1,078.0 $1,390.23 0.748 $1,040.58 $1,542.40 −$501.82 −$540,939 −48.2% 
Community, age 65+, no SPMI 5,749.9 $1,293.29 1.104 $1,428.33 $1,494.29 −$65.96 −$379,268 −4.6% 
Facility, age <65, with SPMI 233.3 $4,619.24 0.524 $2,420.92 $2,290.99 $129.93 $30,315 5.4% 
Facility, age <65, no SPMI 440.5 $4,369.28 0.500 $2,182.82 $1,833.07 $349.74 $154,068 16.0% 
HCBS, age <65, with SPMI 2,278.6 $1,958.15 0.915 $1,792.02 $1,822.73 −$30.72 −$69,991 −1.7% 
HCBS, age <65, no SPMI 4,265.8 $1,868.23 1.285 $2,399.91 $1,962.99 $436.92 $1,863,803 18.2% 
Community, age <65, with SPMI 3,026.8 $1,309.66 1.014 $1,327.63 $1,397.26 −$69.62 −$210,736 −5.2% 
Community, age <65, no SPMI 4,715.4 $1,466.46 1.128 $1,654.90 $1,554.48 $100.41 $473,499 6.1% 
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Table 6.I.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 3 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 23,794.6 $1,690.19 1.113 $1,881.45 $1,753.91 $127.54 $3,034,760 6.8% 
Facility, age 65+, with SPMI 308.5 $2,546.62 0.641 $1,631.30 $1,513.61 $117.69 $36,305 7.2% 
Facility, age 65+, no SPMI 701.3 $2,124.41 0.673 $1,429.00 $1,032.53 $396.46 $278,031 27.7% 
HCBS, age 65+, with SPMI 867.9 $1,974.89 1.111 $2,194.55 $1,884.22 $310.33 $269,338 14.1% 
HCBS, age 65+, no SPMI 3,703.3 $1,772.34 1.593 $2,823.78 $1,700.46 $1,123.32 $4,159,970 39.8% 
Community, age 65+, with SPMI 899.8 $1,390.23 0.930 $1,292.90 $1,512.42 −$219.52 −$197,516 −17.0% 
Community, age 65+, no SPMI 4,574.8 $1,293.29 1.252 $1,618.75 $1,829.66 −$210.91 −$964,868 −13.0% 
Facility, age <65, with SPMI 204.4 $4,619.24 0.232 $1,072.08 $1,182.51 −$110.43 −$22,566 −10.3% 
Facility, age <65, no SPMI 384.9 $4,369.28 0.404 $1,764.58 $2,055.32 −$290.74 −$111,895 −16.5% 
HCBS, age <65, with SPMI 2,047.1 $1,958.15 0.763 $1,494.33 $1,578.35 −$84.02 −$172,001 −5.6% 
HCBS, age <65, no SPMI 3,659.6 $1,868.23 1.396 $2,608.74 $1,980.25 $628.50 $2,300,053 24.1% 
Community, age <65, with SPMI 2,565.8 $1,309.66 0.821 $1,075.49 $1,440.70 −$365.21 −$937,060 −34.0% 
Community, age <65, no SPMI 3,877.4 $1,466.46 1.067 $1,565.17 $1,978.59 −$413.43 −$1,603,030 −26.4% 
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Table 6.J.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 4 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 33,927.6 $1,742.42 1.055 $1,838.01 $1,695.25 $142.77 $4,843,805 7.8% 
Facility, age 65+, with SPMI 1,064.6 $3,336.29 0.676 $2,256.70 $1,350.69 $906.01 $964,507 40.1% 
Facility, age 65+, no SPMI 897.6 $2,231.28 0.639 $1,424.80 $1,362.52 $62.27 $55,897 4.4% 
HCBS, age 65+, with SPMI 2,480.7 $2,410.48 0.951 $2,292.38 $1,889.86 $402.52 $998,531 17.6% 
HCBS, age 65+, no SPMI 5,030.0 $1,679.14 1.496 $2,511.72 $1,802.89 $708.83 $3,565,445 28.2% 
Community, age 65+, with SPMI 1,701.5 $1,908.28 0.923 $1,760.45 $2,031.58 −$271.14 −$461,338 −15.4% 
Community, age 65+, no SPMI 6,793.9 $1,220.09 1.153 $1,406.60 $1,450.97 −$44.37 −$301,422 −3.2% 
Facility, age <65, with SPMI 265.8 $4,472.72 0.691 $3,088.82 $2,904.44 $184.38 $49,008 6.0% 
Facility, age <65, no SPMI 219.2 $3,253.09 0.690 $2,245.07 $1,671.74 $573.32 $125,644 25.5% 
HCBS, age <65, with SPMI 3,007.7 $1,791.41 1.177 $2,108.56 $1,829.61 $278.96 $839,005 13.2% 
HCBS, age <65, no SPMI 4,015.9 $1,871.58 1.131 $2,116.17 $1,968.99 $147.19 $591,091 7.0% 
Community, age <65, with SPMI 4,011.8 $1,469.29 0.867 $1,273.86 $1,216.20 $57.65 $231,291 4.5% 
Community, age <65, no SPMI 4,439.0 $1,437.51 1.025 $1,473.76 $1,882.38 −$408.62 −$1,813,855 −27.7% 
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Table 6.J.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 4 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 26,423.4 $1,742.42 1.091 $1,901.14 $1,710.07 $191.07 $5,048,821 10.1% 
Facility, age 65+, with SPMI 787.9 $3,336.29 0.723 $2,412.43 $1,310.84 $1,101.59 $867,982 45.7% 
Facility, age 65+, no SPMI 593.6 $2,231.28 0.808 $1,802.88 $1,541.16 $261.72 $155,359 14.5% 
HCBS, age 65+, with SPMI 1,826.4 $2,410.48 0.932 $2,246.26 $1,730.83 $515.43 $941,393 22.9% 
HCBS, age 65+, no SPMI 3,773.8 $1,679.14 1.384 $2,323.85 $1,764.66 $559.19 $2,110,269 24.1% 
Community, age 65+, with SPMI 1,332.2 $1,908.28 0.887 $1,692.65 $1,414.98 $277.67 $369,919 16.4% 
Community, age 65+, no SPMI 5,190.9 $1,220.09 1.118 $1,364.59 $1,504.68 −$140.09 −$727,172 −10.3% 
Facility, age <65, with SPMI 217.4 $4,472.72 0.570 $2,547.55 $2,199.68 $347.87 $75,613 13.7% 
Facility, age <65, no SPMI 177.4 $3,253.09 0.434 $1,410.56 $2,071.33 −$660.78 −$117,244 −46.8% 
HCBS, age <65, with SPMI 2,694.3 $1,791.41 1.437 $2,573.57 $1,662.41 $911.17 $2,454,945 35.4% 
HCBS, age <65, no SPMI 3,490.4 $1,871.58 1.152 $2,155.63 $2,140.09 $15.54 $54,237 0.7% 
Community, age <65, with SPMI 3,129.7 $1,469.29 0.963 $1,415.40 $1,569.26 −$153.86 −$481,537 −10.9% 
Community, age <65, no SPMI 3,209.3 $1,437.51 1.162 $1,670.47 $1,874.55 −$204.08 −$654,943 −12.2% 
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Table 6.K.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 5A 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 46,063.6 $1,684.46 1.006 $1,694.45 $1,482.59 $211.86 $9,759,075 12.5% 
Facility, age 65+, with SPMI 1,658.5 $3,162.82 0.811 $2,566.06 $1,284.48 $1,281.57 $2,125,514 49.9% 
Facility, age 65+, no SPMI 1,129.4 $2,002.58 0.922 $1,846.88 $764.27 $1,082.60 $1,222,717 58.6% 
HCBS, age 65+, with SPMI 4,676.1 $2,274.31 1.235 $2,808.74 $2,091.49 $717.25 $3,353,917 25.5% 
HCBS, age 65+, no SPMI 6,002.6 $1,764.55 1.209 $2,134.16 $1,799.22 $334.94 $2,010,512 15.7% 
Community, age 65+, with SPMI 3,431.6 $1,724.64 0.855 $1,473.90 $1,284.54 $189.36 $649,811 12.8% 
Community, age 65+, no SPMI 7,938.3 $1,063.18 0.907 $964.30 $1,179.93 −$215.63 −$1,711,748 −22.4% 
Facility, age <65, with SPMI 587.3 $5,207.50 0.984 $5,122.14 $2,235.27 $2,886.87 $1,695,358 56.4% 
Facility, age <65, no SPMI 270.7 $3,572.15 0.949 $3,390.23 $1,419.74 $1,970.50 $533,479 58.1% 
HCBS, age <65, with SPMI 4,727.0 $2,118.15 1.007 $2,133.55 $1,759.99 $373.57 $1,765,867 17.5% 
HCBS, age <65, no SPMI 3,690.5 $1,388.04 1.106 $1,535.48 $1,531.70 $3.78 $13,959 0.2% 
Community, age <65, with SPMI 6,908.3 $1,355.55 0.828 $1,122.33 $1,140.63 −$18.30 −$126,416 −1.6% 
Community, age <65, no SPMI 5,043.3 $1,207.80 0.923 $1,114.82 $1,466.55 −$351.73 −$1,773,895 −31.6% 
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Table 6.K.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 5A 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 35,027.4 $1,684.46 1.064 $1,792.24 $1,606.19 $186.05 $6,516,979 10.4% 
Facility, age 65+, with SPMI 1,101.1 $3,162.82 0.709 $2,241.32 $1,673.97 $567.34 $624,688 25.3% 
Facility, age 65+, no SPMI 736.3 $2,002.58 0.922 $1,846.95 $968.55 $878.40 $646,731 47.6% 
HCBS, age 65+, with SPMI 3,646.3 $2,274.31 1.517 $3,450.70 $1,841.51 $1,609.20 $5,867,675 46.6% 
HCBS, age 65+, no SPMI 4,361.4 $1,764.55 1.287 $2,270.70 $1,890.98 $379.73 $1,656,141 16.7% 
Community, age 65+, with SPMI 2,640.1 $1,724.64 0.810 $1,396.19 $1,612.30 −$216.11 −$570,557 −15.5% 
Community, age 65+, no SPMI 5,852.3 $1,063.18 1.004 $1,067.58 $1,262.12 −$194.55 −$1,138,536 −18.2% 
Facility, age <65, with SPMI 508.7 $5,207.50 0.768 $3,999.13 $2,741.60 $1,257.53 $639,758 31.4% 
Facility, age <65, no SPMI 212.2 $3,572.15 0.697 $2,488.43 $2,510.91 −$22.48 −$4,770 −0.9% 
HCBS, age <65, with SPMI 3,999.6 $2,118.15 1.169 $2,475.48 $1,750.80 $724.68 $2,898,403 29.3% 
HCBS, age <65, no SPMI 3,052.6 $1,388.04 0.789 $1,094.54 $1,952.10 −$857.57 −$2,617,844 −78.3% 
Community, age <65, with SPMI 5,186.4 $1,355.55 0.829 $1,124.33 $1,111.25 $13.08 $67,842 1.2% 
Community, age <65, no SPMI 3,730.3 $1,207.80 1.086 $1,311.99 $1,728.18 −$416.20 −$1,552,551 −31.7% 
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Table 6.L.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 5B 
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(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 49,203.2 $1,730.61 1.076 $1,861.28 $1,750.02 $111.26 $5,474,301 6.0% 
Facility, age 65+, with SPMI 2,743.7 $2,716.60 0.936 $2,543.50 $1,791.57 $751.93 $2,063,035 29.6% 
Facility, age 65+, no SPMI 1,583.9 $2,135.54 0.904 $1,930.28 $1,851.14 $79.14 $125,346 4.1% 
HCBS, age 65+, with SPMI 6,180.3 $1,931.80 1.059 $2,046.14 $1,894.94 $151.19 $934,420 7.4% 
HCBS, age 65+, no SPMI 6,793.5 $1,341.24 1.415 $1,898.23 $2,031.18 −$132.95 −$903,201 −7.0% 
Community, age 65+, with SPMI 4,482.0 $1,691.40 1.070 $1,810.59 $1,656.00 $154.59 $692,868 8.5% 
Community, age 65+, no SPMI 10,457.1 $1,206.44 1.232 $1,485.97 $1,234.49 $251.49 $2,629,830 16.9% 
Facility, age <65, with SPMI 943.8 $4,189.90 0.867 $3,633.12 $2,572.45 $1,060.67 $1,001,108 29.2% 
Facility, age <65, no SPMI 514.4 $2,293.73 0.875 $2,006.48 $2,337.12 −$330.64 −$170,075 −16.5% 
HCBS, age <65, with SPMI 4,685.9 $2,034.93 0.989 $2,012.57 $1,861.11 $151.46 $709,728 7.5% 
HCBS, age <65, no SPMI 3,193.6 $1,392.03 1.097 $1,527.69 $2,060.10 −$532.41 −$1,700,341 −34.9% 
Community, age <65, with SPMI 4,870.4 $1,752.61 0.944 $1,654.16 $1,574.26 $79.90 $389,142 4.8% 
Community, age <65, no SPMI 2,754.7 $1,930.53 1.038 $2,004.79 $2,112.81 −$108.02 −$297,559 −5.4% 
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Table 6.L.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 5B 
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(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 36,727.0 $1,730.61 1.139 $1,972.00 $1,894.15 $77.85 $2,859,312 3.9% 
Facility, age 65+, with SPMI 1,745.1 $2,716.60 0.982 $2,666.75 $2,000.06 $666.69 $1,163,446 25.0% 
Facility, age 65+, no SPMI 948.1 $2,135.54 0.939 $2,005.30 $1,810.52 $194.77 $184,671 9.7% 
HCBS, age 65+, with SPMI 4,544.6 $1,931.80 1.202 $2,322.22 $1,912.94 $409.28 $1,860,028 17.6% 
HCBS, age 65+, no SPMI 4,812.8 $1,341.24 1.264 $1,695.69 $2,083.16 −$387.47 −$1,864,841 −22.9% 
Community, age 65+, with SPMI 3,279.6 $1,691.40 1.160 $1,961.99 $1,531.88 $430.11 $1,410,584 21.9% 
Community, age 65+, no SPMI 7,823.1 $1,206.44 1.336 $1,611.26 $1,560.29 $50.97 $398,713 3.2% 
Facility, age <65, with SPMI 736.2 $4,189.90 0.765 $3,205.74 $2,288.19 $917.55 $675,526 28.6% 
Facility, age <65, no SPMI 412.3 $2,293.73 0.815 $1,869.72 $2,288.21 −$418.49 −$172,562 −22.4% 
HCBS, age <65, with SPMI 3,958.4 $2,034.93 1.140 $2,320.80 $1,956.52 $364.28 $1,441,961 15.7% 
HCBS, age <65, no SPMI 2,694.7 $1,392.03 1.343 $1,869.42 $2,370.18 −$500.76 −$1,349,389 −26.8% 
Community, age <65, with SPMI 3,629.5 $1,752.61 1.004 $1,759.41 $1,743.49 $15.92 $57,776 0.9% 
Community, age <65, no SPMI 2,142.6 $1,930.53 1.058 $2,042.18 $2,483.98 −$441.80 −$946,601 −21.6% 
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Table 6.M.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 6A 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 49,698.6 $1,994.44 1.000 $1,994.13 $1,644.24 $349.89 $17,388,933 17.5% 
Facility, age 65+, with SPMI 2,698.0 $3,361.36 0.828 $2,783.68 $1,667.13 $1,116.55 $3,012,440 40.1% 
Facility, age 65+, no SPMI 1,540.3 $2,297.47 0.807 $1,854.41 $1,326.37 $528.03 $813,332 28.5% 
HCBS, age 65+, with SPMI 5,680.2 $2,558.12 1.194 $3,054.28 $2,016.55 $1,037.73 $5,894,537 34.0% 
HCBS, age 65+, no SPMI 5,897.0 $1,810.19 1.094 $1,980.04 $1,737.00 $243.04 $1,433,204 12.3% 
Community, age 65+, with SPMI 3,475.9 $2,019.05 0.841 $1,698.43 $1,575.79 $122.64 $426,302 7.2% 
Community, age 65+, no SPMI 7,687.3 $1,388.11 1.080 $1,499.26 $1,252.21 $247.05 $1,899,134 16.5% 
Facility, age <65, with SPMI 1,391.3 $2,803.02 0.934 $2,617.76 $1,773.41 $844.35 $1,174,731 32.3% 
Facility, age <65, no SPMI 1,093.9 $1,138.14 0.747 $849.65 $1,011.74 −$162.10 −$177,316 −19.1% 
HCBS, age <65, with SPMI 5,165.8 $2,463.72 1.075 $2,647.39 $2,206.78 $440.62 $2,276,109 16.6% 
HCBS, age <65, no SPMI 3,457.4 $1,486.50 0.961 $1,428.63 $1,501.13 −$72.50 −$250,669 −5.1% 
Community, age <65, with SPMI 6,671.8 $1,938.45 0.884 $1,713.55 $1,561.68 $151.87 $1,013,238 8.9% 
Community, age <65, no SPMI 4,939.7 $1,417.71 1.095 $1,551.83 $1,577.36 −$25.53 −$126,108 −1.6% 
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Table 6.M.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 6A 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 35,083.7 $1,994.44 0.970 $1,934.62 $1,606.44 $328.18 $11,513,800 17.0% 
Facility, age 65+, with SPMI 1,672.2 $3,361.36 0.831 $2,793.23 $1,687.63 $1,105.60 $1,848,831 39.6% 
Facility, age 65+, no SPMI 936.5 $2,297.47 0.887 $2,037.03 $1,428.84 $608.19 $569,575 29.9% 
HCBS, age 65+, with SPMI 3,882.9 $2,558.12 1.185 $3,031.68 $1,956.91 $1,074.77 $4,173,256 35.5% 
HCBS, age 65+, no SPMI 3,998.3 $1,810.19 1.130 $2,046.42 $1,687.30 $359.12 $1,435,864 17.5% 
Community, age 65+, with SPMI 2,492.0 $2,019.05 0.912 $1,841.81 $1,678.82 $162.99 $406,176 8.8% 
Community, age 65+, no SPMI 5,363.6 $1,388.11 1.003 $1,392.34 $1,164.13 $228.21 $1,224,030 16.4% 
Facility, age <65, with SPMI 1,107.8 $2,803.02 0.931 $2,610.98 $1,353.00 $1,257.99 $1,393,632 48.2% 
Facility, age <65, no SPMI 966.9 $1,138.14 0.765 $870.69 $1,172.75 −$302.07 −$292,077 −34.7% 
HCBS, age <65, with SPMI 4,026.2 $2,463.72 0.805 $1,982.65 $1,873.37 $109.28 $439,971 5.5% 
HCBS, age <65, no SPMI 2,717.9 $1,486.50 1.081 $1,606.52 $1,633.31 −$26.79 −$72,806 −1.7% 
Community, age <65, with SPMI 4,525.4 $1,938.45 0.814 $1,577.11 $1,494.46 $82.65 $374,023 5.2% 
Community, age <65, no SPMI 3,393.8 $1,417.71 1.260 $1,786.44 $1,782.51 $3.93 $13,327 0.2% 
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Table 6.N.1 MEDICARE Demonstration Year 5 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 6B 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 34,503.2 $1,882.18 0.973 $1,830.51 $1,655.45 $175.05 $6,039,863 9.6% 
Facility, age 65+, with SPMI 1,441.7 $3,064.17 0.759 $2,324.80 $1,834.20 $490.60 $707,304 21.1% 
Facility, age 65+, no SPMI 917.3 $3,184.00 0.686 $2,185.16 $1,951.85 $233.31 $214,020 10.7% 
HCBS, age 65+, with SPMI 4,392.0 $2,122.54 1.161 $2,465.01 $1,657.38 $807.63 $3,547,103 32.8% 
HCBS, age 65+, no SPMI 4,682.5 $1,567.72 1.134 $1,778.46 $1,620.61 $157.85 $739,153 8.9% 
Community, age 65+, with SPMI 3,753.9 $1,702.52 0.963 $1,639.92 $1,374.19 $265.73 $997,530 16.2% 
Community, age 65+, no SPMI 8,235.8 $1,206.27 0.944 $1,139.31 $1,253.50 −$114.19 −$940,437 −10.0% 
Facility, age <65, with SPMI 590.3 $5,100.83 0.729 $3,718.49 $2,036.55 $1,681.95 $992,799 45.2% 
Facility, age <65, no SPMI 481.3 $1,059.11 0.649 $687.07 $1,468.27 −$781.20 −$376,007 −113.7% 
HCBS, age <65, with SPMI 2,642.1 $2,460.47 0.962 $2,367.17 $2,167.98 $199.19 $526,278 8.4% 
HCBS, age <65, no SPMI 2,199.5 $1,780.13 0.975 $1,736.13 $2,036.99 −$300.85 −$661,723 −17.3% 
Community, age <65, with SPMI 3,196.1 $1,906.23 0.924 $1,760.91 $2,127.03 −$366.13 −$1,170,161 −20.8% 
Community, age <65, no SPMI 1,970.7 $2,220.21 1.116 $2,477.50 $1,734.62 $742.89 $1,464,004 30.0% 
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Table 6.N.2 MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 6B 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 24,966.5 $1,882.18 0.985 $1,854.69 $1,726.97 $127.72 $3,188,635 6.9% 
Facility, age 65+, with SPMI 918.3 $3,064.17 0.757 $2,319.15 $1,961.97 $357.18 $328,003 15.4% 
Facility, age 65+, no SPMI 568.0 $3,184.00 0.743 $2,366.56 $2,468.74 −$102.18 −$58,034 −4.3% 
HCBS, age 65+, with SPMI 3,214.3 $2,122.54 1.183 $2,511.34 $1,704.89 $806.45 $2,592,166 32.1% 
HCBS, age 65+, no SPMI 3,254.2 $1,567.72 1.013 $1,587.37 $1,768.44 −$181.07 −$589,250 −11.4% 
Community, age 65+, with SPMI 2,773.9 $1,702.52 1.200 $2,043.63 $1,198.54 $845.08 $2,344,143 41.4% 
Community, age 65+, no SPMI 5,594.1 $1,206.27 0.956 $1,153.17 $1,534.81 −$381.64 −$2,134,930 −33.1% 
Facility, age <65, with SPMI 455.1 $5,100.83 0.852 $4,345.78 $3,454.34 $891.44 $405,696 20.5% 
Facility, age <65, no SPMI 360.4 $1,059.11 0.621 $657.61 $1,103.71 −$446.10 −$160,781 −67.8% 
HCBS, age <65, with SPMI 2,156.0 $2,460.47 0.907 $2,232.63 $2,195.44 $37.19 $80,173 1.7% 
HCBS, age <65, no SPMI 1,860.4 $1,780.13 1.030 $1,832.91 $1,701.61 $131.30 $244,279 7.2% 
Community, age <65, with SPMI 2,313.2 $1,906.23 0.860 $1,639.31 $1,606.63 $32.68 $75,603 2.0% 
Community, age <65, no SPMI 1,498.7 $2,220.21 0.975 $2,164.26 $2,123.17 $41.08 $61,568 1.9% 
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Table 6.O MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 7A 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 43,336.2 $1,875.63 0.980 $1,837.67 $1,710.99 $126.68 $5,489,772 6.9% 
Facility, age 65+, with SPMI 3,098.5 $2,196.73 0.754 $1,656.55 $1,657.13 −$0.58 −$1,808 0.0% 
Facility, age 65+, no SPMI 1,930.3 $2,372.69 0.809 $1,918.86 $1,278.41 $640.45 $1,236,238 33.4% 
HCBS, age 65+, with SPMI 6,315.0 $2,249.51 1.315 $2,958.74 $2,144.32 $814.42 $5,143,043 27.5% 
HCBS, age 65+, no SPMI 6,340.2 $1,620.53 1.365 $2,212.56 $1,723.47 $489.09 $3,100,941 22.1% 
Community, age 65+, with SPMI 2,764.6 $1,658.90 0.926 $1,536.28 $1,641.57 −$105.29 −$291,087 −6.9% 
Community, age 65+, no SPMI 6,184.3 $1,430.21 0.778 $1,112.37 $1,585.56 −$473.19 −$2,926,356 −42.5% 
Facility, age <65, with SPMI 755.6 $2,957.42 0.665 $1,966.59 $2,351.29 −$384.70 −$290,675 −19.6% 
Facility, age <65, no SPMI 426.5 $3,205.47 0.816 $2,615.79 $1,161.71 $1,454.07 $620,097 55.6% 
HCBS, age <65, with SPMI 3,701.8 $2,475.87 0.747 $1,848.57 $1,888.60 −$40.04 −$148,206 −2.2% 
HCBS, age <65, no SPMI 2,892.5 $1,506.58 0.915 $1,378.34 $1,440.52 −$62.19 −$179,870 −4.5% 
Community, age <65, with SPMI 5,186.2 $1,654.45 0.888 $1,468.90 $1,514.32 −$45.42 −$235,561 −3.1% 
Community, age <65, no SPMI 3,740.8 $1,612.61 0.980 $1,580.61 $1,724.16 −$143.55 −$536,983 −9.1% 
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Table 6.P MEDICARE Demonstration Year 6 
Savings calculation: Intervention and target PMPM, by category of beneficiary: Cohort 7B 

 

 

 

 
 
 
 

Category of beneficiary 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 
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(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 

(h) 
Percent 
savings 

Total 20,821.3 $2,010.43 0.964 $1,937.66 $1,706.02 $231.64 $4,823,092 12.0% 
Facility, age 65+, with SPMI 1,211.3 $3,574.85 0.828 $2,961.40 $2,338.77 $622.63 $754,203 21.0% 
Facility, age 65+, no SPMI 815.1 $2,664.88 0.727 $1,938.20 $1,927.48 $10.72 $8,739 0.6% 
HCBS, age 65+, with SPMI 2,563.6 $2,169.96 0.990 $2,148.13 $1,779.21 $368.93 $945,779 17.2% 
HCBS, age 65+, no SPMI 2,756.7 $1,911.72 1.089 $2,082.36 $1,653.57 $428.79 $1,182,044 20.6% 
Community, age 65+, with SPMI 1,894.8 $1,902.48 1.021 $1,941.48 $1,916.63 $24.85 $47,092 1.3% 
Community, age 65+, no SPMI 5,286.3 $1,356.82 0.974 $1,321.19 $1,370.32 −$49.14 −$259,749 −3.7% 
Facility, age <65, with SPMI 234.8 $5,116.12 0.731 $3,741.40 $2,720.73 $1,020.68 $239,650 27.3% 
Facility, age <65, no SPMI 159.9 $6,388.92 0.459 $2,934.21 $2,842.32 $91.88 $14,693 3.1% 
HCBS, age <65, with SPMI 1,598.3 $2,079.58 1.261 $2,622.08 $1,651.84 $970.24 $1,550,738 37.0% 
HCBS, age <65, no SPMI 1,149.5 $1,541.43 1.085 $1,672.23 $1,840.69 −$168.47 −$193,643 −10.1% 
Community, age <65, with SPMI 2,065.3 $1,727.07 0.778 $1,343.05 $1,566.97 −$223.92 −$462,466 −16.7% 
Community, age <65, no SPMI 1,085.7 $2,131.32 1.311 $2,793.30 $1,875.90 $917.39 $996,011 32.8% 
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Tables 7.A–7.C summarize the savings calculation (before the attributed savings and the 
outlier adjustment) by cohort for the entire Demonstration (Years 1, 2, 3, 4, 5 and 6 combined) 
and Demonstration Years 5 and 6 separately. Table 7.A shows that for all six Demonstration 
Years so far combined, the total savings before the outlier adjustment are $263.3 million or 9.6 
percent. 

 
Table 7.B shows that for Demonstration Year 5, the total savings were $4.5 million for 

Cohort 1, with the largest contributions to savings coming from Cohorts 1A and 1D. The other 
four sub-cohorts (1B, 1C, 1E, and 1F) produced negative savings. For Cohort 2, the savings were 
$243,000; for Cohort 3, the savings were $4.5 million; for Cohort 4, the savings were $4.8 
million; for Cohort 5A, the savings were $9.8 million; for Cohort 5B, the savings were $5.5 
million; for Cohort 6A, the savings were $17.4 million, and for Cohort 6B, the savings were $6.0 
million. The total savings before the outlier adjustment for Demonstration Year 5 were $52.8 
million. 

 
Table 7.C indicates that for Demonstration Year 6, the total savings before the outlier 

adjustment by cohort were $9.2 million (Cohort 1), $884,000 (Cohort 2), $3.0 million (Cohort 3), 
$5.0 million (Cohort 4), $6.5 million (Cohort 5A), $2.9 million (Cohort 5B), $11.5 million 
(Cohort 6A), $3.2 million (Cohort 6B), $5.5 million for Cohort 7A and $4.8 million for Cohort 
7B, for a total of $52.5 million. Per the previous Washington Medicare Savings reports, total 
Demonstration Year 1 savings were $35.4 million, total Demonstration Year 2 savings were 
$30.4 million, total Demonstration Year 3 savings were $43.0 million, and total Demonstration 
Year 4 savings were $49.2 million. 
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Table 7.A MEDICARE 
 

 

Summary of Demonstration Years 1, 2, 3, 4, 5 and 6 savings by cohort not including attributed savings and outlier adjustment 
 

 
 
 
 
Cohort 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

 
(e) Actual 

Demonstration 
Year PMPM for 

intervention group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 
 

(h) Savings 
percent = f/d 

1A 95,203.8 $2,652.67 1.223 $3,245.92 $2,586.59 $659.32 $62,770,228 20.3% 
1B 176,116.4 $1,298.08 1.201 $1,559.49 $1,509.41 $50.08 $8,819,737 3.2% 
1C 16,085.6 $993.94 1.242 $1,234.48 $1,365.71 −$131.23 −$2,110,956 −10.6% 
1D 256,930.0 $1,696.25 1.192 $2,022.47 $1,781.65 $240.83 $61,875,283 11.9% 
1E 31,331.0 $678.93 1.195 $811.06 $1,174.68 −$363.63 −$11,392,821 −44.8% 
1F 33,740.3 $608.70 1.180 $718.57 $1,113.45 −$394.88 −$13,323,372 −55.0% 
1 total 609,407.1 $1,612.13 1.201 $1,936.48 $1,752.64 $183.84 $112,031,569 9.5% 
2 25,100.7 $2,356.60 0.854 $2,011.36 $1,928.06 $83.30 $2,090,925 4.1% 
3 197,513.3 $1,690.19 0.963 $1,627.24 $1,526.99 $100.25 $19,801,156 6.2% 
4 166,827.3 $1,742.42 1.027 $1,789.61 $1,572.85 $216.77 $36,162,492 12.1% 
5A 144,497.3 $1,684.46 1.020 $1,718.63 $1,524.13 $194.50 $28,105,082 11.3% 
5B 134,058.1 $1,730.61 1.090 $1,887.12 $1,763.10 $124.02 $16,625,608 6.6% 
6A 84,782.2 $1,994.44 0.987 $1,969.51 $1,628.60 $340.91 $28,902,733 17.3% 
6B 59,469.8 $1,882.18 0.978 $1,840.66 $1,685.48 $155.18 $9,228,498 8.4% 
7A 43,336.2 $1,875.63 0.980 $1,837.67 $1,710.99 $126.68 $5,489,772 6.9% 
7B 20,821.3 $2,010.43 0.964 $1,937.66 $1,706.02 $231.64 $4,823,092 12.0% 
Total 1, 2, 3, 4, 
5A/B,6A/B&7A/B 

1,485,813.2 $1,713.33   $1,672.51 $177.18 $263,260,927 9.6% 
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Table 7.B MEDICARE 
Summary of Demonstration Year 5 savings by cohort not including attributed savings and outlier adjustment 

 

 

 

 
 
 
 
Cohort 

 
 

(a) Number 
of eligible 

months 

 
(b) Baseline 

period PMPM 
from intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

 
(e) Actual 

Demonstration 
Year PMPM for 

intervention group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 
 

(h) Savings 
percent = f/d 

1A 9,903.2 $2,652.67 1.290 $3,421.92 $2,698.95 $722.98 $7,159,779 21.1% 
1B 19,132.6 $1,298.08 1.262 $1,637.85 $1,769.54 −$131.68 −$2,519,418 −8.0% 
1C 1,567.5 $993.94 1.314 $1,306.06 $1,771.05 −$464.99 −$728,881 −35.6% 
1D 27,937.6 $1,696.25 1.232 $2,089.63 $1,929.16 $160.47 $4,483,220 7.7% 
1E 3,353.5 $678.93 1.237 $839.98 $1,436.46 −$596.48 −$2,000,309 −71.0% 
1F 3,882.8 $608.70 1.226 $746.37 $1,221.12 −$474.75 −$1,843,369 −63.6% 
1 total 65,777.2 $1,612.13 1.239 $1,997.13 $1,927.94 $69.19 $4,551,022 3.5% 
2 2,826.7 $2,356.60 0.864 $2,036.10 $1,950.06 $86.05 $243,228 4.2% 
3 29,370.2 $1,690.19 1.073 $1,813.90 $1,662.12 $151.78 $4,457,725 8.4% 
4 33,927.6 $1,742.42 1.055 $1,838.01 $1,695.25 $142.77 $4,843,805 7.8% 
5A 46,063.6 $1,684.46 1.006 $1,694.45 $1,482.59 $211.86 $9,759,075 12.5% 
5B 49,203.2 $1,730.61 1.076 $1,861.28 $1,750.02 $111.26 $5,474,301 6.0% 
6A 49,698.6 $1,994.44 1.000 $1,994.13 $1,644.24 $349.89 $17,388,933 17.5% 
6B 34,503.2 $1,882.18 0.973 $1,830.51 $1,655.45 $175.05 $6,039,863 9.6% 
Total 1, 2, 3, 4, 
5A/B&6A/B 

311,370.4    $1,708.24 $169.44 $52,757,951 9.0% 
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Table 7.C MEDICARE 
Summary of Demonstration Year 6 savings by cohort not including attributed savings and outlier adjustment 

 

 

 

 
 
 
 
Cohort 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

(e) Actual 
Demonstration 
Year PMPM for 

intervention 
group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 
(h) Savings 

percent = 
f/d 

1A 7,920.6 $2,652.67 1.386 $3,676.00 $2,592.18 $1,083.82 $8,584,481 29.5% 
1B 15,489.8 $1,298.08 1.347 $1,748.31 $1,776.51 −$28.20 −$436,843 −1.6% 
1C 1,227.0 $993.94 1.425 $1,416.83 $1,329.89 $86.93 $106,671 6.1% 
1D 23,762.1 $1,696.25 1.313 $2,226.33 $2,033.57 $192.77 $4,580,519 8.7% 
1E 2,716.7 $678.93 1.287 $873.69 $1,531.65 −$657.96 −$1,787,497 −75.3% 
1F 3,231.7 $608.70 1.266 $770.79 $1,352.29 −$581.50 −$1,879,218 −75.4% 
1 total 54,347.9 $1,612.13 1.321 $2,128.92 $1,960.23 $168.69 $9,168,113 7.9% 
2 2,414.2 $2,356.60 0.934 $2,201.41 $1,835.15 $366.25 $884,214 16.6% 
3 23,794.6 $1,690.19 1.113 $1,881.45 $1,753.91 $127.54 $3,034,760 6.8% 
4 26,423.4 $1,742.42 1.091 $1,901.14 $1,710.07 $191.07 $5,048,821 10.1% 
5A 35,027.4 $1,684.46 1.064 $1,792.24 $1,606.19 $186.05 $6,516,979 10.4% 
5B 36,727.0 $1,730.61 1.139 $1,972.00 $1,894.15 $77.85 $2,859,312 3.9% 
6A 35,083.7 $1,994.44 0.970 $1,934.62 $1,606.44 $328.18 $11,513,800 17.0% 
6B 24,966.5 $1,882.18 0.985 $1,854.69 $1,726.97 $127.72 $3,188,635 6.9% 
7A 43,336.2 $1,875.63 0.980 $1,837.67 $1,710.99 $126.68 $5,489,772 6.9% 
7B 20,821.3 $2,010.43 0.964 $1,937.66 $1,706.02 $231.64 $4,823,092 12.0% 
Total 1, 2, 3, 4, 
5A/B,6A/B&7A/B 

302,942.3   $1,932.33 $1,758.94 $173.39 $52,527,497 9.0% 
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5.3 Outlier Adjustment 
To ensure that a small number of high-cost beneficiaries were not having a 

disproportionate impact on the PMPM of either the intervention or the comparison group, we 
tabulated the costs of each beneficiary separately for the baseline and all Demonstration Years in 
order to identify outliers. We combined beneficiaries in the intervention and comparison groups 
for each cohort, ranked the per-beneficiary total Medicare expenditures and identified the 
threshold amount, i.e., the expenditure level which represented the 99th percentile per- 
beneficiary expenditures for each cohort in each of the analysis periods. The expenditures for 
any individual that exceed this threshold amount are truncated to the threshold amount. The costs 
above the threshold are subtracted from the total costs, and the PMPMs are recalculated by 
excluding the amounts above the threshold. Table 8 shows the results of this tabulation. These 
results are used to make the outlier adjustment as shown in Table 9, which has the same column 
headings as Table 7. Table 9 shows the outlier adjustment for each cohort and each 
Demonstration Year. For the intervention group PMPM in the baseline period and in the 
Demonstration Year, the truncated PMPMs are substituted for the untruncated PMPMs. 

 
As shown below in Table 8, the comparison group trend is modified by a factor that is 

derived from the ratio of the trend for the truncated PMPMs to that of the untruncated PMPMs. 

• For Cohort 1, the trend factor calculated from the comparison group from the baseline 
period to Demonstration Year 5 is 1.1498 (= $1,840.05 / $1,600.30) for the 
untruncated PMPMs, and it is 1.0976 (= $1,719.00 / $1,566.21) for the truncated 
PMPMs. The ratio of these trend factors is the outlier adjustment factor 0.9545 
(= 1.0976 / 1.1498) that is to be applied to the comparison group trend. For 
Demonstration Year 6, the resulting outlier adjustment factor is 0.9284. 

• For Cohort 2, the corresponding outlier adjustment factor for the comparison group 
trend is 0.9423 for Demonstration Year 5 and 0.9108 for Demonstration Year 6. 

 
• For Cohort 3, the outlier adjustment factor is 0.9512 for Demonstration Year 5 and 

0.9618 for Demonstration Year 6. 
 

• For Cohort 4, the outlier adjustment factor is 0.9833 for Demonstration Year 5 and 
0.9516 for Demonstration Year 6. 

 
• For Cohort 5A, the outlier adjustment factor is 0.9794 for Demonstration Year 5 and 

0.9774 for Demonstration Year 6. 
 

• For Cohort 5B, the outlier adjustment factor is 0.9996 for Demonstration Year 5 and 
0.9816 for Demonstration Year 6. 

 
• For Cohort 6A, the outlier adjustment factor is 0.9968 for Demonstration Year 5 and 

0.9767 for Demonstration Year 6. 
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• For Cohort 6B, the outlier adjustment factor is 1.0004 for Demonstration Year 5 and 
0.9759 for Demonstration Year 6. 

 
• For Cohort 7A, the outlier adjustment factor is 0.9981 for Demonstration Year 6 and 

for Cohort 7B, the outlier adjustment is 0.9926 for Demonstration Year 6. 
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(continued) 

 

 

Table 8 MEDICARE 
Outlier adjustment data 

 

 
 
Group/Year 

 
Total number of 

beneficiaries 

Number of 
beneficiaries in the 

top 1 percentile 

 
 

Total PMPM 

PMPM after 
truncating costs to 
the 99th percentile 

 
Truncated PMPM/ 

total PMPM 
  Cohort 1    

Intervention – Baseline 13,979 153 $1,612.13 $1,570.53 97.42% 
Comparison – Baseline 23,233 219 $1,600.30 $1,566.21 97.87% 
Intervention – Demo Year 5 13,979 192 $1,927.94 $1,791.46 92.92% 
Comparison – Demo Year 5 23,233 181 $1,840.05 $1,719.00 93.42% 
Comparison group trend factor DY5   1.1498 1.0976 0.9545 
Intervention – Demo Year 6 13,979 201 $1,960.23 $1,783.45 90.98% 
Comparison – Demo Year 6 23,233 172 $1,951.19 $1,772.95 90.87% 
Comparison group trend factor DY6   1.2193 1.1320 0.9284 

  Cohort 2    

Intervention – Baseline 690 10 $2,356.60 $2,280.88 96.79% 
Comparison – Baseline 4,331 41 $1,607.19 $1,565.31 97.39% 
Intervention – Demo Year 5 690 5 $1,950.06 $1,825.76 93.63% 
Comparison – Demo Year 5 4,331 46 $1,452.50 $1,333.09 91.78% 
Comparison group trend factor DY5   0.9038 0.8516 0.9423 
Intervention – Demo Year 6 690 7 $1,835.15 $1,715.74 93.49% 
Comparison – Demo Year 6 4,331 44 $1,668.53 $1,480.11 88.71% 
Comparison group trend factor DY6   1.0382 0.9456 0.9108 

  Cohort 3    

Intervention – Baseline 5,645 75 $1,690.19 $1,628.93 96.38% 
Comparison – Baseline 6,444 46 $1,673.66 $1,643.68 98.21% 
Intervention – Demo Year 5 5,645 68 $1,662.12 $1,568.87 94.39% 
Comparison – Demo Year 5 6,444 54 $1,515.17 $1,415.47 93.42% 
Comparison group trend factor DY5   0.9053 0.8612 0.9512 
Intervention – Demo Year 6 5,645 83 $1,753.91 $1,582.60 90.23% 
Comparison – Demo Year 6 6,444 39 $1,479.63 $1,397.56 94.45% 
Comparison group trend factor DY6   0.8841 0.8503 0.9618 
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Table 8 MEDICARE (continued) 
Outlier adjustment data 

Number of PMPM after 

(continued) 

 

 

 
Group/Year 

Total number of 
beneficiaries 

beneficiaries in the 
top 1 percentile Total PMPM 

truncating costs to 
the 99th percentile 

Truncated PMPM/ 
total PMPM 

 

  Cohort 4    

Intervention – Baseline 5,823 65 $1,742.42 $1,688.50 96.91% 
Comparison – Baseline 7,219 66 $1,738.02 $1,696.19 97.59% 
Intervention – Demo Year 5 5,823 67 $1,695.25 $1,575.96 92.96% 
Comparison – Demo Year 5 7,219 64 $1,538.98 $1,476.91 95.97% 
Comparison group trend factor DY5   0.8855 0.8707 0.9833 
Intervention – Demo Year 6 5,823 74 $1,710.07 $1,558.51 91.14% 
Comparison – Demo Year 6 7,219 57 $1,618.12 $1,502.70 92.87% 
Comparison group trend factor DY6   0.9310 0.8859 0.9516 

  Cohort 5A    

Intervention – Baseline 6,166 70 $1,684.46 $1,627.86 96.64% 
Comparison – Baseline 5,465 47 $1,812.52 $1,765.67 97.41% 
Intervention – Demo Year 5 6,166 60 $1,482.59 $1,415.88 95.50% 
Comparison – Demo Year 5 5,465 57 $1,659.62 $1,583.42 95.41% 
Comparison group trend factor DY5   0.9156 0.8968 0.9794 
Intervention – Demo Year 6 6,166 74 $1,606.19 $1,506.78 93.81% 
Comparison – Demo Year 6 5,465 43 $1,659.97 $1,580.59 95.22% 
Comparison group trend factor DY6   0.9158 0.8952 0.9774 

  Cohort 5B    

Intervention – Baseline 5,930 98 $1,730.61 $1,663.65 96.13% 
Comparison – Baseline 20,453 166 $1,582.12 $1,529.13 96.65% 
Intervention – Demo Year 5 5,930 92 $1,750.02 $1,639.53 93.69% 
Comparison – Demo Year 5 20,453 173 $1,640.86 $1,585.23 96.61% 
Comparison group trend factor DY5   1.0371 1.0367 0.9996 
Intervention – Demo Year 6 5,930 115 $1,894.15 $1,707.80 90.16% 
Comparison – Demo Year 6 20,453 150 $1,715.41 $1,627.51 94.88% 
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Table 8 MEDICARE (continued) 
Outlier adjustment data 

Number of PMPM after 

(continued) 

 

 

Comparison group trend factor DY6   1.0842 1.0643 0.9816 
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Table 8 MEDICARE (continued) 
Outlier adjustment data 

Number of PMPM after 

(continued) 

 

 

 
Group/Year 

Total number of 
beneficiaries 

beneficiaries in the 
top 1 percentile Total PMPM 

truncating costs to 
the 99th percentile 

Truncated PMPM/ 
total PMPM 

 

 Cohort 6A     

Intervention – Baseline 4,872 56 $1,994.44 $1,923.45 96.44% 
Comparison – Baseline 4,782 41 $2,000.93 $1,951.03 97.51% 
Intervention – Demo Year 5 4,872 35 $1,644.24 $1,579.70 96.07% 
Comparison – Demo Year 5 4,782 62 $1,880.02 $1,827.28 97.19% 
Comparison group trend factor DY5   0.9396 0.9366 0.9968 
Intervention – Demo Year 6 4,872 53 $1,606.44 $1,509.32 93.95% 
Comparison – Demo Year 6 4,782 44 $1,892.87 $1,802.72 95.24% 
Comparison group trend factor DY6   0.9460 0.9240 0.9767 

 Cohort 6B     

Intervention – Baseline 3,321 51 $1,882.18 $1,816.26 96.50% 
Comparison – Baseline 5,388 37 $1,779.31 $1,739.74 97.78% 
Intervention – Demo Year 5 3,321 43 $1,655.45 $1,582.04 95.57% 
Comparison – Demo Year 5 5,388 45 $1,615.23 $1,579.97 97.82% 
Comparison group trend factor DY5   0.9078 0.9082 1.0004 
Intervention – Demo Year 6 3,321 45 $1,726.97 $1,618.34 93.71% 
Comparison – Demo Year 6 5,388 43 $1,637.45 $1,562.52 95.42% 
Comparison group trend factor DY6   0.9203 0.8981 0.9759 

 Cohort 7A     

Intervention – Baseline 4,427 46 $1,875.63 $1,831.22 97.63% 
Comparison – Baseline 3,443 33 $2,155.38 $2,110.32 97.91% 
Intervention – Demo Year 6 4,427 50 $1,710.99 $1,644.28 96.10% 
Comparison – Demo Year 6 3,443 29 $1,879.36 $1,836.58 97.72% 
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Table 8 MEDICARE (continued) 
Outlier adjustment data 

Number of PMPM after 

(continued) 

 

 

Comparison group trend factor DY6   0.8719 0.8703 0.9981 
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Table 8 MEDICARE (continued) 
Outlier adjustment data 

Number of PMPM after 

 

 

 
Group/Year 

Total number of 
beneficiaries 

beneficiaries in the 
top 1 percentile Total PMPM 

truncating costs to 
the 99th percentile 

Truncated PMPM/ 
total PMPM 

 Cohort 7B     

Intervention – Baseline 2,125 29 $2,010.43 $1,881.95 93.61% 
Comparison – Baseline 3,722 30 $1,922.71 $1,881.73 97.87% 
Intervention – Demo Year 6 2,125 32 $1,706.02 $1,612.56 94.52% 
Comparison – Demo Year 6 3,722 27 $1,741.51 $1,691.72 97.14% 
Comparison group trend factor DY6   0.9058 0.8990 0.9926 
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Table 9 MEDICARE 
Summary of Demonstration Years 5 and 6 Medicare savings by cohort, 

including the outlier adjustment but excluding attributed savings 

(continued) 

 

 

 

 
 
 
 
Cohort 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

 
(e) Actual 

Demonstration Year 
PMPM for 

intervention group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 
 

(h) Savings 
percent = f/d 

Demonstration Years 1, 2, 3, 4, 5 and 6 combined 
Cohort 1 – total 609,407.1 $1,612.13 1.201 $1,936.48 $1,752.64 $183.84 $112,031,569 9.5% 
Outlier adjusted 609,407.1 $1,568.46 1.170 $1,835.60 $1,667.57 $168.03 $102,399,277 9.2% 
Cohort 2 25,100.7 $2,356.60 0.854 $2,011.36 $1,928.06 $83.30 $2,090,925 4.1% 
Outlier adjusted 25,100.7 $2,284.44 0.830 $1,896.31 $1,812.94 $83.36 $2,092,507 4.4% 
Cohort 3 197,513.3 $1,690.19 0.963 $1,627.24 $1,526.99 $100.25 $19,801,156 6.2% 
Outlier adjusted 197,513.3 $1,628.51 0.940 $1,530.04 $1,448.71 $81.33 $16,062,945 5.3% 
Cohort 4 166,827.3 $1,742.42 1.027 $1,789.61 $1,572.85 $216.77 $36,162,492 12.1% 
Outlier adjusted 166,827.3 $1,688.50 1.010 $1,705.20 $1,490.55 $214.66 $35,810,304 12.6% 
Cohort 5A 144,497.3 $1,684.46 1.020 $1,718.63 $1,524.13 $194.50 $28,105,082 11.3% 
Outlier adjusted 144,497.3 $1,627.86 1.007 $1,639.45 $1,451.60 $187.84 $27,142,709 11.5% 
Cohort 5B 134,058.1 $1,730.61 1.090 $1,887.12 $1,763.10 $124.02 $16,625,608 6.6% 
Outlier adjusted 134,058.1 $1,663.65 1.085 $1,805.70 $1,644.68 $161.01 $21,585,211 8.9% 
Cohort 6A 84,782.2 $1,994.44 0.987 $1,969.51 $1,628.60 $340.91 $28,902,733 17.3% 
Outlier adjusted 84,782.2 $1,923.45 0.976 $1,877.84 $1,530.14 $347.70 $29,478,666 18.5% 
Cohort 6B 59,469.8 $1,882.18 0.978 $1,840.66 $1,685.48 $155.18 $9,228,498 8.4% 
Outlier adjusted 59,469.8 $1,816.26 0.968 $1,758.54 $1,579.46 $179.08 $10,649,951 10.2% 
Cohort 7A 43,336.2 $1,875.63 0.980 $1,837.67 $1,710.99 $126.68 $5,489,772 6.9% 
Outlier adjusted 43,336.2 $1,831.22 0.978 $1,790.76 $1,644.28 $146.49 $6,348,135 8.2% 
Cohort 7B 20,821.3 $2,010.43 0.964 $1,937.66 $1,706.02 $231.64 $4,823,092 12.0% 
Outlier adjusted 20,821.3 $1,881.95 0.957 $1,800.35 $1,612.56 $187.79 $3,910,098 10.4% 
Cohorts 1+2+3+4+ 
5A/B+6A/B+7A/B 

1,485,813.2   $1,849.69 $1,672.51 $177.18 $263,260,927 9.6% 

Outlier adjusted 1,485,813.2   $1,757.12 $1,585.17 $171.95 $255,479,803 9.8% 
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Table 9 MEDICARE (continued) 
Summary of Demonstration Years 5 and 6 savings by cohort, 

including the outlier adjustment but excluding attributed savings 

 

 

 
 

 
 
 
 

Cohort 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

 
(e) Actual 

Demonstration Year 
PMPM for 

intervention group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 
 

(h) Savings 
percent = f/d 

 

Demonstration Year 5 
Cohort 1 – total 65,777.2 $1,612.13 1.239 $1,997.13 $1,927.94 $69.19 $4,551,022 3.5% 
Outlier adjusted 65,777.2 $1,570.53 1.183 $1,857.17 $1,791.46 $65.72 $4,322,573 3.5% 
Cohort 2 2,826.7 $2,356.60 0.864 $2,036.10 $1,950.06 $86.05 $243,228 4.2% 
Outlier adjusted 2,826.7 $2,280.88 0.814 $1,857.06 $1,825.76 $31.30 $88,489 1.7% 
Cohort 3 29,370.2 $1,690.19 1.073 $1,813.90 $1,662.12 $151.78 $4,457,725 8.4% 
Outlier adjusted 29,370.2 $1,628.93 1.021 $1,662.91 $1,568.87 $94.04 $2,762,026 5.7% 
Cohort 4 33,927.6 1,742.4 1.055 $1,838.01 $1,695.25 $142.77 $4,843,805 7.8% 
Outlier adjusted 33,927.6 $1,688.50 1.037 $1,751.44 $1,575.96 $175.48 $5,953,656 10.0% 
Cohort 5A 46,063.6 1,684.5 1.006 1,694.5 1,482.6 $211.86 $9,759,075 12.5% 
Outlier adjusted 46,063.6 $1,627.86 0.985 $1,603.79 $1,415.88 $187.91 $8,655,675 11.7% 
Cohort 5B 49,203.2 1,730.6 1.076 1,861.3 1,750.0 $111.26 $5,474,301 6.0% 
Outlier adjusted 49,203.2 $1,663.65 1.075 $1,788.50 $1,639.53 $148.96 $7,329,539 8.3% 
Cohort 6A 49,698.6 1,994.4 1.000 1,994.1 1,644.2 $349.89 $17,388,933 17.5% 
Outlier adjusted 49,698.6 $1,923.45 0.997 $1,917.01 $1,544.84 $372.17 $18,496,432 19.4% 
Cohort 6B 34,503.2 1,882.2 0.973 1,830.5 1,655.5 $175.05 $6,039,863 9.6% 
Outlier adjusted 34,503.2 $1,816.26 0.973 $1,767.13 $1,551.32 $215.81 $7,445,979 12.2% 
Cohorts 
1+2+3+4+5A/B 

311,370.4 $1,760.82 1.066 $1,877.68 $1,708.24 $169.44 $52,757,951 9.0% 

Outlier adjusted 311,370.4 $1,702.10 1.045 $1,778.56 $1,601.75 $176.81 $55,054,370 9.9% 
(continued) 
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Table 9 MEDICARE (continued) 
Summary of Demonstration Years 5 and 6 savings by cohort, 

including the outlier adjustment but excluding attributed savings 

 

 

 
 

 
 
 
 

Cohort 

 
 

(a) Number 
of eligible 

months 

(b) Baseline 
period PMPM 

from 
intervention 

group 

(c) AGA 
adjusted cost 

trend from 
comparison 

group 

 
 

(d) Target 
Demonstration 

Year PMPM 

 
(e) Actual 

Demonstration Year 
PMPM for 

intervention group 

 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 

(g) Total 
savings = 

(a) * (f) 

 
 
 

(h) Savings 
percent = f/d 

 

Demonstration Year 6 
Cohort 1 – total 54,347.9 $1,612.13 1.321 $2,128.92 $1,960.23 $168.69 $9,168,113 7.9% 
Outlier adjusted 54,347.9 $1,570.53 1.226 $1,925.56 $1,783.45 $142.11 $7,723,409 7.4% 
Cohort 2 2,414.2 $2,356.60 0.934 $2,201.41 $1,835.15 $366.25 $884,214 16.6% 
Outlier adjusted 2,414.2 $2,280.88 0.851 $1,940.64 $1,715.74 $224.90 $542,961 11.6% 
Cohort 3 23,794.6 $1,690.19 1.113 $1,881.45 $1,753.91 $127.54 $3,034,760 6.8% 
Outlier adjusted 23,794.6 $1,628.93 1.071 $1,743.91 $1,582.60 $161.32 $3,838,469 9.3% 
Cohort 4 26,423.4 $1,742.42 1.091 $1,901.14 $1,710.07 $191.07 $5,048,821 10.1% 
Outlier adjusted 26,423.4 $1,688.50 1.038 $1,753.08 $1,558.51 $194.57 $5,141,226 11.1% 
Cohort 5A 35,027.4 1,684.5 1.064 1,792.2 1,606.2 $186.05 $6,516,979 10.4% 
Outlier adjusted 35,027.4 $1,627.86 1.040 $1,692.95 $1,506.78 $186.17 $6,521,151 11.0% 
Cohort 5B 36,727.0 1,730.6 1.139 1,972.0 1,894.1 $77.85 $2,859,312 3.9% 
Outlier adjusted 36,727.0 $1,663.65 1.119 $1,860.88 $1,707.80 $153.08 $5,622,091 8.2% 
Cohort 6A 35,083.7 1,994.4 0.970 1,934.6 1,606.4 $328.18 $11,513,800 17.0% 
Outlier adjusted 35,083.7 $1,923.45 0.947 $1,822.35 $1,509.32 $313.03 $10,982,234 17.2% 
Cohort 6B 24,966.5 1,882.2 0.985 1,854.7 1,727.0 $127.72 $3,188,635 6.9% 
Outlier adjusted 24,966.5 $1,816.26 0.962 $1,746.67 $1,618.34 $128.33 $3,203,972 7.3% 
Cohort 7A 43,336.2 $1,875.63 0.980 $1,837.67 $1,710.99 $126.68 $5,489,772 6.9% 
Outlier adjusted 43,336.2 $1,831.22 0.978 $1,790.76 $1,644.28 $146.49 $6,348,135 8.2% 
Cohort 7B 20,821.3 $2,010.43 0.964 $1,937.66 $1,706.02 $231.64 $4,823,092 12.0% 
Outlier adjusted 20,821.3 $1,881.95 0.957 $1,800.35 $1,612.56 $187.79 $3,910,098 10.4% 
Cohorts 
1+2+3+4+5A/B+6A/B 

302,942.3 $1,789.89 $1.09 $1,932.33 $1,758.94 $173.39 $52,527,497 9.0% 

Outlier adjusted 302,942.3 $1,728.80 $1.05 $1,807.05 $1,629.35 $177.70 $53,833,746 9.8% 
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Table 10 MEDICARE 
Summary of Demonstration Years 5 and 6 savings by cohort, 

after all adjustments including the outlier adjustment and attributed savings 

(continued) 

 

 

 

 
 
 
 

Cohort 

 
 
 

(a) Number 
of eligible 

months 

 
(b) Baseline 

period PMPM 
from 

intervention 
group 

(c) AGA 
adjusted 

cost trend 
from 

comparison 
group 

 
 
 

(d) Target 
Demonstration 

Year PMPM 

 
 

(e) Actual 
Demonstration 
Year PMPM for 

intervention group 

 
 
 

(f) PMPM 
savings = 

(d) – (e) 

 
 
 

(g) Total 
savings = 

(a) * (f) 

 
 
 
 

(h) Savings 
percent = f/d 

Demonstration Years 1, 2, 3, 4, 5 and 6 combined (outlier adjusted) 
Cohort 1 609,407.1 $1,568.46 1.170 $1,835.60 $1,667.57 $168.03 $102,399,277 9.15% 
Cohort 2 25,100.7 $2,284.44 0.830 $1,896.31 $1,812.94 $83.36 $2,092,507 4.40% 
Cohort 3 197,513.35 $1,628.51 0.940 $1,530.04 $1,448.71 $81.33 $16,062,945 5.32% 
Cohort 4 166,827.25 $1,688.50 1.010 $1,705.20 $1,490.55 $214.66 $35,810,304 12.59% 
Cohort 5A 144,497.27 $1,627.86 1.007 $1,639.45 $1,451.60 $187.84 $27,142,709 11.46% 
Cohort 5B 134,058.09 $1,663.65 1.085 $1,805.70 $1,644.68 $161.01 $21,585,211 8.92% 
Cohort 6A 84,782.24 $1,923.45 0.976 $1,877.84 $1,530.14 $347.70 $29,478,666 18.52% 
Cohort 6B 59,469.77 $1,816.26 0.968 $1,758.54 $1,579.46 $179.08 $10,649,951 10.18% 
Cohort 7A 43,336.23 $1,831.22 0.978 $1,790.76 $1,644.28 $146.49 $6,348,135 8.18% 
Cohort 7B 20,821.27 $1,881.95 0.957 $1,800.35 $1,612.56 $187.79 $3,910,098 10.43% 
Cohorts 1 to 7A/B 1,485,813.22   $1,757.12 $1,585.17 $171.95 $255,479,803 9.79% 
Attributed savings         
Cohort 2 1,809.40 $1,817.45    $161.78 $292,723 8.90% 
Cohort 3 36,294.60 $1,365.18    $75.52 $2,740,977 5.50% 
Cohort 4 35,488.55 $1,478.37    $55.51 $1,970,085 3.76% 
Cohort 5A 35,843.05 $1,442.97    $215.36 $7,719,063 14.92% 
Cohort 6A 27,064.66 $1,671.23    $192.81 $5,218,234 11.54% 
Cohort 6B 19,508.55 $1,549.92    $156.10 $3,045,268 10.07% 
Cohort 7A 27,334.22 $1,594.40    $309.54 $8,461,037 19.41% 
Cohort 7B 13,017.97 $1,669.53    $203.89 $2,654,185 12.21% 
Cohort 8A estimate 23,429.14     $146.49 $3,432,033  
Cohort 8B estimate 10,809.11     $187.79 $2,029,880  
Cohorts 1 to 8A/B 1,716,412.47      $293,043,287  
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Table 10 MEDICARE (continued) 
Summary of Demonstration Years 5 and 6 savings by cohort, 

after all adjustments including the outlier adjustment and attributed savings 

(continued) 

 

 

 

 (b) Baseline (c) AGA (e) Actual    
period PMPM adjusted cost Demonstration   

(a) Number from trend from (d) Target Year PMPM for     
of eligible intervention comparison Demonstration intervention       

Cohort months group group Year PMPM group          
Demonstration Year 1 (outlier adjusted) 

Cohort 1 190,783.10 $1,566.42 1.169 $1,830.64 $1,667.68 $162.96 $31,089,525 8.90% 
Cohort 2 6,799.00 $2,288.30 0.893 $2,043.13 $1,930.11 $113.02 $768,444 5.50% 
Cohorts 1+2 197,582.10 $1,837.95 $1,676.71 $161.24 $31,857,968 8.80% 
Attributed savings 
Cohort 2 1,809.40 $1,817.45 $161.78 $292,723 8.90% 
Cohort 3 36,294.60 $1,365.18 $75.52 $2,740,977 5.50% 
Cohorts 1+2+3 235,686.10 $1,558.18 $148.04 $34,891,668 

Demonstration Year 2 (outlier adjusted) 
Cohort 1 116,440.81 $1,566.42 1.155 $1,809.13 $1,597.70 $211.42 $24,618,168 11.69% 
Cohort 2 5,247.88 $2,288.30 0.796 $1,821.17 $1,769.81 $51.36 $269,530 2.82% 
Cohort 3 59,323.07 $1,627.53 0.914 $1,487.69 $1,431.82 $55.86 $3,313,972 3.76% 
Cohorts 1+2+3 181,011.76 $1,704.13 $1,548.33 $155.80 $28,201,670 9.14% 
Attributed savings 
Cohort 4 35,488.55 $1,478.37 $55.51 $1,970,085 3.76% 
Cohorts 1+2+3+4 216,500.31 $139.36 $30,171,755 

Demonstration Year 3 (outlier adjusted) 
Cohort 1 99,473.87 $1,570.53 1.146 $1,799.76 $1,585.47 $214.29 $21,316,089 11.91% 
Cohort 2 4,312.07 $2,280.88 0.771 $1,759.23 $1,748.62 $10.61 $45,754 0.60% 
Cohort 3 47,319.84 $1,628.93 0.868 $1,413.15 $1,370.64 $42.52 $2,011,822 3.01% 
Cohort 4 60,468.49 $1,688.50 1.014 $1,712.85 $1,457.21 $255.64 $15,457,893 14.92% 
Cohorts 1+2+3+4 211,574.27 $1,687.63 $1,504.09 $183.54 $38,831,557 10.88% 
Attributed savings 
Cohort 5A 35,843.05 $1,442.97 $215.36 $7,719,063 14.92% 
Cohorts 1+2+3+4+5 247,417.32 $188.15 $46,550,620 
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Table 10 MEDICARE (continued) 
Summary of Demonstration Years 5 and 6 savings by cohort, 

after all adjustments including the outlier adjustment and attributed savings 

(continued) 

 

 

 

 (b) Baseline (c) AGA (e) Actual    
period PMPM adjusted cost Demonstration   

(a) Number from trend from (d) Target Year PMPM for     
of eligible intervention comparison Demonstration intervention       

Cohort months group group Year PMPM group          
Demonstration Year 4 (outlier adjusted) 

Cohort 1 82,584.16 $1,570.53 1.179 $1,851.21 $1,689.80 $161.41 $13,329,513 8.72% 
Cohort 2 3,500.82 $2,280.88 0.830 $1,893.73 $1,785.95 $107.78 $377,329 5.69% 
Cohort 3 37,705.64 $1,628.93 0.924 $1,504.90 $1,395.19 $109.71 $4,136,655 7.29% 
Cohort 4 46,007.77 $1,688.50 0.967 $1,633.56 $1,432.34 $201.22 $9,257,529 12.32% 
Cohort 5A 63,406.24 $1,627.86 1.005 $1,635.79 $1,447.07 $188.72 $11,965,884 11.54% 
Cohort 5B 48,127.82 $1,663.65 1.071 $1,781.17 $1,601.78 $179.39 $8,633,581 10.07% 
Cohorts 1+2+3+4+5A/B   281,332.45   $1,709.20 $1,539.65    $169.55    $47,700,491  9.92% 
Attributed savings 
Cohort 6A 27,064.66 $1,671.23 $192.81 $5,218,234 11.54% 
Cohort 6B 19,508.55 $1,549.92 $156.10 $3,045,268 10.07% 
Cohorts 1 to 6A/B 327,905.66 $170.67 $55,963,993 

Demonstration Year 5 (outlier adjusted) 
Cohort 1 65,777.25 $1,570.53 1.183 $1,857.17 $1,791.46 $65.72 $4,322,573 3.54% 
Cohort 2 2,826.71 $2,280.88 0.814 $1,857.06 $1,825.76 $31.30 $88,489 1.69% 
Cohort 3 29,370.17 $1,628.93 1.021 $1,662.91 $1,568.87 $94.04 $2,762,026 5.66% 
Cohort 4 33,927.59 $1,688.50  1.037  $1,751.44 $1,575.96 $175.48  $5,953,656  10.02% 
Cohort 5A 46,063.63 $1,627.86 0.985 $1,603.79 $1,415.88 $187.91 $8,655,675 11.72% 
Cohort 5B 49,203.23 $1,663.65 1.075  $1,788.50 $1,639.53 $148.96 $7,329,539  8.33% 
Cohort 6A 49,698.57 $1,923.45 0.997  $1,917.01 $1,544.84 $372.17 $18,496,432 19.41% 
Cohort 6B 34,503.22 $1,816.26 0.973  $1,767.13 $1,551.32  $215.81   $7,445,979   12.21% Cohorts 
1 to 6A/B      311,370.37                       $1,778.56     $1,601.75    $176.81    $55,054,370      9.94% 
Attributed savings 
Cohort 7A estimate 27,334.22 $1,594.40 $309.54 $8,461,037 19.41% 
Cohort 7B estimate 13,017.97 $1,669.53 $203.89 $2,654,185 12.21% 
Cohorts 1 to 7A/B 351,722.55 $188.13 $66,169,591 
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Table 10 MEDICARE (continued) 
Summary of Demonstration Years 5 and 6 savings by cohort, 

after all adjustments including the outlier adjustment and attributed savings 

 

 

 
 
 
 
 
 

Demonstration Year 6 (outlier adjusted) 
Cohort 1 54,347.87 $1,570.53 1.226 $1,925.56 $1,783.45 $142.11 $7,723,409 7.38% 
Cohort 2 2,414.23 $2,280.88 0.851 $1,940.64 $1,715.74 $224.90 $542,961 11.59% 
Cohort 3 23,794.63 $1,628.93 1.071 $1,743.91 $1,582.60 $161.32 $3,838,469 9.25% 
Cohort 4 26,423.40 $1,688.50 1.038 $1,753.08 $1,558.51 $194.57 $5,141,226 11.10% 
Cohort 5A 35,027.40 $1,627.86 1.040 $1,692.95 $1,506.78 $186.17 $6,521,151 11.00% 
Cohort 5B 36,727.04 $1,663.65 1.119 $1,860.88 $1,707.80 $153.08 $5,622,091 8.23% 
Cohort 6A 35,083.67 $1,923.45 0.947 $1,822.35 $1,509.32 $313.03 $10,982,234 17.18% 
Cohort 6B 24,966.55 $1,816.26 0.962 $1,746.67 $1,618.34 $128.33 $3,203,972 7.35% 
Cohort 7A 43,336.23 $1,831.22 0.978 $1,790.76 $1,644.28 $146.49 $6,348,135 8.18% 
Cohort 7B 20,821.27 $1,881.95 0.957 $1,800.35 $1,612.56 $187.79 $3,910,098 10.43% 
Cohorts 1 to 7A/B 302,942.27   $1,807.05 $1,629.35 $177.70 $53,833,746 9.83% 
Attributed savings         
Cohort 8A estimate 23,429.14     $146.49 $3,432,033  
Cohort 8B estimate 10,809.11     $187.79 $2,029,880  
Cohorts 1 to 8A/B 337,180.52     $175.86 $59,295,659  
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 (b) Baseline (c) AGA (e) Actual    
period PMPM adjusted cost Demonstration   

(a) Number from trend from (d) Target Year PMPM for (f) PMPM (g) Total 
of eligible intervention comparison Demonstration intervention savings = savings = (h) Savings 

Cohort months group group Year PMPM group (d) – (e) (a) * (f) percent = f/d 
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5.4 Attributed Medicare Savings 
Cohort 1 consists of those who are eligible for the demonstration on the start date of July 

1, 2013. On every successive January 1, a new cohort is formed from those newly eligible for the 
demonstration. According to the Final Demonstration Agreement, for each cohort after the first, 
the savings percentage calculated for beneficiaries in the prior cohort will be attributed to those 
months in the current cohort that are during the demonstration and for which beneficiaries are 
eligible for the demonstration but prior to the start date of the current cohort. For Cohort 2, this 
consists of the months July through December 2013. For Cohort 3, this consists of the months 
January 2014 through December 2014. For Cohort 4, this consists of the months January through 
December 2015. For Cohort 5A, this consists of the months January through December 2016. 
For Cohort 6A, this consists of the months January through December 2017. For Cohort 6B, this 
consists of the months April through December 2017. For Cohorts 7A and 7B, this consists of 
the months January through December 2018. For Cohorts 8A and 8B, this consists of the months 
January through December 2019. 

Note that there is no potential attributed savings for Cohort 5B beneficiaries. They were 
all immediately eligible upon expansion of the demonstration to the new service area. As there is 
no attributed savings for Cohort 1 prior to the start of Demonstration Year 1, there is also no 
attributed savings for Cohort 5B. During the baseline period, all months for which a beneficiary 
meets the basic eligibility requirements are included in determining the baseline PMPMs, and 
those months for which WA also flagged demonstration eligibility are included in the attributed 
savings calculation for newly eligible cohorts. 

 
Table 10 shows the amount of attributed Medicare savings for Cohorts 2, 3, 4, 5A, 6A, 

6B, 7A and 7B. For Cohort 2, there were 1,809.4 months of eligibility during the months July 
through December 2013 and the PMPM during those months was $1,817.45. The savings 
percentage for Cohort 1 during Demonstration Year 1 was 8.9 percent. Applying the 8.9 percent 
to the $1,817.45 PMPM yields attributed Medicare savings of $161.78 PMPM. Multiplying this 
savings PMPM by the months of eligibility results in $292,723 of attributed Medicare savings. 

Cohort 3 experienced 36,294.6 months of eligibility during the period January through 
December 2014 and a PMPM of $1,365.18. The savings percentage for Cohort 2 during this 
period was 5.5 percent. Applying a similar calculation as was done for Cohort 2 results in a 
PMPM savings of $75.52 and aggregate attributed savings of $2,740,977. 

Cohort 4 experienced 35,488.6 months of eligibility during the period of January through 
December 2015 and a PMPM of $1,478.37. The savings percentage for Cohort 3 during this 
period was 3.76 percent. Applying this percentage to Cohort 4 experience yields a PMPM 
savings of $55.51 and aggregate attributed savings of $1,970,085. 

Cohort 5A experienced 35,843.1 months of eligibility during the period of January 
through December 2016 and a PMPM of $1,442.97. The savings percentage for Cohort 4 during 
this period was 14.92 percent. Applying this percentage to Cohort 5A experience yields a PMPM 
savings of $215.36 and aggregate attributed savings of $7,719,063. 
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Cohort 6A experienced 27,064.7 months of eligibility during the period of January 
through December 2017 and a PMPM of $1,671.23. The savings percentage for Cohort 5A 
during this period was 11.54 percent. Applying this percentage to Cohort 6A experience yields a 
PMPM savings of $192.81 and an aggregate attributed savings of $5,218,234. 

 
Cohort 6B experienced 19,508.55 months of eligibility during the period of January 

through December 2017 and a PMPM of $1,549.92. The savings percentage for Cohort 5B 
during this period was 10.07 percent. Applying this percentage to Cohort 6B experience yields a 
PMPM savings of $156.10 and aggregate attributed savings of $3,045,268. 

 
Cohort 7A experienced 27,334.22 months of eligibility during the period of January 

through December 2018 and a PMPM of $1,594.40. The savings percentage for Cohort 6A 
during this period was 19.41 percent. Applying this percentage to Cohort 7A experience yields a 
PMPM savings of $309.54 and aggregate attributed savings of $8,461,037. 

 
Cohort 7B experienced 13,017.97 months of eligibility during the period of January 

through December 2018 and a PMPM of $1,669.53. The savings percentage for Cohort 6B 
during this period was 12.21 percent. Applying this percentage to Cohort 7B experience yields a 
PMPM savings of $203.89 and aggregate attributed savings of $2,654,185. 

 
Cohort 8A consists of those individuals whose experience will be added to the 

Demonstration Year 7 savings calculation on January 1, 2020, after becoming eligible for the 
demonstration during calendar year 2019 and Cohort 8B consists of those individuals whose 
experience will be added to the Demonstration Year 7 savings calculation on January 1, 2020, 
after becoming eligible for the demonstration during the period of January 2019 through 
December 2019. Cohort 8A has an estimated 3,560 beneficiaries who had 23,429.14 months of 
eligibility during calendar year 2019 and the PMPM savings determined for Cohort 7A was 
$146.49. This results in $3,432,033 savings being preliminarily attributed to Cohort 8A. Cohort 
8B has an estimated 1,679 beneficiaries who had 10,809.11 months of eligibility during the 
period January 2019 through December 2019 and the PMPM savings determined for Cohort 7B 
was $187.79. This results in $2,029,880 savings being preliminarily attributed to Cohort 8B. 
Additionally, please note the preliminary nature of the attributed savings for Cohorts 8A and 8B. 

 
The attributed savings methodology has greater potential volatility than all other aspects 

of the savings analysis between the preliminary and final results due to the fact that there is not 
yet a PMPM with which to apply the previous cohort savings percentage and we instead are 
applying the previous cohort PMPM savings to the estimated number of eligible months. This 
may provide a rough estimation of the attributed savings that will eventually be calculated with 
adequate claims runout and retroactive eligibility adjustment but should not be relied on as a 
precise estimate of attributed savings. 

 
5.5 Summary of Total Gross Medicare Savings 

Table 9 summarizes the savings calculation by cohort including the outlier adjustment. 
For the six Demonstration Years to date combined, the outlier adjustment reduced the total 
Medicare savings by about $7.8 million. Medicare savings dollars were reduced for Cohorts 1, 3, 
4, 5A and 7B, but increased for Cohorts 2, 5B, 6A, 6B and 7A. The reduction was $8.6 million 
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for Cohort 1 ($112.0 million to $102.4 million), $3.7 million for Cohort 3 ($19.8 million to $16.1 
million), $352,000 for Cohort 4, $962,000 for Cohort 5A and $913,000 for Cohort 7B. The 
increase was $2,000 for Cohort 2, $5.0 million for Cohort 5B ($16.6 million to $21.6 million), 
$576,000 for Cohort 6A, $1.4 million for Cohort 6B ($9.2 million to $10.6 million) and 
$858,000 for Cohort 7A. The total reduction across all cohorts 1-6B in Table 9 was $7.8 million 
($263.3 million to $255.5 million). Across all seven cohorts and all six Demonstration Years, 
total Medicare savings after the outlier adjustment was $255.5 million, or 9.8 percent. 

Table 10 summarizes total gross Medicare savings calculations, including the attributed 
savings from Cohorts 2, 3, 4, 5A, 6A, 6B, 7A, 7B, 8A and 8B. Attributed savings are $0.3 
million, $2.7 million, $2.0 million, $7.7 million, $5.2 million, $3.0 million, $8.5 million and $2.7 
million for Cohorts 2, 3, 4, 5A, 6A, 6B, 7A and 7B and estimated to be $3.4 million and $2.0 
million for Cohorts 8A and 8B, respectively, bringing the total Medicare savings for all eight 
cohorts to $293.0 million, of which $34.9 million was for Demonstration Year 1, $30.2 million 
was for Demonstration Year 2, $46.6 million was for Demonstration Year 3, $56.0 million was 
for Demonstration Year 4, $66.2 million was for Demonstration Year 5, and $59.3 million was 
for Demonstration Year 6. 

 
The Medicare savings for Demonstration Year 5, $66,169,591 (Table 10), is now 

considered to be final. The Medicare savings for Demonstration Year 6 is considered to be 
preliminary and will be updated in a future report. Demonstration Year 6 savings will be updated 
to include any retroactive adjustments to claims and eligibility for beneficiaries in both the 
intervention and comparison groups. 

 
5.6 Additional Analysis 

Tables 11 (A, B, C, D, E, F, G, H, I and J) show additional analysis of the savings by 
month for Demonstration Years 5 and 6 for each cohort. Tables 12 (A and B) show additional 
results of the savings by type of service for all cohorts combined for each Demonstration Year. 
These tables include the AGA adjustment but not the outlier adjustment (which cannot be 
applied by month or by type of service) nor the attributed savings. Tables 11 shows, for each 
month of the Demonstration Year, the target PMPM, the actual intervention PMPM, and the ratio 
of the demonstration PMPM to the target PMPM (or, the D/T ratio). A ratio less than 1.00 shows 
savings, whereas a ratio greater than 1.00 shows negative savings. 

 
It can be seen that the D/T ratio is significantly under 1.00 for Cohort 1 in most months. 

The average over all 24 months is 0.94 and the average for the last 6 months is 0.95. The D/T 
ratio for Cohort 2 varies widely, and is not surprising given the small size of the cohort. The 
average over the 24 months of Cohort 2 is 0.90 and the average over the last 6 months is 0.84. 
For Cohort 3, the average over the 24 months of operations is 0.92 and over the last 6 months is 
0.96. For Cohort 4, the ratio is consistently less than 1.00. The average over the 24 months of 
operation is 0.91 and over the last 6 months is 0.99. For Cohort 5A, the ratio is consistently less 
than 1.00. The average over the last 24 months of operation is 0.88. For Cohort 5B, the ratio is 
consistently less than 1.00. The average over the last 24 months of operation is 0.95. For Cohort 
6A, the ratio is consistently less than 1.00. The average over the 24 months of operation is 0.83. 
For Cohort 6B, the average over the 24 months of operation is 0.92. For Cohort 7A, the average 
of the 12 months is 0.93. For Cohort 7B, the average over the 12 months is 0.88. 
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Table 12 shows the D/T ratio by type of service. For all cohorts and both Demonstration 
Years, the lowest D/T ratio is for hospice services. However, in dollar terms, significant savings 
were achieved for home health agency costs, inpatient hospital costs, and professional services. 
Increased costs were experienced for outpatient hospital services and SNF services. 

 
Tables 13.A and B show more detail on the savings by type of service by Demonstration 

Year and category of beneficiary for all cohorts combined. The savings by type of service are 
similar for Demonstration Year 5 and Demonstration Year 6, and in line with what was 
previously seen in Demonstration Years 1, 2, 3 and 4. 

 
Table 11.A MEDICARE 

PMPM costs for intervention and comparison groups, by month: Cohort 1 
 

 

Month/Year 
Intervention group PMPM Ratio 

(D/T) Incurred claims Eligible months Intervention Comparison Target 
Baseline $484,510,829 300,541.1 $1,612 $1,592 $1,612 1.00 
Jan-18 $12,336,482 5,945.8 $2,075 $1,954 $2,008 1.03 
Feb-18 $10,786,653 5,855.3 $1,842 $1,785 $1,833 1.01 
Mar-18 $11,624,388 5,726.0 $2,030 $2,050 $2,118 0.96 
Apr-18 $10,636,718 5,673.9 $1,875 $1,873 $1,924 0.97 
May-18 $10,917,909 5,597.3 $1,951 $2,146 $2,197 0.89 
Jun-18 $10,416,591 5,509.8 $1,891 $2,004 $2,058 0.92 
Jul-18 $10,622,705 5,413.5 $1,962 $1,835 $1,893 1.04 
Aug-18 $10,562,726 5,353.4 $1,973 $1,953 $2,002 0.99 
Sep-18 $9,312,061 5,278.3 $1,764 $1,926 $1,968 0.90 
Oct-18 $10,240,374 5,227.0 $1,959 $2,042 $2,090 0.94 
Nov-18 $10,334,101 5,128.8 $2,015 $1,910 $1,954 1.03 
Dec-18 $9,024,067 5,068.1 $1,781 $1,868 $1,915 0.93 
Jan-19 $10,028,943 4,988.9 $2,010 $2,281 $2,314 0.87 
Feb-19 $8,342,909 4,907.7 $1,700 $2,039 $2,076 0.82 
Mar-19 $9,849,456 4,808.9 $2,048 $2,022 $2,063 0.99 
Apr-19 $9,124,067 4,711.3 $1,937 $2,105 $2,144 0.90 
May-19 $9,402,419 4,638.8 $2,027 $2,207 $2,249 0.90 
Jun-19 $8,385,123 4,540.1 $1,847 $2,009 $2,025 0.91 
Jul-19 $9,021,406 4,479.4 $2,014 $2,146 $2,182 0.92 
Aug-19 $8,992,772 4,405.7 $2,041 $1,980 $2,020 1.01 
Sep-19 $8,172,542 4,309.9 $1,896 $1,998 $2,035 0.93 
Oct-19 $8,326,980 4,233.4 $1,967 $2,322 $2,366 0.83 
Nov-19 $8,680,789 4,188.5 $2,073 $2,013 $2,053 1.01 
Dec-19 $8,206,696 4,135.3 $1,985 $1,962 $1,999 0.99 
Total $233,348,876 120,125.1 $1,943 $2,012 $2,057 0.94 
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Table 11.B MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 2 
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Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $9,945,769 4,220.4 $2,357 $1,740 $2,357 1.00 
Jan-18 $522,919 246.5 2,121.5 1,512.9 $1,955 1.09 
Feb-18 $580,178 242.9 2,388.3 1,438.9 $1,914 1.25 
Mar-18 $575,940 241.5 2,385.3 1,779.3 $2,355 1.01 
Apr-18 $488,859 241.0 2,028.5 1,461.2 $1,990 1.02 
May-18 $421,609 241.9 1,743.1 1,559.1 $2,108 0.83 
Jun-18 $321,219 241.8 1,328.6 1,498.9 $2,020 0.66 
Jul-18 $472,478 237.4 1,990.1 1,535.3 $2,068 0.96 
Aug-18 $560,420 235.4 2,381.2 1,456.5 $1,933 1.23 
Sep-18 $448,417 231.2 1,939.8 1,606.7 $2,153 0.90 
Oct-18 $466,782 229.0 2,038.6 1,432.6 $1,874 1.09 
Nov-18 $325,011 221.3 1,468.6 1,636.9 $2,157 0.68 
Dec-18 $328,413 217.0 1,513.4 1,476.4 $1,898 0.80 
Jan-19 $396,962 219.1 1,811.8 1,480.2 $1,900 0.95 
Feb-19 $416,428 217.0 1,919.3 1,879.1 $2,326 0.83 
Mar-19 $381,391 207.5 1,837.6 1,604.0 $2,055 0.89 
Apr-19 $392,794 205.2 1,913.9 1,921.0 $2,420 0.79 
May-19 $355,323 202.5 1,754.8 1,643.6 $2,108 0.83 
Jun-19 $312,545 199.0 1,570.6 1,455.2 $1,944 0.81 
Jul-19 $344,602 198.9 $1,733 $1,779 $2,279 0.76 
Aug-19 $453,411 196.3 $2,310 $1,937 $2,491 0.93 
Sep-19 $287,742 196.9 $1,461 $1,445 $1,930 0.76 
Oct-19 $392,889 192.9 $2,037 $1,734 $2,238 0.91 
Nov-19 $359,661 190.0 $1,893 $1,344 $1,732 1.09 
Dec-19 $336,731 189.0 $1,782 $2,357 $3,039 0.59 
Total $9,942,722 5,240.9 $1,897 $1,616 $2,112 0.90 
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Table 11.C MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 
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Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $103,440,434 61,200.6 $1,690 $1,520 $1,690 1.00 
Jan-18 $4,478,119 2,671.6 1,676.2 1,443.6 $1,649 1.02 
Feb-18 $4,168,208 2,640.9 1,578.3 1,397.3 $1,595 0.99 
Mar-18 $4,366,597 2,542.8 1,717.2 1,581.6 $1,790 0.96 
Apr-18 $3,888,931 2,532.0 1,535.9 1,581.8 $1,817 0.85 
May-18 $4,099,986 2,503.8 1,637.5 1,682.6 $1,965 0.83 
Jun-18 $3,751,807 2,455.5 1,527.9 1,538.4 $1,792 0.85 
Jul-18 $4,084,036 2,417.5 1,689.3 1,498.7 $1,751 0.96 
Aug-18 $3,716,560 2,387.8 1,556.5 1,690.2 $1,915 0.81 
Sep-18 $4,217,395 2,346.0 1,797.7 1,941.5 $2,169 0.83 
Oct-18 $4,478,502 2,338.5 1,915.1 1,530.3 $1,747 1.10 
Nov-18 $4,063,039 2,289.9 1,774.3 1,672.5 $1,897 0.94 
Dec-18 $3,503,505 2,243.7 1,561.5 1,466.5 $1,720 0.91 
Jan-19 $3,621,013 2,188.2 1,654.8 1,644.2 $1,868 0.89 
Feb-19 $3,091,363 2,163.4 1,428.9 1,431.7 $1,622 0.88 
Mar-19 $4,437,904 2,124.3 2,089.2 1,957.2 $2,227 0.94 
Apr-19 $3,733,804 2,065.0 1,808.1 1,812.7 $2,062 0.88 
May-19 $3,653,486 2,018.9 1,809.7 1,789.1 $2,060 0.88 
Jun-19 $3,221,687 1,978.0 1,628.7 1,455.0 $1,671 0.97 
Jul-19 $3,390,241 1,950.3 $1,738 $1,660 $1,890 0.92 
Aug-19 $3,266,474 1,912.9 $1,708 $1,587 $1,769 0.97 
Sep-19 $3,097,853 1,882.0 $1,646 $1,504 $1,690 0.97 
Oct-19 $3,419,082 1,861.0 $1,837 $1,708 $1,936 0.95 
Nov-19 $3,110,786 1,836.2 $1,694 $1,635 $1,835 0.92 
Dec-19 $3,690,044 1,814.4 $2,034 $1,649 $1,928 1.06 
Total $90,550,419 53,164.8 $1,703 $1,615 $1,844 0.92 
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Table 11.D MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 
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Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $108,719,430 62,395.6 $1,742 $1,552 $1,742 1.00 
Jan-18 $4,534,819 3,164.9 1,432.8 1,531.2 $1,715 0.84 
Feb-18 $4,537,212 3,117.1 1,455.6 1,483.6 $1,657 0.88 
Mar-18 $4,500,292 2,979.2 1,510.6 1,520.2 $1,711 0.88 
Apr-18 $5,543,729 2,938.2 1,886.8 1,556.4 $1,763 1.07 
May-18 $5,271,728 2,887.7 1,825.6 1,769.0 $2,034 0.90 
Jun-18 $4,758,621 2,850.8 1,669.2 1,719.9 $1,962 0.85 
Jul-18 $4,945,846 2,804.3 1,763.7 1,456.5 $1,644 1.07 
Aug-18 $5,117,831 2,745.2 1,864.3 1,824.8 $2,066 0.90 
Sep-18 $4,326,028 2,687.1 1,609.9 1,586.9 $1,775 0.91 
Oct-18 $4,804,036 2,675.1 1,795.8 1,684.0 $1,904 0.94 
Nov-18 $5,072,621 2,566.1 1,976.8 1,698.7 $1,932 1.02 
Dec-18 $4,102,823 2,512.0 1,633.3 1,730.3 $1,957 0.83 
Jan-19 $4,262,156 2,473.3 1,723.3 1,689.6 $1,895 0.91 
Feb-19 $3,371,643 2,425.7 1,390.0 1,757.9 $2,036 0.68 
Mar-19 $4,023,641 2,362.8 1,702.9 2,055.4 $2,329 0.73 
Apr-19 $3,790,944 2,301.8 1,646.9 1,798.5 $2,031 0.81 
May-19 $3,981,441 2,257.3 1,763.8 1,727.2 $1,936 0.91 
Jun-19 $3,626,827 2,201.3 1,647.6 1,466.3 $1,652 1.00 
Jul-19 $3,916,001 2,166.0 $1,808 $1,578 $1,762 1.03 
Aug-19 $4,171,707 2,117.9 $1,970 $1,677 $1,910 1.03 
Sep-19 $3,729,236 2,079.0 $1,794 $1,493 $1,648 1.09 
Oct-19 $3,664,663 2,032.0 $1,803 $1,704 $1,925 0.94 
Nov-19 $3,291,454 2,008.1 $1,639 $1,532 $1,737 0.94 
Dec-19 $3,356,131 1,998.2 $1,680 $1,649 $1,868 0.90 
Total $102,701,431 60,351.0 $1,702 $1,651 $1,866 0.91 
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Table 11.E MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 5A 
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Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $110,831,462 65,796.4 $1,684 $1,636 $1,684 1.00 
Jan-18 $6,047,105 4,341.7 1,392.8 1,595.6 $1,667 0.84 
Feb-18 $5,876,069 4,269.9 1,376.2 1,478.6 $1,534 0.90 
Mar-18 $6,390,927 4,096.6 1,560.1 1,647.9 $1,717 0.91 
Apr-18 $6,072,292 4,028.6 1,507.3 1,875.8 $1,925 0.78 
May-18 $5,911,945 3,935.0 1,502.4 1,601.9 $1,657 0.91 
Jun-18 $5,730,129 3,864.9 1,482.6 1,577.4 $1,638 0.91 
Jul-18 $5,757,860 3,805.5 1,513.0 1,681.2 $1,737 0.87 
Aug-18 $6,086,460 3,718.3 1,636.9 1,683.2 $1,740 0.94 
Sep-18 $4,866,549 3,636.2 1,338.4 1,676.2 $1,735 0.77 
Oct-18 $5,379,800 3,576.3 1,504.3 1,801.2 $1,861 0.81 
Nov-18 $4,845,145 3,425.0 1,414.6 1,535.5 $1,593 0.89 
Dec-18 $5,329,252 3,365.6 1,583.5 1,492.6 $1,522 1.04 
Jan-19 $5,084,116 3,268.5 1,555.5 1,790.4 $1,815 0.86 
Feb-19 $4,926,970 3,207.7 1,536.0 1,754.2 $1,822 0.84 
Mar-19 $4,943,294 3,154.0 1,567.3 1,743.0 $1,781 0.88 
Apr-19 $4,682,379 3,057.0 1,531.7 1,836.7 $1,884 0.81 
May-19 $4,654,331 3,004.0 1,549.4 1,867.9 $1,930 0.80 
Jun-19 $4,248,397 2,920.3 1,454.8 1,556.7 $1,577 0.92 
Jul-19 $5,036,285 2,869.3 $1,755 $2,007 $2,065 0.85 
Aug-19 $4,835,398 2,800.0 $1,727 $1,833 $1,893 0.91 
Sep-19 $4,341,726 2,749.6 $1,579 $1,708 $1,741 0.91 
Oct-19 $4,598,227 2,694.5 $1,707 $1,873 $1,897 0.90 
Nov-19 $3,979,830 2,670.5 $1,490 $1,393 $1,389 1.07 
Dec-19 $4,929,611 2,632.0 $1,873 $1,625 $1,666 1.12 
Total $124,554,098 81,091.0 $1,536 $1,687 $1,737 0.88 
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Table 11.F MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 5B 
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Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $113,207,213 65,414.5 $1,731 $1,637 $1,731 1.00 
Jan-18 $7,866,863 4,608.6 1,707.0 1,809.0 $1,868 0.91 
Feb-18 $7,370,830 4,519.3 1,631.0 1,722.8 $1,782 0.92 
Mar-18 $8,099,051 4,411.9 1,835.7 1,854.6 $1,887 0.97 
Apr-18 $7,417,590 4,331.9 1,712.3 1,788.7 $1,830 0.94 
May-18 $7,579,612 4,243.0 1,786.4 1,748.2 $1,807 0.99 
Jun-18 $7,378,747 4,150.0 1,778.0 1,705.7 $1,751 1.02 
Jul-18 $6,902,669 4,040.3 1,708.4 1,920.3 $1,963 0.87 
Aug-18 $7,115,772 3,950.7 1,801.1 1,871.9 $1,903 0.95 
Sep-18 $6,460,468 3,847.8 1,679.0 1,795.7 $1,827 0.92 
Oct-18 $7,230,324 3,802.9 1,901.3 1,884.6 $1,915 0.99 
Nov-18 $6,499,888 3,693.6 1,759.8 1,952.9 $1,976 0.89 
Dec-18 $6,184,802 3,603.2 1,716.5 1,821.0 $1,852 0.93 
Jan-19 $6,288,114 3,521.8 1,785.5 1,978.0 $2,007 0.89 
Feb-19 $5,634,727 3,352.8 1,680.6 1,675.0 $1,709 0.98 
Mar-19 $6,246,757 3,283.1 1,902.7 2,098.3 $2,174 0.88 
Apr-19 $5,595,608 3,200.0 1,748.6 1,958.9 $2,008 0.87 
May-19 $5,924,558 3,136.2 1,889.1 2,115.3 $2,152 0.88 
Jun-19 $5,591,650 3,076.4 1,817.6 1,833.9 $1,893 0.96 
Jul-19 $5,562,325 3,012.7 $1,846 $1,869 $1,933 0.96 
Aug-19 $6,512,624 2,928.0 $2,224 $1,906 $1,953 1.14 
Sep-19 $5,192,980 2,876.2 $1,805 $1,926 $1,983 0.91 
Oct-19 $6,361,029 2,824.6 $2,252 $2,014 $2,063 1.09 
Nov-19 $5,627,128 2,780.0 $2,024 $1,854 $1,920 1.05 
Dec-19 $5,028,864 2,735.3 $1,839 $1,830 $1,858 0.99 
Total $155,672,978 85,930.3 $1,812 $1,864 $1,909 0.95 
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Table 11.G MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 6A 
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Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $102,206,255 51,245.5 $1,994 $1,953 $1,994 1.00 
Jan-18 $9,201,971 4,848.1 1,898.1 1,963.4 $1,986 0.96 
Feb-18 $7,609,717 4,673.8 1,628.2 1,911.3 $1,939 0.84 
Mar-18 $8,286,958 4,489.7 1,845.8 2,066.0 $2,097 0.88 
Apr-18 $8,015,795 4,386.8 1,827.3 2,040.9 $2,043 0.89 
May-18 $7,007,188 4,274.5 1,639.3 2,108.2 $2,146 0.76 
Jun-18 $6,784,875 4,168.4 1,627.7 1,892.2 $1,926 0.85 
Jul-18 $6,276,057 4,058.3 1,546.5 1,776.3 $1,799 0.86 
Aug-18 $6,081,918 3,956.5 1,537.2 1,852.5 $1,921 0.80 
Sep-18 $5,436,915 3,845.9 1,413.7 1,966.6 $1,994 0.71 
Oct-18 $5,787,008 3,772.9 1,533.8 2,230.2 $2,261 0.68 
Nov-18 $5,869,138 3,663.0 1,602.3 1,919.1 $1,923 0.83 
Dec-18 $5,359,024 3,560.7 1,505.1 1,878.4 $1,881 0.80 
Jan-19 $5,843,588 3,398.8 1,719.3 1,882.6 $1,891 0.91 
Feb-19 $4,484,646 3,315.6 1,352.6 2,037.8 $2,094 0.65 
Mar-19 $5,734,777 3,233.0 1,773.8 1,930.9 $1,919 0.92 
Apr-19 $5,419,865 3,121.0 1,736.6 1,946.0 $1,913 0.91 
May-19 $4,859,790 3,028.4 1,604.8 2,121.6 $2,067 0.78 
Jun-19 $4,487,938 2,955.8 1,518.4 1,866.9 $1,844 0.82 
Jul-19 $4,814,866 2,883.4 $1,670 $1,922 $1,949 0.86 
Aug-19 $4,446,641 2,779.5 $1,600 $2,042 $2,026 0.79 
Sep-19 $3,845,096 2,707.4 $1,420 $1,717 $1,710 0.83 
Oct-19 $4,874,038 2,607.7 $1,869 $2,070 $2,091 0.89 
Nov-19 $3,798,573 2,551.6 $1,489 $1,773 $1,766 0.84 
Dec-19 $3,750,022 2,501.4 $1,499 $1,938 $1,911 0.78 
Total $138,076,404 84,782.2 $1,629 $1,956 $1,970 0.83 
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Table 11.H MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 6B 
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Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $69,409,748 36,877.4 $1,882 $1,743 $1,882 1.00 
Jan-18 $6,482,605 3,306.9 1,960.3 1,656.5 $1,799 1.09 
Feb-18 $5,377,290 3,211.5 1,674.4 1,546.8 $1,635 1.02 
Mar-18 $5,328,513 3,090.1 1,724.4 1,587.5 $1,689 1.02 
Apr-18 $4,841,035 3,024.0 1,600.9 1,747.3 $1,850 0.87 
May-18 $4,475,317 2,938.2 1,523.1 1,975.0 $2,120 0.72 
Jun-18 $4,651,358 2,887.4 1,610.9 1,672.3 $1,765 0.91 
Jul-18 $4,672,120 2,825.6 1,653.5 1,870.6 $1,997 0.83 
Aug-18 $4,458,438 2,760.6 1,615.0 1,850.4 $1,945 0.83 
Sep-18 $4,370,325 2,695.5 1,621.4 1,780.9 $1,853 0.88 
Oct-18 $4,144,384 2,656.7 1,559.9 1,861.3 $1,950 0.80 
Nov-18 $4,216,223 2,589.6 1,628.2 1,470.3 $1,547 1.05 
Dec-18 $4,100,866 2,517.0 1,629.2 1,800.4 $1,837 0.89 
Jan-19 $4,616,367 2,445.2 1,887.9 1,757.1 $1,882 1.00 
Feb-19 $3,743,656 2,347.0 1,595.1 1,697.9 $1,769 0.90 
Mar-19 $3,960,011 2,300.7 1,721.2 1,610.8 $1,771 0.97 
Apr-19 $4,157,353 2,235.2 1,859.9 1,731.3 $1,871 0.99 
May-19 $3,980,752 2,155.6 1,846.7 1,951.1 $2,034 0.91 
Jun-19 $3,344,575 2,092.7 1,598.2 1,614.8 $1,722 0.93 
Jul-19 $3,505,686 2,036.4 $1,722 $1,735 $1,822 0.94 
Aug-19 $3,138,167 1,968.5 $1,594 $1,767 $1,874 0.85 
Sep-19 $3,017,717 1,915.9 $1,575 $1,786 $1,953 0.81 
Oct-19 $3,462,617 1,862.9 $1,859 $1,718 $1,851 1.00 
Nov-19 $3,136,541 1,827.2 $1,717 $1,825 $1,957 0.88 
Dec-19 $3,053,106 1,779.3 $1,716 $1,681 $1,766 0.97 
Total $100,235,022 59,469.8 $1,685 $1,734 $1,841 0.92 
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Table 11.I MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 7A 
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Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $86,769,395 46,261.5 $1,876 $2,006 $1,876 1.00 
Jan-19 $7,296,187 4,402.4 1,657.3 2,142.8 $2,024 0.82 
Feb-19 $6,941,929 4,182.1 1,659.9 1,923.0 $1,835 0.90 
Mar-19 $7,463,750 4,016.9 1,858.1 2,121.4 $2,048 0.91 
Apr-19 $6,807,737 3,854.3 1,766.3 1,749.5 $1,674 1.05 
May-19 $6,566,601 3,699.3 1,775.1 2,151.3 $2,082 0.85 
Jun-19 $5,853,912 3,588.4 1,631.3 1,745.0 $1,648 0.99 
Jul-19 $6,243,187 3,494.2 1,786.7 1,869.2 $1,771 1.01 
Aug-19 $5,440,030 3,381.4 1,608.8 1,897.8 $1,796 0.90 
Sep-19 $5,052,614 3,308.3 1,527.3 1,721.5 $1,625 0.94 
Oct-19 $5,883,740 3,215.7 1,829.7 2,019.8 $1,916 0.95 
Nov-19 $4,953,003 3,133.6 1,580.6 1,943.0 $1,844 0.86 
Dec-19 $5,645,285 3,059.6 1,845.1 1,786.0 $1,693 1.09 
Total $74,147,974 43,336.2 $1,711 $1,930 $1,838 0.93 

 
 

Table 11.J MEDICARE 
PMPM costs for intervention and comparison groups, by month: Cohort 7B 

 

 
 
Month/Year 

Intervention group PMPM  
Ratio 
(D/T) Incurred claims Eligible months Intervention Comparison Target 

Baseline $45,299,170 22,532.1 $2,010 $1,873 $2,010 1.00 
Jan-19 $3,553,207 2,111.2 1,683.0 1,885.6 $2,015 0.84 
Feb-19 $3,103,722 1,995.3 1,555.5 1,726.0 $1,826 0.85 
Mar-19 $3,214,444 1,934.5 1,661.6 1,796.2 $1,915 0.87 
Apr-19 $3,444,677 1,867.6 1,844.4 1,777.8 $1,891 0.98 
May-19 $3,153,016 1,814.5 1,737.7 1,786.7 $1,903 0.91 
Jun-19 $3,326,044 1,735.6 1,916.4 2,058.2 $2,146 0.89 
Jul-19 $2,831,016 1,697.6 1,667.6 1,751.5 $1,859 0.90 
Aug-19 $3,026,162 1,627.3 1,859.6 1,865.2 $1,954 0.95 
Sep-19 $2,847,234 1,588.0 1,793.0 1,613.0 $1,702 1.05 
Oct-19 $2,419,773 1,522.9 1,588.9 2,046.7 $2,159 0.74 
Nov-19 $2,207,208 1,485.3 1,486.1 1,721.0 $1,826 0.81 
Dec-19 $2,394,905 1,441.4 1,661.5 1,936.7 $2,077 0.80 
Total $35,521,409 20,821.3 $1,706 $1,828 $1,938 0.88 
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Table 12.A MEDICARE 
PMPM costs for Demonstration Year 5 based on incurred Medicare claims for Cohorts 1, 2, 3, 4, 5A/B and 6A/B 

 

 
 

Type of service 

Intervention PMPM  
 

Ratio (D/T) 

 
 

PMPM savings 

 
 

Dollar savings 
 

Incurred claims 
Member 
months 

Intervention 
(D) 

 
Comparison 

Target 
(T) 

Baseline $1,234,339,704 716,485.0 $1,722.77 1.00   

Durable medical equipment $19,325,715 311,370.4 $62.07 $70.52 $73.76 0.84 $11.69 $3,640,867 
Home health agency $22,870,923 311,370.4 $73.45 $100.59 $104.21 0.70 $30.76 $9,577,583 
Hospice $5,457,597 311,370.4 $17.53 $68.73 $71.83 0.24 $54.30 $16,906,965 
Inpatient $201,910,300 311,370.4 $648.46 $649.06 $682.18 0.95 $33.72 $10,499,999 
Outpatient $134,290,164 311,370.4 $431.29 $374.57 $392.45 1.10 -$38.84 -$12,094,372 
Professional $101,240,787 311,370.4 $325.15 $377.02 $397.74 0.82 $72.59 $22,603,112 
SNF $46,798,990 311,370.4 $150.30 $146.69 $155.52 0.97 $5.22 $1,623,797 
Total $531,894,476 311,370.4 $1,708.24 $1,787.18 $1,877.68 0.91 $169.44 $52,757,951 

 
 

Table 12.B MEDICARE 
PMPM costs for Demonstration Year 6 based on incurred Medicare claims for Cohorts 1, 2, 3, 4, 5A/B, 6A/B and 7A/B 

 

 
 

Type of service 

Intervention PMPM  
 

Ratio (D/T) 

 
 

PMPM savings 

 
 

Dollar savings 
 

Incurred claims 
Member 
months 

Intervention 
(D) 

 
Comparison 

Target 
(T) 

Baseline $1,234,339,704 716,485.0 $1,722.77 1.00   
Durable medical equipment $21,092,006 302,942.3 $69.62 $72.15 $73.98 0.94 $4.36 $1,319,346 
Home health agency $22,630,589 302,942.3 $74.70 $100.82 $103.44 0.72 $28.74 $8,705,472 
Hospice $5,321,634 302,942.3 $17.57 $89.76 $92.59 0.19 $75.03 $22,729,025 
Inpatient $200,877,572 302,942.3 $663.09 $669.17 $690.54 0.96 $27.45 $8,316,796 
Outpatient $135,276,304 302,942.3 $446.54 $395.17 $405.93 1.10 -$40.61 -$12,303,918 
Professional $99,811,804 302,942.3 $329.47 $390.60 $405.30 0.81 $75.83 $22,971,042 
SNF $47,846,948 302,942.3 $157.94 $153.44 $160.55 0.98 $2.61 $789,734 
Total $532,856,858 302,942.3 $1,758.94 $1,871.12 $1,932.33 0.91 $173.39 $52,527,497 
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Table 13.A 
PMPM costs by category of beneficiary for Demonstration Year 5 based on incurred Medicare claims 

for Cohorts 1, 2, 3, 4, 5A/B and 6A/B 
 

 
Total 

Durable medical 
equipment 

Home health 
agency 

 
Hospice 

 
Inpatient 

 
Outpatient 

 
Professional 

 
SNF 

Category of 
beneficiary 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

Total $169.44 $52,757,951 $11.69 $3,640,867 $30.76 $9,577,583 $54.30 $16,906,965 $33.72 $10,499,999 -$38.84 -$12,094,372 $72.59 $22,603,112 $5.22 $1,623,797 

Fac 65+ SPMI $910.07 $9,893,867 -$8.38 -$91,122 -$16.69 -$181,477 $223.88 $2,433,885 $136.43 $1,483,217 $200.84 $2,183,388 $204.44 $2,222,560 $169.56 $1,843,415 

Fac 65+ nonSPMI $386.51 $3,392,388 -$17.23 -$151,195 -$12.51 -$109,814 $180.56 $1,584,804 -$27.34 -$239,977 $149.58 $1,312,889 $122.95 $1,079,107 -$9.51 -$83,427 

HCBS 65+ SPMI $618.14 $16,907,214 $32.10 $877,877 $66.30 $1,813,518 $91.60 $2,505,365 $231.23 $6,324,599 $30.43 $832,242 $126.25 $3,453,152 $40.23 $1,100,460 

HCBS 65+ nonSPMI $267.61 $11,707,779 $11.92 $521,636 $35.35 $1,546,603 $83.50 $3,652,974 $51.05 $2,233,297 -$23.29 -$1,018,872 $94.84 $4,149,379 $14.23 $622,763 

Com 65+ SPMI $124.26 $2,425,386 $10.02 $195,502 $61.08 $1,192,249 $56.71 $1,106,928 -$20.55 -$401,180 -$35.91 -$700,860 $61.75 $1,205,283 -$8.84 -$172,535 

Com 65+ nonSPMI $7.56 $439,967 $14.19 $826,017 $33.50 $1,950,439 $51.03 $2,971,431 -$24.59 -$1,431,625 -$70.78 -$4,121,445 $16.19 $942,824 -$11.98 -$697,674 

Fac <65 SPMI $1,121.79 $5,116,212 $13.93 $63,529 -$0.21 -$975 $60.19 $274,505 $271.27 $1,237,182 $199.44 $909,598 $332.60 $1,516,884 $244.59 $1,115,490 

Fac <65 nonSPMI $209.38 $765,570 -$33.44 -$122,253 -$2.35 -$8,605 $73.94 $270,366 $55.31 $202,223 -$53.01 -$193,829 $82.99 $303,422 $85.95 $314,246 

HCBS <65 SPMI $203.89 $5,962,451 -$12.50 -$365,598 $31.08 $908,927 $27.23 $796,195 $126.33 $3,694,389 -$24.38 -$713,054 $75.00 $2,193,374 -$18.87 -$551,782 

HCBS <65 nonSPMI -$34.01 -$1,124,223 $27.74 $916,991 $35.49 $1,173,204 $21.61 $714,223 -$13.48 -$445,460 -$155.28 -$5,132,967 $78.08 $2,580,871 -$28.17 -$931,084 

Com <65 SPMI -$22.79 -$834,223 $16.99 $621,895 $25.02 $915,780 $7.57 $277,204 -$40.61 -$1,486,432 -$75.62 -$2,768,108 $49.40 $1,808,126 -$5.54 -$202,688 

Com <65 nonSPMI -$52.98 -$1,894,435 $9.72 $347,588 $10.56 $377,733 $8.92 $319,085 -$18.75 -$670,234 -$75.05 -$2,683,353 $32.11 $1,148,130 -$20.51 -$733,385 
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Table 13.B 
PMPM costs by category of beneficiary for Demonstration Year 6 based on incurred Medicare claims 

for Cohorts 1, 2, 3, 4, 5A/B, 6A/B and 7A/B 
 

  
Total 

Durable medical 
equipment 

Home health 
agency 

 
Hospice 

 
Inpatient 

 
Outpatient 

 
Professional 

 
SNF 

Category of 
beneficiary 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

PMPM 
saving 

Dollar 
savings 

Total $173.39 $52,527,497 $4.36 $1,319,346 $28.74 $8,705,472 $75.03 $22,729,025 $27.45 $8,316,796 -$40.61 -$12,303,918 $75.83 $22,971,042 $2.61 $789,734 

Fac 65+ SPMI $525.57 $5,980,582 -$4.27 -$48,598 -$16.69 -$189,930 $230.91 $2,627,644 -$36.68 -$417,389 $163.98 $1,865,998 $136.29 $1,550,878 $52.02 $591,979 

Fac 65+ nonSPMI $425.80 $3,554,887 -$21.15 -$176,604 -$8.61 -$71,877 $162.57 $1,357,215 $43.12 $360,017 $131.73 $1,099,767 $112.71 $940,939 $5.44 $45,429 

HCBS 65+ SPMI $790.35 $22,995,857 $17.41 $506,449 $48.37 $1,407,255 $157.98 $4,596,498 $284.18 $8,268,422 $78.06 $2,271,156 $142.24 $4,138,583 $62.12 $1,807,494 

HCBS 65+ nonSPMI $328.12 $13,459,208 $7.61 $312,265 $38.96 $1,597,992 $125.77 $5,158,832 $69.67 $2,857,680 $44.58 $1,828,679 $61.45 $2,520,710 -$19.92 -$816,948 

Com 65+ SPMI $241.29 $4,673,493 $10.41 $201,535 $67.63 $1,309,895 $87.64 $1,697,393 $32.03 $620,327 -$61.96 -$1,200,079 $77.17 $1,494,594 $28.39 $549,828 

Com 65+ nonSPMI -$106.44 -$5,869,860 $10.08 $555,607 $23.66 $1,304,858 $68.06 $3,753,026 -$72.34 -$3,989,220 -$143.89 -$7,935,198 $17.70 $976,314 -$9.71 -$535,248 

Fac <65 SPMI $771.64 $3,603,984 -$11.80 -$55,122 -$15.95 -$74,504 $59.40 $277,419 $126.10 $588,959 $221.03 $1,032,322 $249.63 $1,165,925 $143.23 $668,984 

Fac <65 nonSPMI $132.54 $485,047 -$52.36 -$191,611 $2.26 $8,274 $67.50 $247,023 -$62.17 -$227,519 $14.19 $51,925 $86.87 $317,922 $76.24 $279,033 

HCBS <65 SPMI $312.35 $9,356,341 -$14.12 -$422,821 $47.82 $1,432,559 $32.84 $983,759 $170.39 $5,103,960 -$61.06 -$1,828,960 $108.62 $3,253,744 $27.85 $834,101 

HCBS <65 nonSPMI $78.48 $2,528,185 $3.97 $127,844 $37.17 $1,197,448 $40.71 $1,311,568 $66.60 $2,145,391 -$131.46 -$4,234,878 $95.62 $3,080,292 -$34.13 -$1,099,479 

Com <65 SPMI -$79.31 -$2,797,830 $6.75 $238,054 $15.33 $540,948 $10.19 $359,487 -$73.59 -$2,595,969 -$102.19 -$3,605,017 $63.31 $2,233,589 $0.88 $31,077 

Com <65 nonSPMI -$165.89 -$5,442,396 $8.30 $272,349 $7.39 $242,554 $10.95 $359,163 -$134.05 -$4,397,863 -$50.28 -$1,649,633 $39.55 $1,297,551 -$47.75 -$1,566,516 
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Washington is tied with Alaska as the sixth-least religious state in

the country. (Ellen M. Banner / The Seattle Times)

Since Gallup began tracking religiosity at the state level, Washington has been

among the least religious in the union. Forty-seven percent of adults in the state

say they are not religious, and seldom or never attend services.

Washingtonians are less religious than ever, Gallup poll
finds
Originally published April 20, 2018 at 6:00 am | Updated April 20, 2018 at 7:31 pm

Data
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By Gene Balk / FYI Guy  

Seattle Times columnist

Ever since pollsters began asking Americans about their faith, Washington has ranked

among the less-religious states in the country. But Washington has never been as

secular as it is right now.

A record number of state residents didn’t identify with any religion in 2017, according to

polling giant Gallup. Forty-seven percent of adults in the state say they are not religious,

and seldom or never attend services.

When Gallup began polling about religious belief at the state level in 2008, 43 percent of

Washingtonians identified as nonreligious. That number didn’t change much year-to-

year, except for a hard-to-explain dip to 41 percent in 2013 (the nation as a whole also

saw the percentage of nonreligious drop that year).

After that, the number started to rise. That’s true for many other states as well. In fact,

the U.S. as a whole is also at a record high, with 33 percent saying they are not religious.
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It’s primarily young people who are beefing up the numbers of the nonreligious in the

U.S. The poll data show that just 28 percent of those younger than 30 are very religious,

compared with 47 percent of those aged 65 and older. And it’s possible that the influx of

young newcomers to the Seattle area is the driving force behind the change in

Washington’s numbers.
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Washington ranks as the sixth-least-religious state, in a tie with Alaska. Oregon has

tended to poll just slightly less religious than Washington, and that held true in 2017.

Forty-eight percent in the Beaver State have no religion.

Washington is one of 19 states, plus the District of Columbia, where the plurality of

adults are nonreligious (as opposed to very religious or moderately religious). Just 28

percent of adults in Washington identify as highly religious, and say they attend

services weekly — 19 percentage points lower than those who are nonreligious.

In fact, in all the other Western states — Oregon, California, Alaska and Hawaii — the

percentage of adults who are not religious also outweighs the percentage who are very

religious by double digits.

The most- and least-religious states are, perennially, Mississippi and Vermont — and I’m

sure you can guess which one is which without me telling you. In 2017, 59 percent of

Vermonters had no religion, while only 12 percent of Mississippians did.

New England is the least-religious part of the country, claiming the top four states, but

the Western U.S. is right behind. The Southern “Bible Belt” states are the most religious,

although Utah ranks up there too. It’s one of just four states where the majority of

residents identify as highly religious.

That make sense because the polling shows that Mormons are the most devout religious

group in the U.S., with 73 percent identifying as very religious. They’re followed by

Protestants (50 percent), Muslims (45 percent) and Catholics (40 percent). Jews are far

and away the least devout group, with just 18 percent saying they’re very religious.

In terms of race and ethnicity, blacks are a more likely group to be very religious (48

percent) compared with whites and Hispanics (both at 36 percent).

The data comes from Gallup’s daily tracking poll, which is conducted throughout the

year. In 2017, about 129,000 U.S. adults were interviewed, including nearly 3,400 in

Washington. The margin of error is +/- 2 from 2013 to 2017, and +/- 1 from 2008 to 2012.

Gene Balk / FYI Guy: gbalk@seattletimes.com; on Twitter: @genebalk.
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Hospice care in US nursing homes: benefits and barriers

Todd B Monroe [Alma and Hal Reagan Cancer Research Fellow],

Michael A Carter [University Distinguished Professor]

The University of Tennessee Health Science Center, Memphis, Tennessee, USA

About a quarter of adult deaths in the USA occur in nursing homes.1,2 Previous research 

has concluded that the residents of these homes do not receive adequate pain management 

or high-quality palliative care at the end of life.1,3,4 Dementia can make the provision of 

adequate pain management difficult, in that residents with dementia may have difficulty in 

reporting their pain. Magaziner etal found that almost 50% of all nursing home residents 

had dementia.5 Another study found that 83% of nursing home residents with dementia had 

painful conditions.6

One way to improve pain management for nursing home residents with dementia would be 

to use hospice services in the nursing home. Yet, hospices services are not widely used in 

nursing homes, even for those residents who qualify for it. Currendy, 24% of nursing home 

residents who die in nursing homes qualify for hospice services, but only 6% are enrolled.7 

Pain management at the end of life for nursing home residents could be improved by greater 

use of hospice seivices.

US Medicare hospice services

In 1996, Medicare, the US government-administered programme that provides health 

insurance for people aged 65-plus, extended its hospice services to cover terminally 

ill older adults with severe cognitive impairment.8 Under the new rules, many nursing 

home residents who were not previously eligible for hospice care became eligible. Severe 

cognitive impairment, including that caused by Alzheimer’s disease, is the fifth leading 

cause of death among the over-65s in the USA.9 Hospice seivices can provide support to 

older adults with cognitive impairment, by helping to manage pain, providing comfort and 

easing the transition to death.

Since the approval, in 1982, of Medicare hospice benefits, nursing homes have been able 

to offer a wide range of hospice services to dying residents (see Box 1).10,11 However, 

according to Munn et al, fewer than half of the residents who are eligible actually receive 

the benefits.11 Miller etal found that 24% of nursing home residents qualified for hospice 

Todd B Monroe and Michael A Carter review the literature on the use of hospice services in US nursing homes. They find there are 
many benefits, both to the residents and the healthcare system, but also that many people, especially those with dementia, are missing 
out

Greater hospice enrolment may help to reduce costs in the US healthcare system by reducing the use nursing home residents make of 
acute care services

Conflicts between hospice and nursing home staff are another barrier to the use of hospice services in nursing homes
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services, but that only 6% used them.7 Evans reported that only 1% of nursing home 

residents were using the benefits,12 and Petrisek and Mor showed that only 30% of nursing 

homes had residents enrolled for hospice care.13

Benefits of the use of hospice care in nursing homes

Better pain and symptom management

The management of pain experienced by nursing home residents has been a concern 

for nearly 30 years.14 Reynolds etal reported that 86% of dying nursing home residents 

experienced pain, and that more than half of those experienced moderate-to-severe pain.15

Hospice care improves pain management. One study showed that nursing home residents 

enrolled in a hospice for seven days or more had a greater chance than those not enrolled 

of receiving opioid treatment and were more likely to be given an opioid dose twice a 

day.16 Wu et al found that residents receiving hospice care were generally more likely to be 

given opioids for pain management than residents not receiving hospice care.17 Miller etal 
reported that the use of analgesic medication was 50% greater in nursing home residents 

receiving hospice care than in those who were not.7 Munn et al found that 85% of nursing 

home residents who did not receive hospice care experienced moderate-to-severe pain, 

compared with 52% of those receiving hospice care; and that 82% of hospice-enrolled 

residents received pain medications, compared with 50% of non-enrolled residents.11 

Nursing home residents receiving hospice care are also 93% more likely to have their pain 

management documented.18

Munn et al found that alternative pain management strategies, such as ice packs and 

massage, were more often used among nursing home residents receiving hospice care, 

who were also more likely to receive assistance with eating and oral hygiene, than those 

not receiving hospice care.11 A meta-analysis of 19 hospice and palliative care studies 

concluded that hospice and palliative care teams managed pain better, and all other 

symptoms moderately better, than nursing home teams.19

Better management of pain and of medication is a recognised benefit for nursing home 

residents using hospice services. Miller et al reported that nursing home residents receiving 

hospice care received fewer inappropriate medications than those not enrolled in hospice 

care, as recommended by the American Medical Directors Association.7

Pain management may be better for all nursing home residents when hospice care is 

provided in the facility - a phenomenon identified as the ‘hospice effect’. Patients who 

did not receive hospice care, but who resided in a nursing home where hospice care was 

offered, were more likely to have their pain assessed.17

On behalf of the US Department of Health and Human Services (DHHS), Gage et al 
compared nursing home residents who were receiving hospice care (n=l,982) with nursing 

home residents who were not (n=6,392).20 They found that the detection of daily pain was 

different between the two groups. Daily pain was detected in 28.1% of residents with cancer 

and no dementia receiving hospice care (n=430), and in 16.8% of residents with cancer 
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and no dementia not receiving hospice care (n=l,529). Daily pain was detected in 16% of 

residents with cancer and dementia receiving hospice care (n=717), and in 8.9% of residents 

with cancer and dementia not receiving hospice care (n=2,293). This would seem to show 

that pain in individuals with dementia may be underdetected, but that enrolment in hospice 

care results in increased pain detection among these patients.

Financial benefits for the healthcare system

Greater hospice enrolment may help to reduce costs in the US healthcare system by reducing 

the use nursing home residents make of acute care services.

According to the DHHS, nursing home residents who use hospice services are significantly 

less likely to be hospitalised at the end of life than those residents who do not. Gage et 
al found that the number of hospitalisations of nursing home residents not enrolled for 

hospice care decreased as hospice enrolment increased. They also found that the reduction 

in hospitalisations in the last 30 days of life translated into acute medical care savings of 

$2,909 for every nursing home resident.20

A study of people aged 65-plus with advanced dementia found that 43.7% of nursing 

home residents were hospitalised at least once during the last 90 days of life, compared 

with 31.5% of those receiving home-care services.21 Nursing home residents with cognitive 

impairments are taken to hospital more frequently than those without cognitive impairments, 

when available hospice care could help to relieve pain and provide support to the 

resident and their family.22,23 According to Kronman, decreasing just one hospital day per 

beneficiary of Medicare hospice benefit could save millions of dollars.22

Among nursing home residents receiving hospice care, 25% had been enrolled for less than 

one week20,24 and 50% for less than 30 days before dying.20 By using hospice services, 

individuals with cancer save Medicare $7,000 over the course of the illness, while those with 

other primary conditions help save $3,500.24 Nursing home residents enrolling in hospice 

care who received information about palliative care, and subsequent assistance, had fewer 

acute care admissions and spent fewer days in hospital.25 Thus, efforts to increase short-term 

hospice care offer a greater opportunity to save Medicare money than attempts to reduce 

long-term hospice care.20,24 However, increasing the length of hospice enrolment of seven 

out of ten nursing home residents would also greatly increase savings.24

Barriers to the use of hospice care in nursing homes

Patient and family attitudes

The family’s culture and religion may influence the decision about hospice enrolment. 

According to Jablonski and Wyatt, Hispanic and African-American families generally favour 

life-sustaining measures over palliative care, which may conflict with professional carers’ 

attempts to offer pain relief.26

Another barrier to hospice enrolment is the patient’s own preference for life-sustaining 

treatment, which may indicate a lack of understanding, by the patient and/or the family, of 

the terminal nature of the diagnosis27 (or possibly a desire not to surrender to the disease). 
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Casarett et al found that 56% of patients and families were reluctant to accept a terminal 

diagnosis, and that 91% of hospice-eligible older adults did not enrol until late in the course 

of a six-month illness.28 Among nursing home residents enrolled for hospice care, one-third 

had been receiving it for less than two weeks and one-fifth for less than one week before 

dying.16,29 These figures suggest that patients may not be benefiting fully from hospice care 

because of late enrolment.

There may be barriers to hospice enrolment that are specific to nursing home residents 

with dementia. One study found that only one in every ten nursing home residents dying 

with dementia was enrolled in hospice care.30 This could be the result of communication 

problems between residents and staff.

According to one survey, 17% of nursing home nurses believe that hospice staff do not have 

the skills to care for residents with dementia.31 This finding is interesting, given that 59% of 

nursing home residents receiving hospice care have some cognitive impairment.15 Mitchell 

et al reported that nursing home residents with cognitive impairment had more functional 

disability, behaviour problems and tube feedings than those who were mentally sound. They 

also found that this population is often not recognised as terminally ill and infrequently 

(5.4%) referred for hospice care.32

The majority of hospice nurses (88%) and 45% of nursing home nurses believe that the 

lack of knowledge about hospice care on the part of residents and families is a barrier to its 

use.31 In a randomised, controlled trial, hospice enrolment increased after a brief structured 

interview between a clinician and nursing home residents and their families.25 Another 

study reported that 85% of patients and families decided to enrol for hospice care after one 

conversation with a professional carer such as a doctor or nurse with specialised training in 

palliative care.28

Lack of knowledge and education of nursing home staff

Lack of knowledge about, and unfamiliarity with, hospice and palliative care prevents 

nursing home staff from using it fully. One survey found that 92% of hospice nurses and 

26% of nursing home nurses believed that a lack of knowledge about hospice care on the 

part of nursing home staff was a barrier to hospice enrolment.31

Symptom relief is a major tenet of palliative care, and the overall symptom burden is higher 

in nursing homes than in residential care or assisted-living facilities.33 Jablonski and Wyatt 

explained that the problem of symptom relief in nursing homes may be exacerbated by 

the large numbers of unlicensed personnel, who lack palliative care education but provide 

the majority of the care.26 One survey revealed that nearly 20% of nursing homes did not 

provide formal training in end-of-life pain and symptom management, and that more than 

50% of nursing home administrators believed that lack of education was the single greatest 

obstacle to providing quality end-of-life care.34 Hanson et al found that 87% of nursing 

home staff did not know how to relieve pain, and that 89% did not know how to relieve 

dyspnoea, in residents at the end of life.33
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Organisational and system issues

Another barrier to hospice enrolment is rooted in the core philosophical differences between 

traditional nursing home care, which concentrates on maintaining health, and established 

hospice practice, which is palliative.

These differences are heightened by the requirements of the Minimum Data Set (MDS), the 

documentation system used in US nursing homes that must be completed on each admission 

and quarterly thereafter. The MDS focuses on restorative rather than palliative care.12,31 

It centres on health and functional indicators,35 not on symptom management (such as 

control of pain, dyspnoea or fatigue) or on end-of-life issues and spiritual needs.12 For 

example, the MDS requires that, if there is any evidence that a resident is malnourished, 

this should be addressed; however, a decreased food intake may be part of the dying process 

and the prolongation of life through forceful feeding may increase the person’s suffering. 
12,31,35 Clearly, palliative care is not supported by the current MDS, and changes to this 

documentation system are needed.
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Confusion about, and lack of understanding of, who is ultimately responsible for the 

residents’ care potentially create another significant barrier to hospice enrolment. Parker-

Oliver and Bickel found that there was confusion, among the 60 administrators and directors 

of nursing homes that they surveyed, about who had the ultimate responsibility for the 

patients’ palliative care plan; 40% believed it was the responsibility of the nursing home; 

36% believed it was both the nursing home and the hospice, 18% thought it was the hospice; 

and 6% did not know. Only 38% thought they understood how hospice care was reimbursed 

and 15% felt that the boundaries between hospices and nursing homes were not clear.36 
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Another study found that one-third of hospice nurses identified miscommunication between 

nursing home and hospice staff as one of the biggest problems when working with hospice 

patients in nursing homes.37 Lack of understanding about hospice and nursing home care 

plans may lead to gaps or overlaps in care or reimbursements. For example, the nursing 

home and hospice may establish two different and competing wound-care plans for the same 

patient.

Staff shortages and a high turnover of staff contribute significantly to low-quality end-of-life 

care.1,2,12,34 Nursing home staff are generally the lowest paid in the industry, which makes 

recruitment and retention difficult.4

One study found that the yearly turnover rates in Texan nursing homes were 133% for 

registered nurses, 108% for licensed vocational nurses and 160% for certified nursing 

assistants.38 Clarkin reports that 43% of nursing home administrators left before completing 

one year of employment.39 Staffing shortages and high attrition make it difficult to carry 

out detailed assessments of residents, and most of the care is provided by licensed practical 

nurses who are less well trained, especially in end-of-life care.

Conflicts between hospice and nursing home staff are another barrier to the use of hospice 

services in nursing homes. Hospices and nursing homes are both regulated by the state 

(and to a lesser degree the federal government through federal reimbursement), but each 

has a different organisational structure and culture. Hospices provide ’relational care’, 

whereas nursing homes provide ’routinised care’.40 Relational care is more democratic, 

giving residents and their families more choice, while routinised care is very structured and 

bureaucracy-driven.40 As a result, relationships between hospice and nursing home staff can 

become strained.

Tarzian and Hoffmann found that many nursing home staff believed that hospice staff were 

not familiar with nursing home policies and that most hospice staff rarely did anything that 

they did not do. Nursing home nurses felt that hospice nurses think they ’know everything’ 

and tend to ’take over’ rather than work in a collaborative effort.31 Parker-Oliver found that 

nursing home nurses had the following perceptions about hospice nurses: 70% believed 

that ’hospice staff come and tell us what to do, yet we are here 24 hours a day’, 54% 

that ’hospice puts everyone on morphine’ and 53% that ‘hospice just lets residents die’.37

Financial problems

Financial problems are another potential barrier to hospice enrolment, particularly with 

regard to reimbursement and billing for specific services.29, 31 Medicare Skilled Nursing 

Facilities pay for room and board, but these items are not covered by Medicare hospice 

benefits. This means that residents using the latter must find other resources to pay for room 

and board, resulting in a complicated (and potentially lower) reimbursement to the nursing 

home.26

Reimbursement methods are also an issue. Where nursing homes are reimbursed by hospice 

agencies, the money takes longer to reach the nursing homes than when it comes directly 

from government healthcare agencies, such as Medicare and Medicaid.12 For example, if a 
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resident is eligible for Medicaid, Medicaid will pay the hospice 95% or more of the state’s 

daily nursing home rate, and then the hospice will reimburse the nursing home for room and 

board, which complicates and delays the payment to the nursing home.40 Another concern is 

that nursing homes receive more money for rehabilitative care than for palliative care, so the 

revenues will be higher in nursing homes not using hospice services.26

Disease progression and prognosis

The US federal reimbursement system requires that a six-month prognosis is made before 

a patient is deemed eligible for Medicare hospice benefits (see Box 1). Difficulty in 

determining this six-month ’window to death’ may also be a barrier to hospice enrolment.41 

Many doctors are uncomfortable estimating when residents will die, especially residents 

with dementia,9,12 congestive heart failure or chronic obstructive pulmonary disease (as 

opposed to residents with cancer, who typically follow a more predictable trajectory).41

One instrument used to establish the eligibility for hospice care of individuals with dementia 

is the Functional Assessment Staging (FAST) scale.42 The scale has a number of stages 

of severity, ranging from stage 1 (’No objective or subjective difficulties’) to stage 7f 

(’Cannot hold head up independently’). In the USA, stage 7a (’Speech limited to fewer 

than six intelligible words during an average day’) and stage 7c (’Unable to ambulate 

independently’) are considered points of hospice eligibility. However, in one study, 40% of 

residents could not be evaluated using this method because their disease progression did not 

match that of the FAST scale.43

Alternating episodes of deterioration and recovery are common in nursing home residents, 

making it difficult to ascertain when they are in their final six months of life, which in turn 

makes it difficult to determine their eligibility for hospice care. Although, in theory, the 

entitlement can be renewed if the resident does not die within the six-month period, meeting 

the conditions for enrolment over and over again can be a problem.

Conclusion

In the USA, hospices have been helping people in the transition from life to death, with 

as little pain and discomfort as possible, for nearly 30 years. However, more nursing home 

residents could be receiving the benefits of hospice care. Nurses and healthcare professionals 

working in nursing homes should be encouraged to overcome the barriers to the hospice 

enrolment of their residents, so that these are given the best possible care at the end of life.
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Box 1.

Who is eligible for US Medicare hospice benefits? 

What are these benefits?*

To be eligible for Medicare hospice benefits, it is necessary to meet all of tde following conditions:

∎ The patient must be eligible for Medicare Part A (hospital insurance)

∎ The doctor and the hospice medical director must certify that the patient has a terminal illness with a life 
expectancy of six months or less

∎ The patient must sign a written statement saying that they choose hospice care to treat their terminal illness

∎ Care must come from a Medicare-approved hospice programme

The Medicare hospice benefits include:

∎ Doctor and advanced-practice nursing services (on call 24 hours a day)

∎ Medical care provided by the hospice medical director

∎ Nursing care (on call 24 hours a day)

∎ Case management

∎ Medical equipment and supplies

∎ Medications for terminal illness and palliative care (small patient co-payment may be required)

∎ Speech and language therapists

∎ Short-term inpatient and respite care (small patient co-payment may be required)

∎ Physical and occupational therapy

∎ Dietary counselling

∎ Home health aide services

∎ Continuous care

∎ Counselling and social work services

∎ Spiritual care

∎ Help from volunteers

∎ Grief and loss counselling

*
Adapted from Medicare Hospice Benefits10
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Key points

• In the USA, many nursing home residents do not receive adequate palliative 

care.

• The Medicare hospice benefits scheme allows US nursing homes to offer 

a wide range of hospice services to their dying residents; however, many 

eligible residents are not enrolled for hospice care.

• Hospice care has proven benefits for nursing home residents, who get better 

pain and symptom management, and for the US healthcare system as a whole, 

in the form of savings on acute care costs.

• Many barriers prevent more US nursing home residents from receiving 

hospice care, incuding a lack of knowledge about hospice care among nursing 

home staff.

• Another barrier to the use of hospice care in US nursing homes is a bias, 

in the nursing home documentation, towards restorative rather than palliative 

care.
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The Effects of Hospice
Coverage on Medicare
Expenditures
David Kidder

This article reports on thefindings of a study of the effects of the hospice program
on Medicare Part A expenditures during thefirst three years of the program. The
analysis compared treatment costs between hospice beneficiaries and nonbenefit
patients with diagnosis of malignant cancer during their last.seven months of life.
It was estimated that during thefirst threeyears of the hospice program, Medicare
saved $1. 26for every dollar spent on Part A expenditures. While the methodology
included use of data from Medicare claims to adjust for confounding factors,
including self-selection bias, our estimated savings might still have been overstated
due to persistent selection effects. The extent ofsavings also varied according to the
hospice's organization. Freestanding hospices, in contrast to those affiliated with
either a hospital, nursing home, or home health agency, achieved the greatest
savings by utilizing home care more extensively. However, we note that payment
rates are increasing and the limits on the benefit period are being lifted, making it
possible that the savings related to the hospice programfound in this study will not
continue. Of greater importance may be the long-term access and quality effects
engendered by the benefit's preference for home care.

THE MEDICARE HOSPICE BENEFIT

In the 1982 Tax Equity and Fiscal Responsibility Act (TEFRA), Con-
gress added a hospice benefit to the Medicare program. The hospice
model of care, which stresses pain relief for terminally ill patients and

The Medicare Hospice Benefit Program Evaluation was supported by the Health Care
Financing Administration through Contract No. HCFA-85-021/ELA. The views rep-
resented in this article are those of the author, and endorsement by the Health Care
Financing Administration is not intended and should not be inferred.
Address correspondence and requests for reprints to David Kidder, Ph.D., Vice Presi-
dent, Abt Associates Inc., 55 Wheeler Street, Cambridge, MA 02138. This article,
submitted to Health Services Research April 5, 1990, was revised and accepted for publica-
tion August 27, 1991.
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counseling for their families, spread rapidly in the United States during
the early 1980s. The federal government began seriously to consider
the implications of a Medicare hospice benefit in 1980, with the imple-
mentation of demonstrations in 26 hospice programs. Well before find-
ings from the evaluation of this demonstration were available (in the
"National Hospice Study"), Congress mandated hospice coverage for
all eligible Medicare beneficiaries. This article reports findings on the
effects of the hospice benefit on Medicare expenditures.'

The hospice benefit incorporates many traditional Medicare fea-
tures. Reimbursable services can be provided only through Medicare-
certified programs; Medicare-certified hospices must meet standards
similar to those used to certify other Medicare providers.

However, the benefit is also unique in several respects. Medicare
pays one of four fixed, prospective per diem rates for every day of
hospice benefit coverage. Each rate is defined by a service level and
setting: a "routine home care" rate that covers days when the patient is
at home but not receiving continuous skilled nursing services; a "con-
tinuous home care" rate for crisis days when the patient needs constant
skilled nursing attention; a "general inpatient care" rate for medically
necessary days in a hospital; an "inpatient respite care" rate for institu-
tional days provided for the relief of the patient's primary informal
caregiver. Copayments may be collected for inpatient respite care and
prescription drugs provided by the hospice program; few hospices have
bothered with copayments since the cost of collection outweighs the
gain in revenue in most cases.

Utilization controls are imposed on providers as conditions both of
certification and reimbursement. These include an annual aggregate
Medicare reimbursement limit for each participating hospice, based on
the average costs of treating terminally ill patients in nonhospice set-
tings, and a limit on total provider inpatient days (general plus respite)
to 20 percent of each provider's total reimbursable days.

During the years covered by this study, providers were reim-
bursed by Medicare for a maximum of -210 days for each enrolled
hospice benefit recipient. Congress subsequently removed this limit in
1989 (through the Medicare Catastrophic Coverage Act), reimposed it
after one year (when the Act was repealed), and removed it again in the
Omnibus Budget Reconciliation Act of 1990.

Two years after implementation, total reimbursements under the
benefit did not exceed 1 percent of estimated total Parts A and B
reimbursements for the care of all terminally ill Medicare cancer
patients. More recently, however, the annual growth of hospice benefit
expenditures has accelerated, a trend which should continue with the
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lifting of restrictions on benefit payments and recent increases in pay-
ment rates.

From the beginning, the hospice benefit has provoked interest and
controversy out of proportion to its share of Medicare expenditures.
The hospice approach continues to challenge maintained beliefs about
medical practice in the care of dying patients. In addition, responding
to a widely held conviction that hospice care should be less costly than
traditional methods, Congress constrained the benefit with caps and
limits. These limits, and payment rates roundly criticized by the indus-
try as inadequate, were alleged to have discouraged participation dur-
ing the first three years of the benefit.

SELECTION BIAS AND SAMPLING METHODS

Early research, including findings from the evaluation of Medicare's
hospice demonstration (the National Hospice Study), generally showed
hospice patients incurring lower costs than terminally ill patients in
traditional settings (Mor, Greer, and Kastenbaum 1988; Mor and
Masterson-Allen 1987; Mor and Kidder 1985). Hospice patients were
more likely to be treated at home in the last month of life than patients
in traditional care (Birnbaum and Kidder 1984; Brooks and Smyth-
Staruch 1984; Greer, Mor, Morris, et al. 1986; Mor, Greer, and Kas-
tenbaum 1988). Evidence also showed that average expenditure varied
by hospice type, independent of patient mix.

Generalizing from this evidence has been difficult, because
researchers have chosen divergent typologies of hospice providers to fit
various conceptual models or to conform to data limitations. The
National Hospice Study simplified the array of options to two catego-
ries and found significant differences in expenditure between hospital-
based hospices (those that provide inpatient services directly) and
home care-based hospices (those that make arrangements with other
providers for inpatient care) (Mor, Greer, and Kastenbaum 1988).
Expenditures in home care-based hospices were lower, due mainly to
greater reliance on home care in the final month of life. Congress,
convinced by the evidence from research and prompted by industry
lobby groups, included inpatient day limits in the benefit and man-
dated "core services" to support the medical and social needs of benefit
recipients in an effort to encourage home care and cost containment.

Selection Bias

Critics maintain that researchers have consistently underestimated the
potential for self-selection bias in hospice cost savings estimates. The
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"hospice selection" argument is relatively straightforward. Terminally
ill individuals are assumed to select hospice care to avoid aggressive
medical interventions and for support in their intention to die at home.
It is further necessary to assume that these same individuals would
choose to reject aggressive therapy and remain at home even if hospice
were not available. Hospices are thus able to enroll those among the
terminally ill least likely to use expensive medical services. As a conse-
quence, the "savings" attributed to the hospice intervention are over-
stated because observed expenditure differences between hospice and
"comparison" patients are due partly to the special preferences and
behaviors of the hospice enrollee. Not surprisingly, therefore, criticism
has tended to focus on criteria used in past studies to define sampling
frames for comparison patients (Brooks 1983; Mor and Masterson-
Allen 1987; Kane, Wales, Bernstein, et al. 1984; Zimmer, Groth-
Junker, and McCusker 1984).

For researchers who must work within the limits of quasi-
experimental research designs, the standard approach to selection bias
is first to sample in a way that minimizes differences between treat-
ment and comparison groups regarding the most serious potential
sources of bias and then to use multivariate statistical techniques to
control further for selection effects. Some with the courage (and the
data) to model selection statistically employ a two-step- procedure, first
estimating a regression that predicts the choice and then adding to the
right-hand side of a linear regression predictions from the selection
model. Others incorporate variables assumed to be related to selection
behavior directly into the linear regression equation.

For the Medicare hospice benefit evaluation, the complexity of the
selection process and limitations on data severely restricted the avail-
able options. Two choices are made in electing the Medicare hospice
benefit:

* Hospice care is selected over traditional care, a decision that
requires both acceptance of a general philosophy and tech-
nique of care, and choice of a specific hospice provider.

* The Medicare hospice benefit is selected over other methods
of financing hospice care. Choice of a financing method
might coincide with or precede choice of hospice care.

Presumably, the choice of hospice care is driven principally by the
preferences of patients and their families constrained by provider avail-
ability, hospice admissions criteria, and attitudes of family physi-
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cians. Research into hospice choice is thin and inconclusive, limited
by reliance on proxy measures of attitudes and behaviors. For
example, findings from a recent population-based study of cancer
reported by Moinpour and Polissar (1989) suggest that patients who
elect hospice have had cancer for a longer time than those who elect
traditional care, have different types of cancer, have relatively strong
informal supports, and come from relatively comfortable economic
circumstances. However, without some understanding of how atti-
tudes and philosophies of terminally ill individuals interact with
objective health events, efforts to model hospice choice will always
relegate critical influences (attitudes toward dying at home, for
example) to an unmeasured residual.

Adding a financing decision to hospice choice magnifies the
potential for selection effects and adds behavioral complexity to model-
ing efforts. There are reasons to believe that the direction of bias in
both choice processes may be the same, tending toward overstating the
potential cost savings of hospice.

The incentives implicit in alternative financing mechanisms shape
the advice providers give patients and their families about enrolling in
the benefit. Hospice providers have an incentive, under the benefit's
prospective per diem payment system, to recommend enrollment to
individuals with relatively limited needs for expensive (inpatient) care.
In addition, the seven-month restriction on benefit payments that
applied during the first years of the program created an incentive for
providers to encourage enrollment late in the disease process, to avoid
making extended commitments for unreimbursed care. Taken
together, these incentives imply selection into the benefit of patients
with home supports and other resources sufficient to minimize use of
inpatient services during the final weeks when the terminally ill are at
highest risk for institutionalization.

Data limitations restricted efforts to model selection effects associ-
ated with patient and provider behavior. The evaluation had access
only to Medicare claims and eligibility data. Detailed information on
ways in which certified hospice providers address financing issues with
their patients was unavailable, and the literature offered no guidance
on proxy indicators of provider behavior. Therefore, efforts to control
for selection bias were confined to implementing a broad, inclusive
sampling design for choosing comparison group members and to using
specific variables, such as health services utilization before the last
months of life, as adjustors in multivariate expenditure regressions.
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Sampling Design

Comparison patients were sampled from a frame that included all
Medicare beneficiaries with at least one malignant cancer-related hos-
pital claim in the last two years of life, who died during the three years
covered by the evaluation, and who had never been enrolled in the
hospice benefit.2 Noncancer hospice benefit and comparison patients
were excluded from the expenditure analyses. Over 90 percent of all
hospice patients in certified and noncertified programs have a primary
diagnosis of cancer, a ratio that has remained relatively constant for
many years.

This sample was used in estimates of the net costs to Medicare of
the hospice benefit, with one further adjustment. Each year, a number
of beneficiaries disenrolled and then reenrolled in the program, with
average gaps of about two months (the first gap occurring between the
first two 90-day benefit periods, and the second, lasting from 2.0 to 2.5
months, between the second and last benefit periods). Some also left
and died outside the program, within an average of 100 days from
disenroilment. Although the reasons behind disenrollment have not
been documented, misdiagnosis is the most plausible explanation.
These individuals made up roughly 7 percent of all beneficiaries in
1986, up slightly from 6 percent in 1985. In age, gender, race, types of
conditions, and enrollment patterns by type of hospice, these patients
were no different from beneficiaries continuously enrolled until death.
It is difficult to categorize these "cross-over" beneficiaries or to com-
pare them with one or the other "pure" groups: beneficiaries who
enrolled and died within the benefit program, and those who never
enrolled. For this reason, cross-overs were excluded from expenditure
analyses. Because there were so few cross-overs during the years stud-
ied, this exclusion did not significantly change estimates of average
Part A expenditure for hospice beneficiaries. However, cross-overs
incurred from $1,000 to $3,000 more in total expenditures in the last
year of life than did the average hospice beneficiary.

Salient characteristics of cancer patients in the two samples are
presented in Table 1. Hospice beneficiaries tended to be somewhat
younger, were more likely to be white, and were less likely than com-
parison group members to have an initial hospital daim with a diagno-
sis of malignant cancer within the last month of life. Although true
clinical length of illness measures were unavailable, the evidence from
Medicare claims suggests that hospice beneficiaries were also more
likely to know of their condition for several months before death.
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Table 1: Characteristics of Hospice Beneficiaries and
Comparison Sample Cancer Patients (1985, 1986)

1985 1986
Hospice Comparison Hospice Comparison

Characteristic (N = 5,991) (N = 7,467) (N = 12,366) (N = 7,174)
Age

<75 54% 47% 52% 47%
2 75 46 53 48 53

Gender
Male 53 % 54% 54% 53%
Female 47 46 46 47

Race
White 91 % 87% 90% 88%
Other 9 13 10 12

Diagnosis *
Colon cancer 29% 21% 28% 20%
Lung cancer 26 21 26 22
Breast cancer 6 4 6 4
Prostate cancer 11 9 11 .10
Urinary cancer 3 4 4 4
Leukemia 1 4 1 4
Other cancer 24 38 24 36
Length of stay 32.1 days - 35.9 days -

Length of illness 13.6% 20.7% 13.9% 20.6%
(percent < 30 days)

Source: Abt Associates Inc./Health Care Financing Administration (AAI/HCFA)
Hospice Benefit Enrollment File.
*Percentages represent proportions of all cancer diagnoses. Noncancer percentages in
the benefit were 6 and 7 percent (FY 1985, FY 1986). Note that sample sizes may
differ among tables. This table includes all sample members, with or without
complete reimbursement and utilization data.

METHODS AND DATA

This evaluation tests two null hypotheses: first, that no difference in
total average Medicare Part A expenditures exists between terminally
ill beneficiaries enrolled in the hospice benefit and otherwise compara-
ble individuals who were not enrolled,3 and second, that expenditures
on hospice beneficiaries do not vary by type of hospice. The literature
suggests alternative hypotheses: that the benefit would generate sav-
ings for Medicare and that hospice type does make a difference, with
lower expenditures in hospices that emphasize home care.

Comparisons of (Table 2) expenditures unadjusted for patient mix
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Table 2: Total 1986 Average Monthly Medicare Part A
Reimbursement for Hospice Beneficiaries and Comparison
Sample

Hospice Comparison
(N = 9, 738) (N = 3,624)

Hospice Total Total
Benefit Part A Part A Part A

Time Period (1) (2) (3) (4)

Last month $1497 $1572 $3069 $4071
Month 2 426 1584 2010 1757
Month 3 139 1341 1480 1194
Month 4 48 1054 1102 883
Month 5 31 838 869 815
Month 6 16 696 712 661
Months 8-12 34 2233 2267 2253
Last year of life 2202 9953 12155 12179

Source: AAI/HCFA Hospice Benefit Monthly File.
*Hospice sample includes all who enrolled and incurred some benefit expenditures,
including those with gaps and those who disenrolled before death.

and program characteristics show that the average hospice beneficiary
who died of cancer in 1986 incurred only $24 less in total Medicare
spending than the average comparison patient over the last year of life.
Data for the last month of life show hospice beneficiaries' expenditures
to be $1 ,000 lower than those of nonbenefit patients. In months 2-4,
however, the pattern was reversed, with hospice beneficiaries incurring
higher expenditures. However, a valid test of the net expenditure
hypothesis requires adjustment to isolate the benefit "effect."

An ideal model for estimating the net costs or savings to Medicare
of a hospice benefit would compare hospice benefit enrollees both to
terminally ill patients in hospice (but not enrolled in the benefit) and to
patients not enrolled in hospice over comparable periods before death,
adjusting for selection bias and other confounding factors. There are
various possible analytic constructs of "time before death," including
the following:

Compare expenditures over the period from initial diagnosis
of malignant cancer until death, matching benefit and com-
parison group members on length of illness.
This model defines clinically meaningful episodes, with well-
articulated start and end dates, and incorporates directly a
variable (length of the terminal illness) that many have
viewed as an important covariate in the hospice enrollment
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decision. However, it was not considered to be a practical
choice for this evaluation, because clinically valid dates of the
initial diagnosis were not available.
Compare expenditures over fixed, standardized periods
before death for both hospice and comparison patients.
This model, used for similar purposes in the National Hos-
pice Study, was selected for the hospice benefit evaluation. It
is a reasonable choice that concedes the difficulty of defining
a starting point for comparing expenditures of hospice and
nonhospice patients. Entry into the hospice, or enrollment in
the benefit in this case, marks the obvious beginning of an
"episode." No similar starting point can be defined for com-
parison patients. Therefore, defining time by months before
death permits standardized comparisons of expenditures
within a time frame.

Estimates of net costs of the benefit in this evaluation were based
on differences in Medicare Part A-reimbursed expenditures of hospice
benefit enrollees (including both benefit and regular Part A expendi-
tures) and expenditures of comparison group members living in coun-
ties with certified hospices over the last seven months of life (the
maximum benefit period during the study), adjusted statistically for
patient and program characteristics. To define net expenditures rela-
tive to the timing of enrollment, separate estimates were generated for
the last (seventh) month, the second-to-last month (sixth), and earlier
months through the first month before death. Comparison group
members were contrasted to hospice enrollees categorized by length of
enrollment. Separate monthly expenditure estimates were computed
for each enrollment cohort.

For example, the final month's expenditures of those hospice ben-
eficiaries enrolled for one month or less were compared to expenditures
of those comparison group members who had been diagnosed with
cancer at least one month or more before death. Seven separate esti-
mates were generated for the final month. In each, data were pooled
from cancer-diagnosed comparison group members and hospice bene-
ficiaries in one of the seven length-of-enrollment cohorts. Data used in
estimates for the second month before death excluded comparison
group members whose first cancer claim appeared within the last two
months of life. Estimates for the second month were similarly gener-
ated separately for the seven benefit enrollment cohorts. Altogether, 28
separate ordinary least squares (OLS) regression estimates were com-
puted, for each length-of-enrollment and month-before-death combi-
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nation. The adjustment regressions were specified in the following
general form:

= i+B2(H)l + B3(T)li + B4(H*T)li +

B5(X)ll + +7(E)l + ei'
where

Y is monthly Medicare Part A expenditures.
H (= 0,1) is a categorical indicator of enrollment in the
Medicare hospice benefit.
X denotes variables included to adjust for confounding influ-
ences and selection bias using beneficiary data, including:

Demographic (age, gender) variables;
Medical diagnosis variables (colon, lung, breast, pros-
tate, urinary, leukemia and "other" cancers);
Indicators of prior utilization (one or more Medicare
inpatient or home health claims in two periods, 8-12
and 13-18 months before death, as categorical vari-
ables), and the total reimbursements paid in these peri-
ods for beneficiaries with prior utilization; and

Measures of access to certified hospice programs,4 include:
C ( = 0,1), which measures whether or not a beneficiary
lives in a county with at least one certified hospice;
E, which measures the intensity of exposure to the
Medicare hospice benefit, defined as the sum of the
total days in operation of all certified hospices in the
county, measured from the initial date of certification.
T (O = 1985, 1 = 1986) is a categorical time indi-
cator.5
Bs are regression coefficients, and e is a random error
term; i indexes the observation.

Subscripts denote the month and length-of-enrollment
cohort- in this instance, the last month of life (month 1), in
which hospice patients with benefit enrollments of one
month or less (cohort 1) are pooled with comparison group
members with initial cancer claims before one month.

The benefit "effect," defined as the difference in average patient
mix-adjusted expenditures between benefit and comparison groups
with equal access to certified hospice care in the last month of life is B2
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in 1985 and B2 + B4 in 1986. Table 3 presents the regression through
which the effect for the cohort enrolled one month or less was esti-
mated. The regression model shown here had low explanatory power,
with an adjusted R-square statistic of .0242. None of the 28 estimated
regressions explained more than 5 percent of total variation in monthly
expenditure. Given the paucity of independent variables, this result,
though disappointing, was not unexpected. Similar results from similar
data were obtained in the National Hospice Study.

Hospice benefit enrollment was clearly associated with a net cost
saving for this cohort. The hospice coefficient was negative, as hypoth-
esized, and highly significant. In 1985, expenditures on terminally ill
patients with and without one month or less of the hospice benefit
differed by roughly $942 (within an estimated range from $849 to
$1,034) in the last month of life. Estimated savings remained at this
level in 1986 (the coefficient of hospice interacted with time was statis-
tically insignificant).

Age was positively correlated with expenditure, at a decreasing
rate. The included cancer groups, excepting leukemia, were generally
less costly on average than the excluded group ("other" cancers).

Estimates of access effects suggest that average costs of caring for
both benefit and comparison group members were higher in counties
with certified hospices than in other areas. This finding is supported by
evidence on Medicare reimbursements for terminally ill cancer care
before the hospice benefit was implemented in 1983. Total average
Medicare charges per case in 1983 were $7,913 in counties that subse-
quently gained certified hospices; $7,397 in counties with noncertified
hospices; and $5,904 in counties with no hospice programs (Medicare
Hospice Benefit Program Evaluation 1986). Counties with certified
hospices tended to be more urbanized, with more sophisticated and
complex health care systems than the average.

Patients who used inpatient services before their last seven months
of life incurred lower expenditures in the last month, as the highly
significant, negative coefficient estimates in Table 3 suggest. Prior
utilization measures were included to help adjust for factors assumed to
be related to the enrollment decision.

In addition to estimates of average benefit effects, regressions
were estimated to demonstrate the influence of hospice type on expendi-
ture differentials. For this study, hospice types were defined by affilia-
tion with a Medicare-certified provider. Some certified hospices are
affiliated with home health agencies, hospitals or, less frequently,
skilled nursing facilities (SNFs). Freestanding hospices have no sepa-
rate affiliation. This typology was chosen to conform to Medicare
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Table 3: Total Expenditures Regression Last Month of Life*
Explanatory Variabk Coefficient Standard Error t-Statistic

Intercept 2388.90 1194.41 2.00
Hospice Beneficiary (Yes = 1) -941.69 92.33 -10.20
Died in 1986 (Yes - 1) 75.53 77.40 0.98
Hospice/Died in 1986 -162.65 109.20 -1.49
Gender (Female - 1) 48.79 55.38 0.88
Age at death 64.12 32.16 1.99
Age-squared -0.56 0.22 -2.58
Colon cancer -93.32 72.60 -1.29
Lung cancer -237.64 73.93 -3.21
Breast cancer -495.08 136.35 -3.63
Prostate cancer -407.26 97.00 -4.20
Urinary cancer -96.10 135.48 -0.71
Leukemia 639.71 168.34 3.80
Total certified hospice 0.08 0.04 2.07

days in county
Live in certified county 437.27 79.24 5.52

(Yes - 1)
Part A inpatient services -410.28 77.88 -5.27

8-12 months before death
(Yes = 1)

Part A inpatient reimbursement 0.03 0.01 2.97
8-12 months before death

Part A inpatient services -343.05 82.52 -4.16
13-18 months before death
(Yes - 1)

Part A inpatient reimbursement 0.04 0.01 3.67
13-18 months before death

Part A home health services -274.01 123.52 -2.22
8-12 months before death
(Yes = 1)

Part A home health reimbursement 0.20 0.09 2.18
8-12 months before death

Part A home health services 203.38 143.18 1.42
13-18 months before death
(Yes = 1)

Part A home health reimbursement 0.11 0.10 1.11
13-18 months before death

N = 16,218
F-value - 19.25
R2 = 0.026
R2 = 0.024

*Estimated on pooled data: hospice beneficiaries with lengths of enrollment of 30 days
or less, and all comparison group members.
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practice. It does not map readily into typologies used in earlier
research. In particular, provider affiliation is not conclusive evidence
ofhow inpatient services are arranged, even though it was the criterion
used in the National Hospice Study model. However, it is reasonable
to hypothesize that freestanding and home health agency-affiliated
hospices, with no direct institutional commitments to fill beds, would
be less likely to care for their patients in institutional settings than
hospices affiliated with hospitals or nursing homes.

FINDINGS

ADJUSTED ESTIMATES OF NET EXPENDITURE
EFFECTS

After adjusting for demographic, medical, and program-related influ-
ences, hospice beneficiary expenditures in the last month of life were
significantly lower than expenditures of the comparison group for six
out of seven length-of-enrollment cohorts. In Table 4, regression coef-
ficient estimates are converted into ratios of comparison group to hos-
pice benefit expenditures adjusted to a common set of beneficiary
characteristics. The ratios can be interpreted as dollars saved (in
reduced expenditures on a nonbenefit patient) for every dollar spent
(on a hospice beneficiary), and they range, in the last month, from
$0.93 (an apparent net cost, based on statistically insignificant coeffi-
cient estimates) to $3.77 (for the few hospice beneficiaries with enroll-
ments between six and seven months).

Earlier months show no clear evidence of a hospice benefit
expenditure advantage. For example, hospice enrollment of a
Medicare beneficiary three months before death produced a savings
ratio of $1.48 in the last month of life but added expenditure in months
2 ($0.91) and 3 ($0.73). Lengths of enrollment over three months were
not "cost effective" for Medicare, as the last line in Table 4 shows,
except, possibly, for the longest enrollment cohort.

Overall, however, these findings suggest that the benefit did save
Medicare expenditures. A weighted sum of savings ratios across all
length-of-enrollment and month cells yields an average expenditure
ratio of $1.26. Even though the benefit adds Medicare expenditures
over long enrollment periods, this bottom-line calculation of savings
for Medicare reflects the fact that most participants were enrolled in
the benefit for one month or less, the period of maximum saving. The
average length of benefit enrollment barely exceeded 30 days (32 days
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Table 5: Adjusted* Medicare Reimbursement Saved per
Dollar of Hospice Expenditure in the Last Month of Life in
Certified Hospice Counties by Length of Enrollment and
Hospice Type (1986)

Hospice Type
Hospital/Skilled

Length of Home Health Nursing Facility-
Enrollment Freestanding Agency-Based Based
< 30 days 1.45 1.04 0.94

30-59 days 1.59 1.19 1.09
60-89 days 1.63 1.13 1.15
90-119 days 2.71 0.78 0.82
120-149 days 3.24 1.03 0.79
150-179 days 0.38 4.55 2.07
180-209 days 0.76 2.92 2.92

Source: AAI/HCFA Hospice Benefit Monthly File.
*Adjustment for demographic factors and medical condition, through multivariate
regression.

in 1985 and 35 days in 1986), with a median stay of around 20 days in
both years.

EXPENDITURES BY HOSPICE TYPE

Medicare expenditures for beneficiaries in freestanding hospices were
generally lower than in hospices affiliated with "traditional" providers.
As shown in Table 5, average adjusted expenditure ratios in the last
month of life during 1986 ranged from $1.45 in freestanding hospices
to $0.94 in programs affiliated with hospitals and skilled nursing facili-
ties. The benefit barely broke even in home health agency-based hos-
pices, with a ratio of $1.04.

As in the National Hospice Study, provider type, inpatient utiliza-
tion, and the net expenditure advantage of hospice care were closely
associated. Hospital-based and SNF-based hospice beneficiaries used
more inpatient services than beneficiaries in freestanding and home
health agency-based programs. As Table 6 shows, 24 percent of hos-
pice beneficiaries used general inpatient services after enrollment in
1986. In freestanding programs, only 19 percent used any inpatient
care. Fifty-eight percent of the beneficiaries in SNF-based programs
used inpatient services. Levels of inpatient utilization varied by pro-
vider type as well. In freestanding hospices, 10 percent of all hospice
days were billed as general inpatient or inpatient respite care. SNF-
based hospices averaged 28 percent. Finally, a minority of all hospice
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beneficiaries (7 percent on average) used only inpatient services while
enrolled. Again, the percentage was lowest in freestanding hospices,
averaging 6 percent, and highest in SNF-based hospices, averaging 17
percent.

DISCUSSION

THE EXPENDITURE EFFECT AND THE ROLE OF
SELECTION BIAS

In transition from a movement to an industry, hospice has continued to
emphasize home care in the very last weeks of life, a practice closely
associated with the "savings" researchers have attributed to the hospice
intervention. The benefit seems to have reinforced this pattern. In the
hospice benefit evaluation, adjusted expenditure estimates showed a
hospice benefit "effect," in terms of lower Part A expenditures in the
last seven months of life for Medicare hospice beneficiaries relative to a
nonbenefit comparison group. The effect was pronounced for benefi-
ciaries in freestanding hospices.

Efforts were made, within the constraints imposed by the research
design and the available data, to control for self-selection bias through
careful sampling techniques and statistical adjustment. These efforts
were bound to be partially successful at best, given the available data.

Despite the plausibility of the selection argument, it is prudent to
remain skeptical about the direction of selection effects relative to pre-
disposing variables, such as "length of illness," "preference for home
care," or "strength of informal supports." Evidence from the evaluation
suggests that benefit enrollees were terminally ill and heavy users of
health services longer than the average nonbenefit patient. Benefit
enrollees apparently had more time to experience the frustration of
curative therapies and to weigh the alternatives than did individuals
who died soon after diagnosis.

However, careful research shows no evidence that those who elect
hospice or the Medicare hospice benefit are predisposed toward home
care, whatever their utilization patterns become once enrolled. More
important, there is no evidence that, whatever the preferences of hos-
pice benefit enrollees for dying at home, these preferences can be
realized inexpensively and without the hospice intervention. The stan-
dard selection argument assumes that hospice can truly succeed only
with certain highly motivated and well-supported patients. However,
at least some of these patients may be able to achieve their goals only
with the help of hospice care. Data from the hospice benefit evaluation
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show that hospice programs were remarkably successful in maintaining
their patients at home until death. Most hospice beneficiaries (88 per-
cent) died at home, whereas most comparison patients (63 percent)
died in a hospital.6 Moinpour and Polissar (1989) note that hospice was
a statistically significant and positive influence on the probability of
dying at home, and that the strength of the hospice effect increased the
shorter the time from diagnosis (of terminal cancer) to death.

Without hospice or the benefit, many potential hospice users and
their families, already burdened by a long and draining illness, might
surrender and accept institutionalization in the last weeks, forgoing
their intentions for death at home. Further research is needed to define
the effectiveness of the hospice intervention and benefit coverage for
patients with varied attitudes toward care, prior medical histories, and
informal support networks.

The Role of Hospice Type

Some types of hospice appear to have been more successful than others
in caring for patients at home. This success generates lower expendi-
tures, under both cost-based reimbursement systems of the kind imple-
mented in the National Hospice Study and prospective payment
through the Medicare hospice1 benefit. Freestanding and home health
agency-based certified hospikes emphasized a home-oriented care
regime, as did home care-based hospices in the National Hospice
Study. Affiliation was the distinguishing feature in both instances.
Home orientation was associated with no affiliation or affiliation with
traditional providers without beds. However, the extent to which
expenditure differentials relate to practice patterns as opposed to
patient mix is still unclear.

Part of the confusion rests on lack of consistency in the typologies
used in different studies. More research into hospice provider decision
making and organizational behavior could help clarify the reasons why
affiliation or the nature of arrangements to provide inpatient care
affect average expenditure levels.

The role of patient mix in explaining variations in expenditures
among hospice types is also poorly understood. Patient-mix differences
clearly exist. The National Hospice Study showed that the percentage
of hospice patients who lived alone was higher among those admitted to
hospices with inpatient capacity: 15.4 percent compared to 5.4 percent
in hospices without beds (Mor, Greer, and Kastenbaum 1988, 115).
However, effects on expenditures of those variables that capture care
resource needs appear to vary over a hospice episode. The National
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Hospice Study also found that the needs of terminally ill patients for
relief of physical pain and other symptoms tended to converge near
death, regardless of the underlying medical condition. Further
research is needed, both to define consistent and meaningful hospice
typologies and to separate provider practice patterns from patient-mix
influences on expenditures.

Future Net Expenditure Effects of the Benefit

In spite of the evidence presented in this article, the hospice benefit is
unlikely to be an important tool for containing the costs of terminally ill
Medicare beneficiaries. Since the benefit was implemented, Congress
has raised payment rates twice, most recently (in the Omnibus Budget
Reconciliation Act of 1989) in across-the-board increases of 20 percent
in all rates. In addition, Congress has reinstated the unlimited benefit
period created in the Medicare Catastrophic Coverage Act. The bene-
fit clearly adds Medicare expenditure the longer a beneficiary remains
enrolled.

Forces at work within the hospice establishment should also gener-
ate inflationary pressure. Although no more than a third of all U.S.
hospices were certified during the evaluation period, rate increases and
other regulatory changes have stimulated growth: certified hospices
now constitute nearly half of all active U.S. hospice programs (Davis
1991). Further growth seems likely. The General Accounting Office
(1989, 43), reporting on a survey of certified and noncertified hospices,
noted that inadequacy of the general inpatient and routine home care
reimbursement rates ranked first of 27 items of concern among respon-
dents in 1987. Newly certified hospices, attracted by more generous
rates, will come increasingly from areas formerly unserved or served
only by noncertified programs. The hospice benefit evaluation showed
that the expenditure-reducing effects of the benefit would be attenu-
ated in these areas, which tend to have lower average costs of medical
care, than in areas already served by certified hospices.

Preliminary evidence suggests that lengths of enrollment have
risen steadily, and that they should rise at a more rapid rate after full
implementation of the unlimited benefit period. The analyses reported
in this article show that longer average enrollment periods work against
cost savings through the benefit.

Issues for Further Study

The success of the Medicare hospice benefit may eventually be judged
on grounds other than cost. Even if the benefit does increase Medicare
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expenditure, the program will not, under any reasonable assumptions
about the pool of eligible (and interested) beneficiaries, expand to
become a significant drain on federal funds in the near future.
Although the hospice benefit enlarges the selection of care options open
to Medicare beneficiaries, most terminally ill beneficiaries continue to
select traditional modalities over hospice care.

Access to hospice and to the hospice benefit is a concern that
merits attention. Terminally ill hospice applicants may face barriers
related to medical condition and socioeconomic status. Cancer remains
the dominant condition in hospice programs. Benefit enrollment must
be preceded by a physician's determination that the applicant has at
most six months to live. Many physicians seem willing to render this
prognosis for certain cancers, but not for other life-threatening condi-
tions. In addition, hospice professionals increasingly see hospice care
as terminal cancer care, as a casual review of the trade journals shows.

Nonwhite beneficiaries are underrepresented in certified hospices
relative to their numbers among terminally ill Medicare beneficiaries.
Access to hospice and to the hospice benefit may be constrained more
by inequalities in the use of primary- and secondary-level medical
services than by specific barriers associated with hospice eligibility
criteria or location. Farley and Flannery (1989) note a relationship
between the socioeconomic status (SES), stage of disease at diagnosis,
and utilization of early detection (mammography utilization among
women diagnosed with breast cancer). They argue that racial differ-
ences in late-stage breast cancer diagnosis disappear after controlling
for SES. The relatively high rate of late-stage diagnosis among
African-American women is related to a lower average SES in this
group. These authors conclude that knowledge (of the availability of
mammography) and attitudes (regarding the need for and effectiveness
of mammography) are important correlates of utilization. However,
whether attitudes are shaped by real or perceived barriers to health
care access or by other influences remains unclear.

Quality of-service also merits study, in the context of a benefit that
implements powerful incentives to provide care to patients in the
home. Although home care was the model most favored by U.S. hos-
pices before the benefit was established, opinion on appropriate prac-
tice has never been unanimous. Hospice programs in Europe
developed around institutions where dying patients stayed to receive
palliative care. The first major hospice program in the United States
implemented an inpatient model of care. Certain patients, particularly
those without adequate informal supports, may require an inpatient
setting to benefit from hospice care. If these patients are denied access,
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or become enrolled but are treated inappropriately at home, Congress
may come under pressure to modify current incentives in the benefit so
that hospice care can become a true option for all terminally ill
Medicare beneficiaries.
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NOTES

1. The evaluation of the Medicare hospice benefit, conducted by Abt Associ-
ates Inc. under contract to the Health Care Financing Administration
(HCFA), also reported patterns of growth in the hospice industry, and used
a forecasting model to project future levels of Medicare expenditure for
terminally ill beneficiaries under various assumptions. Related HCFA con-
tracts included a study of the processes of hospice care in Medicare-
certified and noncertified hospices, conducted by the Joint Commission for
Accreditation of Health Care Organizations, and a study of costs, utiliza-
tion, patient characteristics, and administrator attitudes toward the
Medicare benefit in a sample of noncertified hospices, conducted by Jack
Martin and Company.

2. Some "comparison" beneficiaries in this study may have been enrolled in
noncertified hospice programs when they died. Medicare claims do not
identify such individuals as hospice patients, because hospices are identi-
fied as such on a claim only if they have been certified to provide services
under the Medicare benefit. Therefore, the contrasts in this article are
between benefit and "nonbenefit" cases, rather than between hospice and
"traditional" care.

3. Those who elect the hospice benefit are required to give up their regular
Part A coverage for care related to the terminal condition. However, many
enrollees incur some regular Part A-reimbursed expenditures after enroll-
ment, presumably for "unrelated" care. Enrollees do not have to surrender
their Part B coverage. They may receive benefit-reimbursed (Part A) phy-
sician services from a physician on staff of the hospice provider. Alterna-
tively, they may continue to receive Part B-reimbursable services from
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their own physicians. Although the evaluation compared total Part B
expenditures for beneficiaries and comparison group members who died in
1985, the data were not available in sufficient detail for integration into the
adjusted expenditure analyses. Further, the benefit was designed to substi-
tute for regular Part A coverage of expensive inpatient services.

4. No reliable measures of area exposure to certified or noncertified hospice
services are available, because information needed to date program startup
is missing in all current provider lists. Even if the date of certification were
known, some ambiguity would exist about what constitutes exposure to the
benefit. Many hospices gained certification but did not enroll any benefi-
ciaries or submit hospice benefit daims for several months.

5. Data for federal fiscal year 1984 were collected and analyzed in the first
annual report of the evaluation. However, they were excluded from the
analyses presented in this article, to minimize the effects of data idiosyncra-
cies in the early implementation period.

6. In the absence of information from death certificates or other reliable
sources, place of death was inferred from claims data. For comparison
group members, if the final date on the individual's last inpatient claim was
within two days of the date of death, place of death was assumed to be the
hospital. For hospice beneficiaries, if all or all but one of the days covered
by the final claim under the benefit was reimbursed at general inpatient or
inpatient respite rates, the beneficiary was assumed to have died as an
inpatient.
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Abstract 

Previous research has noted that many persons are referred to hospice in the last days 
of life. The National Hospice and Palliative Care Organization collaborated with Brown 
Medical School to create the Family Evaluation of Hospice Care (FEHC) data repository. 
In 2005, 106,514 surveys from 631 hospices were submitted with complete data on the 
hospice length of stay and bereaved family member perceptions of the timing of 
hospice care. Of these surveys, 11.4% of family members believed that they were 
referred "too late" to hospice. This varied from 0 to 28.1% among the participating 
hospice programs with 30 or more surveys. Among those with hospice lengths of stay of 
less than a month, only 16.2% reported they were referred "too late." Although the 
bereaved family member perceptions of the quality of end-of-life care did not vary by 
length of stay for each of the FEHC domains, the perception of being referred "too late" 
was associated with more unmet needs, higher reported concerns, and lower 
satisfaction. Our results suggest that family members' perception of the timing of 
hospice referral-not the length of stay-is associated with the quality of hospice care. This 
perception varies substantially among the participating hospice programs. Future 
research is needed to understand this variation and how hospice programs are 
delivering high quality of care despite short length of stay 
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Abstract 

IMPORTANCE Use of hospice has been demonstrated to be cost saving to the Medicare program 
and yet the extent to which hospice saves money across all payers, including whether it shifts costs 
to families, is unknown. 

 

OBJECTIVE To estimate the association between hospice use and total health care costs including 
family out-of-pocket health care spending. 

 

DESIGN, SETTING, AND PARTICIPANTS This retrospective cohort study of health care spending in 
the last 6 months of life used data from the nationally representative Medicare Current Beneficiary 
Survey (MCBS) between the years 2002 and 2018. Participants were MCBS participants who resided 
in the community and died between 2002 and 2018. 

 

EXPOSURES Covariate balancing propensity scores were used to compare participants who used 
hospice (n = 2113) and those who did not (n = 3351), stratified by duration of hospice use. 

 
MAIN OUTCOMES AND MEASURES Total health care expenditures were measured across payers 
(family out-of-pocket, Medicare, Medicare Advantage, Medicaid, private insurance, private health 
maintenance organizations, Veteran’s Administration, and other) and by expenditure type (inpatient 
care, outpatient care, medical visits, skilled nursing, home health, hospice, durable medical 
equipment, and prescription drugs). 

 
RESULTS The study population included 5464 decedents (mean age 78.7 years; 48% female) and 
38% enrolled with hospice. Total health care expenditures were lower for those who used hospice 
compared with propensity score weighted non-hospice control participants for the last 3 days of life 
($2813 lower; 95% CI, $2396-$3230); last week of life ($6806 lower; 95% CI, $6261-$7350); last 2 
weeks of life ($8785 lower; 95% CI, $7971-$9600); last month of life ($11 747 lower; 95% CI, $10 072- 
$13 422); and last 3 months of life ($10 908 lower; 95% CI, $7283-$14 533). Family out-of-pocket 
expenditures were lower for hospice enrollees in the last 3 days of life ($71; 95% CI, $43-$100); last 
week of life ($216; 95% CI, $175-$256); last 2 weeks of life ($265; 95% CI, $149-$382); and last month 
of life ($670; 95% CI, $530-$811) compared with those who did not use hospice. Health care savings 
were associated with reductions in inpatient care. 

 
 
 
 
 
+ Supplemental content 

Author affiliations and article information are 
listed at the end of this article. 

 

CONCLUSIONS AND RELEVANCE In this population-based cohort study of community-dwelling 
Medicare beneficiaries, hospice enrollment was associated with lower total health care costs for the 
last 3 days to 3 months of life. Importantly, we found no evidence of cost shifting from Medicare to 
families related to hospice enrollment. The magnitude of lower out-of-pocket spending to families 
who enrolled with hospice is meaningful to many Americans, particularly those with lower 
socioeconomic status. 
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Key Points 

Question Does hospice enrollment 
save money across all payers including 
families and does hospice shift costs 
from Medicare to families? 

Findings In this cohort study, hospice 
use by community-dwelling Medicare 
beneficiaries was associated with 
significantly lower total health care costs 
across all payers in the last 3 days to last 
3 months of life. We found no evidence 
of cost shifting from Medicare to families 
and families had significantly lower 
out-of-pocket health care costs in the 
last 3 days to last month of life when 
patients enrolled with hospice. 

Meaning The findings of this study 
suggest that hospice care is associated 
with financial benefits to the health care 
system and families through lower 
health care costs at the end of life. 
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Introduction 

Hospice has expanded to become the dominant model of home care for those with terminal illness 
and their families. Use of hospice has risen in the past 2 decades from 10% to 50%1 of Medicare 
decedents concurrent with the rise of in-home death and is considered to be an indicator of high- 
quality end-of-life care.2,3 Hospice is a comprehensive model of care that focuses on quality of life 
and provides an alternative to burdensome interventions. 

Evidence from the early 2000s demonstrated that hospice was cost saving to the Medicare 
program.4-7 From 2002 to 2008, hospice use was found to save Medicare money across a range of 
hospice enrollment durations primarily owing to lower rates of hospital admission and in-hospital 
death for hospice users. Given that intensity of care at the end of life (outside of hospice) continues 
to rise,2,3,8,9 the cost savings to Medicare from hospice enrollment are likely even higher today. 

A critical gap in this evidence, however, is how hospice use affects total health care costs, across 
all payers, including spending by patients and families. Use of hospice may shift economic burden 
onto families through higher out-of-pocket spending that may be required to care for patients at 
home. To the extent that hospice is not meeting patient needs adequately, families may face 
increased pressure to pay for supplemental care, services, medication, or other health care 
expenditures as has been found outside the hospice setting.2,10-13 The financial burden of family 
caregiving for hospice enrollees may be particularly high for patients with prolonged and substantial 
personal care needs (ie, those with advanced heart or lung disease or with dementia) and out-of- 
pocket expenditures for these populations can be substantial.14-18 Nevertheless, we know little about 
the drivers of costs to families of those at the end of life and whether hospice use provides health 
care savings in total, or merely shifts the financial burden from Medicare to families. 

To address these questions, we used the Medicare Current Beneficiary Survey (MCBS), a 
nationally representative survey of Medicare beneficiaries, linked to Medicare administrative and 
claims data. We estimated total health care spending by payer (including family out-of-pocket, 
Medicare, Medicare Advantage, Medicaid, private insurance, private health maintenance 
organizations (HMOs), Veteran’s Administration, and other) at the end of life for hospice decedents 
compared with matched decedents who did not receive hospice. We estimated family health care 
spending using validated self-report of out-of-pocket spending. As hospice use increases and health 
care continues to shift from the hospital to community settings, the effect on family finances needs 
to be understood. 

 
 

Methods 

Study Population 

We conducted a retrospective cohort study using data from the MCBS from 2002 through 2018. 
These data exclude survey results from 2014, which were not released by Centers for Medicare & 
Medicaid Services. The MCBS sample is representative of the Medicare population by age group with 
oversampling for the oldest old (85 and over), and includes Medicare Advantage enrollees. Of 9118 
decedents, 8813 had spending data. We excluded individuals in nursing homes (n = 3059), as our 
focus is on community-based hospice use. We also excluded those who disenrolled from hospice 
prior to death (n = 290) because our outcomes are cumulative spending retrospectively from death 
and assignment to hospice vs no hospice for such individuals is not clear. Our final sample consisted 
of 5464 MCBS participants living in the community who died between 2002 and 2018 (eTable 1 in 
the Supplement). The Mount Sinai Institutional Review Board determined that this study was exempt 
secondary research for which patient informed consent was not required. 

 
Measures 

Medicare Current Beneficiary Survey surveys are conducted in person, 3 times per year. All measures 
are self- or proxy-reported. The response rate for the MCBS in 2018 was 65.4%.19 All measured 
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variables are as of an individual’s last MCBS interview date prior to death or the after-death proxy 
interview, which occurred an average of 69.6 days following death. We measured age at death, sex, 
education (college degree or less than college degree), marital status (married, not married), 
Medicaid coverage (yes/no), metropolitan area, and census region. Race was self-reported and 
categorized in MCBS as American Indian or Alaska Native, Asian, Black or African American, Native 
Hawaiian or Pacific Islander, and White. Ethnicity was self-reported and categorized as Hispanic (yes/ 
no). We categorized race and ethnicity as Hispanic, Non-Hispanic Black, Non-Hispanic White, and 
Other/multiracial. We identified medical conditions using self-report of having ever had the illness 
and claims data diagnostic codes for heart disease, stroke, lung disease, cancer, and diabetes. For 
dementia, we used an inclusive case definition developed for use with MCBS data.20 We measured 
functional status based on self- or proxy-reported difficulty with 3 or more basic activities of daily 
living (ADLs): walking, feeding, dressing, toileting, bathing, and transferring. 

We categorized hospice decedents by mutually exclusive periods of hospice enrollment based 
on the number of days prior to death that enrollment occurred, as follows: 0 to 7 days, 8 to 14 days, 
15 to 28 days, 29 to 91 days, 92 to 182 days, and more than 182 days. 

We measured total health care spending as the sum of family out-of-pocket, Medicare, Medicare 
Advantage, Medicaid, private insurance, private HMOs, Veteran’s Administration, and other. The 
MCBS team employs numerous strategies to improve the accuracy of self-reported spending data. 
Respondents are requested to record medical events on calendars provided by the interviewer and 
to save Explanation of Benefit forms from Medicare and receipts and statements from Medicaid and 
other public or private health insurers. To assist in reporting data on prescription medications, 
respondents are asked to bring to the interview bottles, tubes, and prescription bags provided by the 
pharmacy. All health care services paid for by Medicare are verified through linkage with Medicare 
claims.21 Family health care spending includes insurance deductibles, copays, prescription drugs, 
over-the-counter medications, medical devices and equipment, private duty nurses, social workers, 
and therapists. Expenditures were measured for the last 3 days, 1 week, 2 weeks, 1 month, 3 months, 
and 6 months of life. All costs were adjusted for inflation using the medical care component of the 
Consumer Price Index to 2018 dollars. 

 
Statistical Analysis 

For each hospice enrollment period, we estimated covariate balancing propensity scores (CBPS)22 to 
estimate each decedent’s likelihood of hospice enrollment during the specified period (last 7, 8-14, 
15-28, 29-91, 92-182, and >182 days of life). Variables in the CBPS were age, dementia, cancer, help 
with 3 or more ADLs, and region. Standardized differences are shown in eTable 2 in the Supplement. 
We used the CBPS-type weight in conjunction with the MCBS survey weights in all analytic 
comparisons.22 We used generalized linear models (GLMs) with a gamma distribution and log link 
function to analyze health care expenditures, adjusting for age, sex, race and ethnicity, education, 
marital status, survey year, Medicaid status, census region, metropolitan area, serious illness, and 
help with 3 or more ADLs. Decedents missing 1 or more covariates (n = 644) and were excluded from 
the analytic sample. We report the adjusted mean health care spending between groups of hospice 
enrollees and non-hospice control participants. We conducted sensitivity analyses stratifying by year 
of death (2002-2009 and 2010-2018) and including individuals who disenrolled from hospice in the 
hospice group. 

 
 

Results 

The study population included 5464 community-dwelling decedents with mean age of 78.7 years at 
death representing 20 961 442 million Medicare beneficiary decedents. A total of 48% were female, 
77.8% were non-Hispanic White, and 53.6% received help with 3 or more ADLs (Table 1). A total of 
2113 (37.9%) decedents enrolled with hospice (median 12 days, mean 36 [SD 119] days). Hospice use 
by year is in eTable 3 in the Supplement. 
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Stroke 22.7 22.4 22.8 .80 

Total Health Care Cost Savings Associated With Hospice Use 

Mean total (SD) health care costs in the last 3 days of life, week of life, 2 weeks of life, month of life, 3 
months of life, and 6 months of life were $3879 ($6722), $7073 ($10 682), $10 874 ($15 331), $17 929 
($24 132), $29 048 ($36 916), and $40 843 ($46 747), respectively. Individuals who used hospice 
incurred significantly lower health care costs for the last 3 days of life ($2813 lower; 95% CI, $2396- 
$3230); last week of life ($6806 lower; 95% CI, $6261-$7350); last 2 weeks of life ($8785 lower; 
95% CI, $7971-$9600); last month of life ($11 747 lower; 95% CI, $10 072-$13 422); and last 3 months 
of life ($10 908 lower; 95% CI, $7283-$14 533) compared with those who did not use hospice 
(Table 2). There was no significant difference in health care costs in the last 6 months of life between 
those who used hospice and those who did not. Health care cost savings for those who used hospice 
were driven by statistically significant reductions in expenditures for inpatient care ($3476 lower in 
the last 3 days of life; $7404 lower in the last week of life; $10 365 lower in the last 2 weeks of life; 
$14 175 lower in the last month of life; $21 047 lower in the last 3 months of life; and $24 953 lower in 
the last 6 months of life) (Figure 1). For each comparison group, differences in inpatient care were 
most apparent in the last week of life. Sensitivity analyses including individuals who disenrolled from 
hospice prior to death in the hospice group (eTable 4 in the Supplement) and stratifying by year of 
death (2002-2009 and 2010-2018) yielded similar results (eTable 5 in the Supplement). 

 
Family Out-of-Pocket Health Care Cost Savings Associated With Hospice Use 

Family out-of-pocket mean (SD) health care costs in the last 3 days of life, week of life, 2 weeks of life, 
month of life, 3 months of life, and 6 months of life were $106 ($521), $222 ($946), $388 ($1233), 
$883 ($2273), $1893 ($4185), and $3276 ($7097), respectively. Out-of-pocket spending in the last 3 
days of life, last week of life, last 2 weeks of life, and last month of life were highest for inpatient care 

 
 

Table 1. Characteristics of Medicare Decedents, 2002-2018a 
 

 
 
Characteristic 

% 
Total 
(N = 5464) 

 
Decedents who used 
hospice (n = 2113) 

 
Decedents who did not use 
hospice (n = 3351) 

 
 
P value 

Age, mean (SD), y 78.7 (10.9) 81.2 (10.5) 77.1 (11.2) <.001 
Race/ethnicity    .001 

 Hispanic 6.5 6.3 6.5  

Non-Hispanic 
 Black 10.2 7.6 11.8 

White 77.8 81.3 75.7 
Other/multiracialb 5.5 4.8 6.0 

Female sex 48.4 51.0 46.8 .01 
Married 44.3 43.8 44.6 .59 
Education: college degree 13.9 13.8 14.0 .89 
Medicaid coverage 23.2 18.7 26.0 <.001 
Serious illness     

 

 Cancer 43.0 53.2 36.8 <.001 
Dementia 30.4 38.4 25.5 <.001 
Diabetes 35.9 32.9 37.7 .002 
Heart disease 42.3 41.8 42.5 .66 
Lung disease 33.1 32.2 33.7 .29 
 

 

Receive help with ≥3 ADLs 53.6 62.6 48.2 <.001 
Metropolitan area 76.0 80.1 73.5 .002 
Region .01 

Northeast 18.4 14.6 20.7 
Midwest 23.2 25.0 22.1 
South 39.3 42.2 37.6 
West 19.1 18.2 19.6 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Abbreviation: ADLs, activities of daily living. 
a Table depicts characteristics of the study sample 

prior to propensity score weighting. All percentages 
incorporate Medicare Current Beneficiary Survey 
weights and weighted values exceed 1 million. 

b Other/Multiracial includes American Indian or Alaska 
Native, Asian, Native Hawaiian or Pacific Islander, 
and anyone who self-reported more than 1 race. 
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and in the last 3 and 6 months of life were highest for care in non-nursing home facilities (eg, in 
assisted living facilities) followed by costs for prescription drugs, durable medical equipment, and 
inpatient care (Figure 2). 

Decedents who used hospice incurred significantly lower out-of-pocket costs for the last 3 days 
($71 lower; 95% CI, $43-$100), 1 week ($216 lower; 95% CI, $175-$256), 2 weeks ($265 lower; 95% 
CI, $149-$382), and 1 month ($670 lower; 95% CI, $530-$811) of life (Table 2). There was no 
significant difference in out-of-pocket health care costs in the last 3 or 6 months of life between 
those who used hospice and those who did not. 

 
Medicare Cost Savings Associated With Hospice Use 

Medicare costs in the last 3 days of life, week of life, 2 weeks of life, month of life, 3 months of life, and 
6 months of life were $3187 (SD, $5902), $5785 (SD, $9169), $8910 (SD, $13 613), $14 520 (SD, 
$22 085), $22 798 (SD, $34 054), and $30 872 (SD, $42 742), respectively. Individuals who used 

 
 

 

Table 2. Adjusted Health Care Expenditures at the End of Life for Individuals Enrolled With Hospice 
and Non-Hospice Control Individuals, 2002-2018 

 

Adjusted mean, $ 
 Propensity score 

Characteristic Hospice group weighted controls Difference P value 
Total expenditures     

Last 3 da 2473 5285 −2831 <.001 
Last wkb 2106 8911 −6806 <.001 
Last 2 wksc 4083 12 869 −8785 <.001 
Last mod 8558 20 305 −11 747 <.001 
Last 3 mose 20 908 31 816 −10 908 <.001 
Last 6 mosf 43 679 43 357 322 .93 
Family out of pocket     

Last 3 da 67 139 −71 <.001 
Last wkb 46 262 −216 <.001 
Last 2 wksc 159 424 −265 <.001 
Last mod 241 912 −670 <.001 
Last 3 mose 2412 1763 649 .41 
Last 6 mosf 4096 2988 1109 .55 
Medicare     

Last 3 da 2121 4389 −2267 <.001 
Last wkb 2029 7337 −5308 <.001 
Last 2 wksc 3824 10 576 −6752 <.001 
Last mod 7835 16 559 −8724 <.001 
Last 3 mose 17 523 25 250 −7727 <.001 
Last 6 mosf 36 208 33 036 3171 .26 
Private insurance     

Last 3 da 90 207 −117 <.001 
Last wkb 3 347 −345 <.001 
Last 2 wksc 11 567 −556 <.001 
Last mod 52 918 −866 <.001 
Last 3 mose 165 1499 −1334 <.001 
Last 6 mosf 105 2252 −2147 <.001 
All other payers     

Last 3 da 231 568 −337 <.001 
Last wkb 80 992 −912 <.001 
Last 2 wksc 64 1408 −1344 <.001 
Last mod 213 2175 −1962 <.001 
Last 3 mose 500 3518 −3018 <.001 
Last 6 mosf 1152 5422 −4270 <.001 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Abbreviation: GLM, generalized linear models. 
a Sample sizes vary due to hospice enrollment period: 

hospice enrollment in the last week of life and 
comparison group (n = 3781). 

b Sample sizes vary due to hospice enrollment period: 
hospice enrollment 8-14 days before death and 

 
c Sample sizes vary due to hospice enrollment period: 

hospice enrollment 15-28 days before death and 
comparison group (n = 3223). 

d Sample sizes vary due to hospice enrollment period: 
hospice enrollment 29-91 days before death and 
comparison group (n = 3202). 

e Sample sizes vary due to hospice enrollment period: 
hospice enrollment 92-182 days before death and 
comparison group (n = 2832). 

f Sample sizes vary due to hospice enrollment period: 
hospice enrollment >182 days before death and 
comparison group (n = 2551). 

Variables included in the covariate balancing 
propensity score: age, dementia, cancer, help with 
3+ activities of daily living, region. Variables included 
in the GLM model: age, sex, race/ethnicity, education, 
marital status, survey year, Medicaid status, census 
region, census metropolitan area, serious illness 
(dementia, heart disease, stroke, lung disease, cancer, 
and diabetes), and if the respondent needed help with 
3 or more activities of daily living. All other payers 
includes Medicare Advantage, Medicaid, private health 
maintenance organizations, Veteran’s Administration, 
and other. 

comparison group (n = 3242). 
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hospice incurred significantly lower Medicare costs for the last 3 days ($2267 lower; 95% CI, 
$1864-$2671), last week ($5308 lower; 95% CI, $4771-$5845), last 2 weeks ($6752 lower; 95% CI, 
$5989-$7515), 1 month ($8724 lower; 95% CI, $7135-$10 313), and 3 months ($7727 lower; 95% CI, 
$4721-$10 733) of life (Table 2). There was no significant difference in Medicare costs associated with 
hospice enrollment for the last 6 months of life. 

 
Costs Savings Associated With Hospice Use for Private Insurance and All Other Payers 

Private insurance expenditures were lower for those who enrolled with hospice compared with those 
who did not enroll with hospice for all periods examined (Table 2). Unlike Medicare and families, 
private insurance and all other payers combined (Medicare Advantage, Medicaid, private HMOs, 
Veteran’s Administration, and other) had evidence of cost savings associated with hospice in the last 

 
Figure 1. Adjusted Health Care Cost Savings for Individuals Enrolled With Hospice Compared With Non-Hospice 
Control Participants by Health Care Event, 2002-2018 
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6 months of life ($2147 lower for private insurance; 95% CI, $1905-$2388; and $4270 lower for all 
other payers; 95% CI, $3296-$5245). 

 
 

Discussion 

To our knowledge, this is the first examination of the association between hospice use and total 
health care costs across all payers. We found that hospice use was associated with lower total health 
care costs in the last 3 days to last 3 months of life. Given that more than 80% of community- 
dwelling hospice enrollees in our sample received care for 3 months or less, cost savings are 
attributable to the vast majority of the community-dwelling hospice population. We found no 
difference in total health care expenditures in the last 6 months of life associated with hospice use. 

Importantly, we found that use of hospice did not shift costs from Medicare to families through 
higher family out-of-pocket spending. Health care costs were lower for patients and families 
receiving hospice for each time period examined up to 1 month prior to death compared with health 
care costs of patients and families who did not receive hospice. The magnitude of out-of-pocket 
savings owing to hospice are meaningful to many Americans, particularly those with lower 
socioeconomic status, including the 23% in the present study sample who were Medicaid eligible. 
The estimated 1-month out-of-pocket savings associated with hospice is $670, which represents 
roughly 20% of the monthly income of the lowest third of older adults in the US.23 Further, the $670 
estimated savings represents an almost 75% reduction in out-of-pocket costs compared with older 
adults who did not receive hospice care. 

The present study provides new details regarding family out-of-pocket spending at the end of 
life. In the last month of life, families paid the highest amount in out-of-pocket health care expenses 
for inpatient care compared with what they spent for outpatient care, medical provider visits, 
prescription drugs, and other health care needs. In the last 3 months and 6 months of life, family 
health care spending was driven by care received in non-nursing home facilities such as assisted living 
facilities. Family spending for health care in these facilities averages $413 in the last 3 months of life 
and $789 in the last 6 months of life. These types of community-based residential settings comprise 
a wide range of environments with differing amounts of built-in services and high rates of hospice 
use.24 The type of health care received in these settings and the financial burden for those residing 
there is an important emerging area of research. 

Hospice was associated with lower total health care expenditures across all payers and families 
primarily owing to lower spending for inpatient care, consistent with prior work.4 A primary goal of 
hospice is to manage pain and other symptoms in the home setting and avoid hospitalization. 
Exacerbations in clinical conditions can be addressed through higher levels of hospice care including 
continuous home care, which provides a minimum of 8 hours of licensed nursing care per day in the 

 
Figure 2. Family Out-of-Pocket Health Care Expenditures of the Entire Study Population at the End of Life (N = 5464), 2002-2018 
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home. Although use of continuous home care by hospices is more expensive to Medicare, its 
association with reductions in hospitalizations may be contributing to our finding of health 
care savings.25 

Medicare incurred lower health care costs for all measured time periods up to 3 months prior to 
death for community-dwelling individuals who enrolled with hospice. Cost savings were evident 
even for those who only enrolled with hospice in their last week of life, which is the case for 
approximately 25% of all hospice users in the US.1 Although even a single day of hospice care may be 
beneficial to patients and families, many advocate for patients to receive at least 2 weeks of hospice 
care to experience the benefits. Greater cost savings from longer enrollment align with this quality 
metric. For those who enroll with hospice for 6 months of more prior to death, the cost of hospice 
care itself offsets the reductions in inpatient spending, mostly owing to high inpatient costs that 
occur near the end of life. 

It will be important to evaluate the effect of the 2016 hospice payment reform on Medicare 
hospice spending. The 2-tiered per diem payment methodology implemented in 2016 pays higher 
per diem amounts for the first 60 days of hospice care and lower per diem amounts for each day 
beyond 60 days, as well as a service intensity add-on payment for visits in the last week of life. 
Although this change does not effect family out-of-pocket spending or spending by insurers other 
than Medicare, its effect on Medicare spending, differentially across length of hospice enrollment 
category, is a key area for future research. 

 
Limitations 

The present study limitations include the inability to adjust for unmeasured characteristics of those 
who do and do not use hospice. In particular, preferences among people with serious illness, their 
family members, and their health care professionals are likely associated with both the exposure and 
outcome of interest. Given that preferences are not measured in MCBS or any of our linked data, we 
were unable to control for them. Although tools such as instrumental variables could help address 
unmeasured confounders such as preferences for care,26 we did not identify a valid instrument in the 
data set. While imperfect, propensity score weighting is among the most rigorous tools available to 
compare groups outside of a randomized trial and it has been used in a wide range of studies to 
inform policy-relevant questions with observational data. Our analyses yield important, new 
information regarding spending at end of life across all payers, including families, in a large, 
population-based sample that could not otherwise be achieved for ethical and practical reasons with 
a randomized trial design. Second, we include only monetary costs and do not include unpaid 
caregiving by family members, which may be higher for those who are not receiving the 
interdisciplinary care of hospice teams. In addition, owing to sample size limitations, our examination 
of expenditures in the last 3 days of life is for hospice users who enrolled with hospice 0 to 7 days 
prior to death and therefore inflates the expenditures associated with hospice for those who enrolled 
with hospice 0 to 2 days prior to death. Despite this conservative approach, hospice use was 
associated with cost savings for all payers in the last 3 days of life. Finally, we are unable to account for 
payments that Medicare receives from hospices owing to the Hospice Aggregate Cap, which 10% to 
15% of hospices incur each year.27,28 Its inclusion would decrease estimates of Medicare spending for 
hospice enrollees and increase cost savings owing to hospice enrollment. 

 
 

Conclusions 

The findings of this cohort study suggest that hospice use is an example of a health care model that 
demonstrates both components of the value proposition: it improves the quality of end-of-life care 
and is associated with lower health care costs. Moreover, unlike many other aspects of our health 
care system, cost reductions to insurers in the present study did not translate into higher costs for 
patients and their families. 
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Timeframe: 2021

Distribution of the Nonelderly with Medicaid by
Race/Ethnicity | KFF

Location White Black Hispanic

Asian/Native

Hawaiian

and Paci�c

Islander

American

Indian/Alaska

Native

Multip

Races

Washington 50.3% 6.7% 25.7% 7.0% 1.2%

NOTES

Notes

The American Community Survey did not release the 1-year estimates for 2020 due to signi�cant disruptions to

data collection brought on by the coronavirus pandemic. We will continue to report data from the ACS for 2021

and later. Estimates from the CPS are not comparable to estimates from ACS.

The majority of our health coverage topics are based on analysis of the Census Bureau’s American Community

Survey (ACS) by KFF. ACS includes a 1% sample of the US population and allows for precise state-level

estimates.

The ACS asks respondents about their health insurance coverage at the time of the survey. Respondents may

report having more than one type of coverage; however, individuals are sorted into only one category of

insurance coverage. See de�nitions for more detail on coverage type.

Data may not sum to totals due to rounding.

Sources

KFF estimates based on the 2008-2021 American Community Survey, 1-Year Estimates.

De�nitions

Medicaid: Includes those covered by Medicaid, Medical Assistance, Children's Health Insurance Plan (CHIP) or

any kind of government-assistance plan for those with low incomes or a disability, as well as those who have

both Medicaid and another type of coverage, such as dual eligibles who are also covered by Medicare.

Persons of Hispanic origin may be of any race; all other racial/ethnic groups are non-Hispanic.

N/A: Estimates with relative standard errors greater than 30% are not provided.
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Eden Hospice Vendor Listing 

1. Medical Supplies – Medline 
2. Quality and Outcomes Vendor – Strategic Healthcare Partners (SHP) 
3. CAHPS – Strategic Healthcare Partners (SHP) 
4. Electronic Health Record – Homecare Homebase 
5. Referral Management – Allscripts, NaviHealth 
6. Clearing House – Zirmed/E-Solutions 
7. Telephone/Internet Services – Verizon Wireless and Comcast 
8. Shredding – Iron Mountain 
9. Answering Service (after-hours) – TeleMed 
10. Virtual Care Technology/Telehealth – Healthcare Recovery Services (HRS) 
11. Learning Management System – Relias 
12. Online Patient Education – Krames 
13. Shipping/Postage – FedEx 
14. HR/Payroll System – Kronos 
15. Hazardous Waste Disposal – Stericycle 
16. Interpretation – Language Line Services 
17. Recruiting – Indeed, Social Media Platforms (Facebook, LinkedIn, etc.) 
18. Applicant Tracking System – Newton/Paycor 
19. Background Checks – Assure Hire, WSP 
20. OIG Searches – Certiphino Screening 
21. Office Supplies/Promotional Products – Office Depot, Millennium, DocuMart 
22. Pharmacy – Ectara Pharmacia 
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Legal Name DBA Facility #s # of 
Employees Address County Phone Fax State and Date of 

Formation UBI EIN NPI Medicare Medicaid CLIA State Nursing Home 
License

OPERATING ENTITIES
ARIZONA

Eden Hospice at Sierra Vista, LLC Eden Hospice 422 22 Home Office:                     
1491 West Thatcher Blvd.      
Suite 108
Safford, AZ 85546
Branch Office:                         
4066 East Monsanto Drive    
Unit F                               
Sierra Vista, AZ 85650

Graham Home:            
928-432-

6255              
Branch:          

520-335-
6118           

Home:            
928-227-0477   

Branch:          
520-338-6736

WA - 04/17/18 604-259-763 82-5200228 1487131215 03-1522 00-4621 03D2156786 (Home)    
03D2202541 (Branch)   

NO STATE CLIA

HSPC9395 (Home)        
HSPC10352 (Branch)     

Eden Home Health of Sierra Vista, LLC Eden Home Health 425 51 Home Office:         4066 East 
Monsanto Drive, Unit E                                  
Sierra Vista, AZ 85650                                                                       
Branch Office:        1661 N. 
Swan Road, Suite 208          
Tucson, AZ 85712

Cochise      
Pima

520-335-
6118

888-504-1425 WA - 12/24/18 604-375-155 83-2904097 1568936334 03-7099 00-4613 03D0697976 (Home) 
03D2237566 (Branch)                

NO STATE CLIA

HHA9998 (license 
number for both)

Eden Home Health of Safford, LLC Eden Home Health of Safford 426 26 1491 West Thatcher Blvd. 
Suite 104                     
Safford, AZ 85546

Graham 520-335-
6118

888-504-1425 WA - 12/24/18 604-375-156 83-2904175 1649744418 03-7294 085791 03D2187361                
NO STATE CLIA

HHA10005

CALIFORNIA
Evergreen at Salinas, L.L.C. Katherine Healthcare 120 59 315 Alameda Avenue   

Salinas, CA 93901
Monterey 831-424-

1878
831-424-3149 WA - 10/12/98 601-906-864 91-1931160 1811945652 05-5311 ZZR05311J 05D0892128 (CMS)    

CLR 00324989 (STATE)
070000058

Evergreen at Heartwood Avenue, L.L.C. Heartwood Avenue Healthcare 123 49 1044 Heartwood Avenue 
Vallejo, CA 94591

Solano 707-643-
2267

707-643-5209 WA - 10/12/98 601-906-853 91-1931163 1245288083 55-5184 LTC55184H 05D0704897 (CMS)    
CLR 00309991 (STATE)

110000020

Evergreen at Springs Road, L.L.C. Springs Road Healthcare 125 82 1527 Springs Road        
Vallejo, CA 94591

Solano 707-643-
2793

707-554-2876 WA - 10/12/98 601-906-866 91-1931162 1023066966 05-5222 ZZR05222J 05D0705760 (CMS)    
CLR-0031066 (STATE) 

110000003

Eden Home Health of Elk Grove, LLC Eden Home Health 418 35 9299 East Stockton Blvd. 
Suite 10                             Elk 
Grove, CA 95624

Sacramento 916-681-
4949

916-681-4888 WA - 08/10/16 604-023-071 81-3541439 1497200745 05-8314 1497200745 05D1060248 (CMS)    
CLR-00335079 (STATE)

100000640

IDAHO
Eden Home Health of Idaho Falls, LLC Eden Home Health 412 34 2540 Channing Way, Idaho 

Falls, ID 83404 
Bonneville 208-523-

1980
208-523-4024 WA - 10/22/13 603-343-174 46-3977015 1649683582 13-7119 1649683582 13D2019972                

NO STATE CLIA
HH-248

Eden Hospice at Idaho Falls, LLC Eden Hospice 416 7 2540 Channing Way, Idaho 
Falls, ID 83404 

Bonneville 208-523-
1980

208-529-4013 WA - 01/26/16 Old 
WA - 06/17/20 

603-580-154 Old           
604-631-303 New          

81-1215541 1669839395 13-1584 1669839395 13D2192343                
NO STATE CLIA

NO LICENSE FOR 
HOSPICE

Eden Home Health of Sandpoint, LLC Eden Home Health 428 60 Home Office:                                   
204 Triangle Drive                   
Ponderay, ID 83852                 
Branch Office:                               
296 W. Sunset Ave.         
Suite 20                         
Coeur d’ Alene, Idaho 83815                       

Bonner 208-255-1640 208-263-9210 WA - 07/26/19 604-498-334 84-2528556 1346898830 13-7122 1346898830 13D2031781  (Home)    
13D2237040 (Branch)               

NO STATE CLIA

HH-247                                                                  
(Home & Branch)

Eden Hospice at the Inland Northwest, LLC Eden Hospice 438 204 Triangle Drive                   
Ponderay, ID 83852

Bonner 208-255-1640 208-263-9210 WA-07/08/22 604-940-470 88-2974010 1245962471 13D2264485             NO 
STATE CLIA

NO LICENSE FOR 
HOSPICE

MONTANA
Evergreen at Polson, L.L.C. Polson Health and Rehabilitation Center 65 57 Nine 14th Avenue West 

Polson, MT 59860
Lake 406-883-

4378
406-883-0039 WA - 02/25/97 601-771-966 84-1395919 1093763419 27-5049 310622 27D0677491                

NO STATE CLIA
13551

Evergreen at Hot Springs, L.L.C. Hot Springs Health and Rehabilitation Center 66 34 600 First Avenue North       
Hot Springs, MT 59845

Sanders 406-741-
2992

406-741-2994 WA - 02/25/97 601-771-969 84-1395917 1689623357 27-5069 310635 27D0707122                   
NO STATE CLIA

13488

Evergreen at Missoula, L.L.C. Missoula Health and Rehabilitation Center 70 48 3018 Rattlesnake Drive 
Missoula, MT 59802

Missoula 406-549-
0988

406-549-0111 WA - 03/31/97 601-780-502 91-1818902 1538117940 SNF  
1447703533 ALF

27-5035 310029 27D0410969                
NO STATE CLIA

13453 SNF         
13184 ALF

Evergreen at Laurel, L.L.C. Laurel Health and Rehabilitation Center 71 48 820 3rd Avenue             
Laurel, MT 59044

Yellowstone 406-628-
8251

406-628-8253 WA - 03/31/97 601-780-456 91-1818226 1750339149 27-5111 310114 27D0686103                 
NO STATE CLIA

12861

Evergreen at Livingston, L.L.C. Livingston Health and Rehabilitation Center 143 26 510 South 14th Street 
Livingston, MT 59047

Park 406-222-
0672

406-222-1406 WA - 12/04/03 602-347-324 20-0480727 1497703896 27-5047 310862 27D0409425                
NO STATE CLIA

12545

EmpRes at Lewistown, LLC Central Montana Nursing & Rehabilitation Center 154 26 410 Wendell Avenue 
Lewistown, MT 59457

Fergus 406-535-
6225

406-535-6325 WA - 09/17/14 603-437-044 47-1980392 1336546811 27-5064 395044 27D093584                   
NO STATE CLIA

13023

EmpRes at Billings, LLC Aspen Meadows Health and Rehabilitation Center 166 68 3155 Avenue C             
Billings, MT 59102

Yellowstone 406-656-
8818

406-656-9552 WA - 04/26/17 604-117-975 82-1316107 1619402765 27-5140 522561 27D2151877                
NO STATE CLIA

13565

Aspen Meadows Assisted Living, LLC Aspen Meadows Assisted Living 167 5 3155 Avenue C              
Billings, MT 59102

Yellowstone 406-656-
8818

406-656-9552 WA - 05/03/17 604-121-195 82-1408417 1700312931 NO CLIA 31502

Eden Home Health of Bozeman, LLC Eden Home Health 431 36 2075 Charlotte St., Suite 2  
Bozeman, MT 59718

Gallatin 406-587-
8710

406-587-0627 WA - 01/26/21 604 705 930 86-1606318 1659963999 27-7078 27D2221569                  
NO STATE CLIA

13565

Eden Hospice at Western Montana, LLC Eden Hospice
432 3 2075 Charlotte St., Suite 2  

Bozeman, MT 59718
Gallatin 406-587-

8710
406-587-0627 WA - 03/26/21 604-732-957 86-2818663 1912670795

27-1540
27D2238715                

NO STATE CLIA 13580
NEVADA

Evergreen at Pahrump, L.L.C. Pahrump Health and  Rehabilitation Center 88 75 4501 N Blagg Road    
Pahrump, NV 89060

Nye 775-751-
6600

775-751-6644 WA - 11/08/01 602-160-690 91-2165423 1568410884 29-5075 1912881 29D0966904 (CMS)    
10495-EXL-0 (STATE)

2770-SNF-44

Evergreen at Carson City, L.L.C. Ormsby Post Acute Rehab 89 59 3050 North Ormsby Blvd. 
Carson City, NV 89703

Carson City 775-841-
4646

775-841-4650 WA - 11/08/01 602-160-692 91-2165422 1558319889 29-5067 1913305 29D0959896 (CMS)     
9137-EXL-1 (STATE)

2355-SNF-39

Evergreen at Mountain View, L.L.C. Mountain View Health and Rehabilitation Center 134 69 201 Koontz Lane            
Carson City, NV 89701

Carson City 775-883-
3622

775-883-3744 WA - 08/26/02 602-229-498 73-1659060 1144279472 29-5079 1913700 29D0907924 (CMS)     
10524-EXL-0 (STATE)

3331-SNF-46

Evergreen at Gardnerville, L.L.C. Gardnerville Health and Rehabilitation Center 138 38 1573 South Muller Parkway  
Gardnerville, NV 89410

Douglas 775-782-
6620

775-782-6945 WA - 05/28/03 602-299-654 91-2190795 1083662514 29-5082 100503498 29D1024368 (CMS)     
10494-EXL-0 (STATE)

3995-SNF-38

EmpRes Personal Care Nevada, LLC Eden Home Care 411 50 907 Mountain Street     
Carson City, NV 89703

Carson City 775-392-
2000

866-920-6465 WA - 06/13/13 603-310-107 80-0934945 1427578418 NO CLIA 7175-PCS-10

Quality Health Care Corporation Eden Home Health 414 130 Home Office:                        
500 Damonte Ranch Parkway 
Suite 929                          
Reno, NV  89521                                     
Branch Office:                     
907 Mountain Street          
Carson City, NV 89703

Washoe 775-432-
0831 775-828-
1000       775-

687-1530

775-828-1012              
775-828-1029           
775-687-1535

NV - 11/13/90 88-0265275 1497746226 29-7035 2916050 29D1084683(CMS H) 
29D2089590 (CMS B)   

8054-EXL-2 (STATE H) 
8221-EXL-0 (STATE B)   

548-HHA-27           
546-HBR-27

Eden Hospice at Carson City, LLC Eden Hospice 415 78 907 Mountain Street       
Carson City, NV 89703

Carson City 775-841-
6123

775-841-6125 WA - 11/28/14 603-450-017 47-2330802 1487051728 29-1515 T64: 100504255        
T65: 100546106

NO CLIA 6275-HPC-11

OREGON OR Registry 
Evergreen Oregon Healthcare Mountain Vista, L.L.C. LaGrande Post Acute Rehab 56 52 91 Aries Lane                       

La Grande, OR 97850
Union 541-963-

8678
541-963-5024 OR - 02/12/97 558569-84 LLC         

539494-90 ABN
91-1784025 1801844501 38-5211 801035 38D0628677                 

NO STATE CLIA
1825618921

Evergreen Oregon Healthcare Independence, L.L.C. Independence Health and Rehabilitation Center 58 51 1525 Monmouth Avenue 
Independence, OR 97351

Polk 503-838-
0001

503-838-7826 OR - 02/12/97 558561-82 LLC          
822076-98 Indep.ABN         

91-1783801 1497703201 38-5188 801030 38D0626140                 
NO STATE CLIA

1240315675

Evergreen Oregon Healthcare Tualatin, L.L.C. EmpRes Hillsboro Health and Rehabilitation Center 59 77 1778 NE Cornell Road 
Hillsboro, OR 97124

Washington 503-648-
6621

503-648-4443 OR - 02/12/97 558575-86 LLC       
874847-97 ABN

91-1785170 1780632471 38-5217 801043 38D0867104                
NO STATE CLIA

1001406013

Evergreen Oregon Healthcare Orchards Rehabilitation, 
L.L.C.

Milton Freewater Health and Rehabilitation Center 60 49 120 Elzora Street           
Milton Freewater, OR 97862

Umatilla 541-938-
3318

541-938-4657 OR - 02/12/97 558570-81 LLC       
573776-90 ABN

91-1785010 1407804198 38-5161 801048 38D0923709                
NO STATE CLIA

1368282496

Evergreen Oregon Healthcare Orchards Retirement, L.L.C. Cascade Valley Assisted Living and Memory Care                                   
Cascade Valley Assisted Living                                         
Cascade Valley Memory Care

61 30 1010 NE Third                
Milton Freewater, OR 97862

Umatilla 541-938-
5693

541-938-4490 OR - 02/12/97 44906683 LLC        
129226593 MC ABN     
129225496 ALF ABN      
926595-99 MC&ALF 

ABN   

93-1241876 1710296793 526588(Terminated)               
502086 (ALF)              
526773 (MC)         

29430418 (DD)       
104332 (SPD)

38D2261029 1208675563 ALF 
1473705768 MC
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Legal Name DBA Facility #s # of 
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Evergreen Oregon Healthcare Valley Vista, L.L.C. The Dalles Health and Rehabilitation Center 62 56 1023 West 25th                 
The Dalles, OR 97058

Wasco 541-298-
5158

541-298-3864 OR - 02/12/97 558566-87 LLC        
753428-90 ABN      

91-1785073 1487602173 38-5172 801055 38D0622383                
NO STATE CLIA

1317989527

Evergreen Oregon Healthcare Portland, L.L.C. Portland Health and Rehabilitation Center 74 56 12441 SE Stark Street 
Portland, OR 97233

Multnomah 503-255-
7040

503-255-0555 OR - 02/12/97 558573-88 LLC           
573788-96 ABN

91-1784037 1497703110 38-5228 800000 38D0625258                
NO STATE CLIA

1395692050

Evergreen Oregon Healthcare Salem, L.L.C. Windsor Health and Rehabilitation Center 75 49 820 Cottage Street NE   
Salem, OR 97301

Marion 503-399-
1135

503-399-7273 OR - 01/04/00 60058386 LLC          
57379399 ABN

93-1231193 1760430482 38-5224 800001 38D0625547                
NO STATE CLIA

1873152135

Eden Hospice at Portland, LLC Eden Hospice 433 5 Home Office:                      
221 Molalla Avenue              
Suite 102 & 120                
Oregon City, OR 97045           
Branch Office:                  
2621 NE 134th Street           
Suite 140                    
Vancouver, WA 98686                        

Clackamas  
Clark 

971-256-
6642

971-256-6643 WA-06/14/21 604-772-403 WA LLC 87-1056879 1902579840 38-1579 500805049 (OR)     
2220598 (WA)

38D2254988  (OR)            
NO STATE CLIA

OR                                 
16-1094                                                                                                    

WA      
IHS.FS.61290232

Eden Home Health of Bend, LLC Eden Home Health 436 2546 NE Conners Avenue                      
Suite 100                                            
Bend, Oregon, 97701 

Deschutes 541-640-
7920

541-640-7922 WA-11/16/21 604-837-231 87-3544927 1811654825

Eden Hospice at Bend, LLC Eden Hospice 437 2546 NE Conners Avenue                          
Suite 100                                            
Bend, Oregon, 97701 

Deschutes 541-640-
7920

541-640-7922 WA-11/16/21 604-830-356 87-3561837 1437816451

SOUTH DAKOTA
EmpRes at Mitchell, LLC Firesteel Healthcare Center 170 82 1120 East 7th Avenue   

Mitchell, SD 57301
Davison 605-996-

6526
605-996-8290 WA - 12/12/18 604-372-689 83-2751702 1922570894 43-5109 1922570894 43D0684181                 

NO STATE CLIA
10653

EmpRes at Rapid City, LLC Fountain Springs Healthcare Center 171 87 2000 Wesleyan Blvd.       
Rapid City, SD 57702

Pennington 605-343-
3555

605-721-1457 WA - 12/12/18 604-372-690 83-2753608 1558833426 43-5110 1558833426 43D0705041                
NO STATE CLIA

10723

Rapid City Assisted Living, LLC Fountain Springs Assisted Living 172 2000 Wesleyan Blvd.        
Rapid City, SD 57702

Pennington 605-343-
3555

605-721-1457 WA - 12/13/18 604-363-274 83-2807325 1811469687 NO CLIA 10757

Sturgis Assisted Living, LLC Aspen Grove Assisted Living 173 29 2065 Moose Drive         
Sturgis, SD 57785

Meade 605-720-
4738

605-720-1072 WA - 12/12/18 604-362-961 83-2753677 1447722210 43D2084837                 
NO STATE CLIA

65673

EmpRes at Garretson, LLC Palisade Healthcare Center 174 40 920 4th Street            
Garretson, SD 57030

Minnehaha 605-594-
3466

605-594-6661 WA - 12/12/18 604-362-961 83-2762067 1083186852 43-5115 1083186852 43D0681305                
NO STATE CLIA

10623

EmpRes at Woonsocket, LLC Prairie View Healthcare Center 175 52 401 South 1st Avenue           
P.O. Box 68                    
Woonsocket, SD 57385-0068                      

Sanborn 605-796-
4467

605-796-4497 WA - 12/12/18 604-372-244 83-2762230 1164994943 43-5118 1164994943 43D0697734                 
NO STATE CLIA

10714

EmpRes at Flandreau, LLC Riverview Healthcare Center                                176 56 611 East 2nd Avenue 
Flandreau, SD 57028      

Moody 605-997-
2481

605-997-2988 WA - 12/12/18 604-368-328 83-2762409 1982176764 43-5086 1982176764 43D0683930                
NO STATE CLIA

10620

Flandreau Independent Living, LLC Riverview Care Center 177 610 East Pipestone Avenue 
Flandreau, SD 57430

Moody 605-997-
2481

605-997-2988 WA - 12/13/18 604-363-273 83-2807448 1861964645 NO CLIA N/A

EmpRes at Britton, LLC Wheatcrest Hills Healthcare Center                     178 52 1311 Vander Horck Street 
Britton, SD 57430

Marshall 605-448-
2251

605-448-5583 WA - 12/12/18 604-362-959 83-2780802 1306318183 43-5105 1306318183 43D0680687                
NO STATE CLIA

10599

EmpRes at Sturgis, LLC Dolan Creek Senior Living 181 2171 Moose Drive,            
Sturgis, SD 57785

Meade WA - 04/29/21 604-746-172 86-3516133 1255077889

WASHINGTON
Evergreen Washington Healthcare Frontier, L.L.C. Frontier Rehabilitation and Extended Care 51 111 1500 3rd Avenue                 

Longview, WA 98632
Cowlitz 360-423-

8800
360-636-3421 WA - 01/29/97 601-765-215 91-1784789 1104811207 50-5276 WA 4116051 50D0637496         

MTSW.FS.00002289
1605

Evergreen Washington Healthcare Americana, L.L.C. Americana Health and Rehabilitation Center 52 57 917 7th Avenue                  
Longview, WA 98632

Cowlitz 360-425-
5910

360-425-0318 WA - 01/29/97 601-765-213 91-1785409 1063461325 50-5361  WA 4116041 50D2170763                                            
MTSW.FS.60997074

1604

Evergreen Washington Healthcare Seattle, L.L.C. Seattle Medical Post Acute Care 68 105 555 16th Avenue                        
Seattle, WA 98122

King 206-324-
8200

 206-709-
8457

WA - 02/24/97 601-771-724 91-1784000 1851386957 50-5311 WA 4116111             
AK LT400WA/1007141

50D0883691          
MTSW.FS 00001644

1611

Evergreen Washington Healthcare Enumclaw, L.L.C. Enumclaw Health and Rehabilitation Center 78 53 2323 Jensen Street   
Enumclaw, WA 98022

King 360-825-
2541

360-825-4351 WA - 04/01/98 601-866-073 91-1896293 1457346785 50-5400 Old 4112660     New 
4116021

50D0891847         
MTSW.FS.00002780

1602

Evergreen  Washington Healthcare Auburn, L.L.C. Canterbury House 81 99 502 29th Street SE                  
Auburn, WA 98002

King 253-939-
0090

253-939-0095 WA - 08/10/98 601-894-247 91-1923290 1235187931 50-5344 Old 4112694    New 
4116061

50D0882772         
MTSW.FS.00002468

1606

Evergreen at Shelton, L.L.C. Shelton Health and Rehabilitation Center 87 61 153 Johns Court                    
Shelton, WA 98584

Mason 360-427-2575 360-427-2563 WA - 04/23/01 602-122-492 91-2134798 1427006220 50-5507 Old 4113247    New 
4116081

50D0957409        
MTSW.FS.00003540

1608

Evergreen at Bellingham, L.L.C. North Cascades Health and Rehabilitation Center 136 110 4680 Cordata Parkway 
Bellingham, WA 98226

Whatcom 360-398-
1966

360-398-9346 WA - 03/21/03 602-281-546 91-2183734 1174572432 50-5393 WA 4116071             
AK LT007WA/1579144

50D0883392        
MTSW.FS.00002789

1607

Spokane Royal Park Care, LLC Royal Park Health and Rehabilitation 150 150 7411 North Nevada Street  
Spokane, WA  99208

Spokane 509-489-2273 509-483-3041 WA - 06/30/14 603-416-172 47-1269844 1376538637 50-5379 Old 4114712    New 
4116121

50D0857635      
MTSW.FS.60505037

1612

Spokane Royal Park Retirement, LLC Royal Park Retirement Center 151 48 302 E. Wedgewood Avenue 
Spokane, WA 99208

Spokane 509-483-7136 509-483-5161 WA - 06/30/14 603-416-165 47-1279997 1801251566 2039158 50D2197121         
MTSW.FS.61116043

2533

EmpRes at Colville, LLC Buena Vista Healthcare 155 80 151 Buena Vista Drive  
Colville, WA 99114

Stevens 509-684-
4539

509-685-0582 WA - 11/05/14 603-450-228 47-2263615 1477950954 50-5329 Old 4115021    New 
4116011

50D0638787        
MTSW.FS.60542515

1601 SNF                    
2534 ALF

Fort Vancouver Assisted Living, LLC Fort Vancouver Assisted Living 157 24 8422 NE 8th Way    
Vancouver, WA 98664 

Clark 360-256-
2980

360-256-1909 WA - 04/07/15 603-495-209 47-3655216 1730575267 NO CLIA 2537

EmpRes at Seattle, LLC Transitional Care Center of Seattle 180 130 2611 South Dearborn Street       
Seattle, WA 98144

King 206-712-
6500

206-328-5150 WA - 04/08/20 604-595-856 85-0656915 1952921124 50-5534 2155326 50D2192671         
MTSW.FS.61104603

1621

EmpRes Home Health of Bellingham, LLC Eden Home Health 413 118 Home Office:                     
316 E. McLeod Road           
Suite 101                             
Bellingham, WA  98226-6491                                   
Branch Office:                    
1315 East Division Street 
Mount Vernon, WA 98273

Whatcom 360-734-
5410

360-734-5435 WA - 02/09/14 603-375-240 46-4898286 1316031230 50-7105 2046013 50D2082437          
MTSW.FS.60498963

IHS.FS.60491681

EmpRes Home Care of Bellingham, LLC Eden Home Care 417 14 316 E. McLeod Road         
Suite 101                       
Bellingham, WA  98226-6491

Whatcom 360-734-
5410

360-734-5435 WA - 03/02/16 603-591-861 81-1668683 1831550144 NO CLIA IHS.FS.60651755

Eden Home Health of King County, LLC Eden Home Health 421 30 Parkade Plaza                    
733 7th Avenue                         
Suite 110                                 
Kirkland, WA 98033

King 206-717-
8161

206-899-1641 WA -  02/15/17 604-069-995 81-5371141 1003356403 50-7128 2145416 50D2165564          
MTSW.FS.60959281

IHS.FS.60871865

Eden Home Health of Clark County, LLC Eden Home Health 423 44 Home Office:                    
2621 NE 134th Street           
Suite 140                    
Vancouver, WA 98686   
Branch Office:                    
221 Molalla Avenue              
Suite 102 & 120                
Oregon City, OR 97045

Clark           
Clackamas

360-504-
0122

360-859-1354 WA - 09/11/18 604-332-868 83-1652742 1538778295 50-7133 500807648 (OR)      
2217996 (WA)    

CMS                     
50D2196116                           

WA      
MTSW.FS.61114363   

OR  (Branch)              
38D2263067

IHS.FS.61097918(WA) 
16-1096 (OR)

Eden Home Health of Spokane County, LLC Eden Home Health 424 46 1225 N Argonne Road, Suite 
100 Spokane Valley, WA 
99212

Spokane 509-505-
5315

509-530-2837 WA - 09/11/18 604-331-802 83-1652806 1588212641 50-7130 2174015 50D2187143          
MTSW.FS.61084607

IHS.FS.61014910

Eden Hospice at Whatcom County, LLC Eden Hospice 427 15 316 E. McLeod Road                  
Suite 104                                
Bellingham, WA  98226-6491

Whatcom 360-966-
8593

360-966-8926 WA - 01/03/20 604-561-430 84-4039145 1275130098 50-1548 2217994 50D2211455          
MTSW.FS.61143519

IHS.FS.61117985

Eden Hospice at Snohomish County, LLC Eden Hospice 429 Parkade Plaza                    
733 7th Avenue                         
Suite 108                                 
Kirkland, WA 98033

Snohomish 425-448-
7607

425-448-7608 WA - 01/06/21 604 684 777 86-1271734 1215526686 NO CLIA NONE
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Eden Hospice at King County, LLC Eden Hospice 430 Parkade Plaza                    
733 7th Avenue                         
Suite 110                                 
Kirkland, WA 98033

King 425-448-
7607

425-448-7608 WA - 12/23/20 604 693 901 85-4367601 1255922720 NO CLIA IHS.FS61293991

WYOMING
EmpRes at Rock Springs, LLC Sage View Care Center 159 59 1325 Sage Street                       

Rock Springs, WY 82901
Sweetwater 307-362-

3780
307-363-9671 WA - 05/13/15 603-506-235 47-4005909 1760860241 53-5056 139993400 53D2097676                

NO STATE CLIA
15198

EmpRes at Cheyenne, LLC Granite Rehabilitation and Wellness 161 118 3128 Boxelder Drive         
Cheyenne, WY 82001

Laramie 307-634-
7901

307-634-7910 WA - 07/23/15 603-527-290 47-4604270 1093190688 53-5013 WY 141198500          
NE 10026590800

53D2110344                
NO STATE CLIA

15200

EmpRes at Rawlins, LLC Rawlins Rehabilitation and Wellness 162 53 542 16th Street                     
Rawlins, WY 82301

Carbon 307-324-
2759

307-324-7579 WA - 07/23/15 603-527-306 47-4609173 1619352242 53-5036 141199300 53D0902235                
NO STATE CLIA

15201

EmpRes at Riverton, LLC Wind River Rehabilitation and Wellness 163 79 1002 Forest Drive                     
Riverton WY 82501

Fremont 307-856-
9471

307-856-1749 WA - 07/23/15 603-527-428 47-4623411 1508241977 53-5031 141200100 53D2107223                 
NO STATE CLIA

15199

EmpRes at Thermopolis, LLC Thermopolis Rehabilitation and Wellness 165 27 1210 Canyon Hills Road 
Thermopolis, WY 82443

Hot Springs 307-864-
5591

307-864-2847 WA - 11/04/16 604-055-180 81-4307219 1013459965 53-5051 145629600 53D2147190                
NO STATE CLIA

15229

EmpRes at Casper, LLC Shepherd of the Valley Rehabilitation and Wellness 168 178 60 Magnolia Street                        
Casper, WY 82604

Natrona 307-234-
9381

307-472-3510 WA - 12/12/18 604-362-960 83-2721102 1306318274 53-5042 152257400 53D0520001                 
NO STATE CLIA

15306

Eden Home Health of Cheyenne, LLC Eden Home Health 434 15 Aspen Ridge Building  2232 
Dell Range Blvd. Suite 100                   
Cheyenne, WY 82009

Laramie 307-400-
5200

307-400-5201 WA-06/14/21 604-764-145 87-1014908 1497428338 53D2254641 15396

Eden Hospice at Cheyenne, LLC Eden Hospice 435

Aspen Ridge Building  2232 
Dell Range Blvd. Suite 100                   
Cheyenne, WY 82009

Laramie 307-400-
5200

307-400-5201 WA-06/14/21 604-764-147 87-1048946 1285307124

P-962
4141
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Addressing Disparities in 
Hospice & Palliative Care
By CAtlin nAlley

Continued on page 19

A ccess to hospice and palliative care is a 
vital aspect of oncology and yet, de-
spite the proven benefits, racial and 

ethnic minorities as well as individuals with 
lower socioeconomic status still face a num-
ber of barriers when it comes to accessing 
these services

“Disparities in advance care planning, pal-
liative [care], and end-of-life care are vast. It 
is well-established in the literature that ad-
vance directives aren’t completed as often and 
end-of-life care is underutilized among mi-
nority patients,” said Rebecca Cammy, MSW, 
LCSW, Supervisor in Oncology Support 
Services at the Sidney Kimmel Cancer Center 
at Thomas Jefferson University. “Various fac-
tors can heighten and exacerbate these trends, 
such as health literacy, communication with 

Onconephrology: How the Kidneys & 
Cancer Affect Patient Outcomes
By RiCHARD SimOneAux

Continued on page 10

F or many cancer patients, their kid-
neys, even if not directly involved 
in the malignancy, are often af-

fected by the patient’s disease. These ef-
fects can result from electrolyte 
imbalances arising from tumor cell lysis 

or from nephrotoxicity- inducing anti-
cancer therapies. As a result of this, at the 
intersection of two realms, cancer and 
the kidneys, a new field has taken shape—
onconephrology. A recent review article 
by Mitchell Rosner, MD, Chair of the 

University of Virginia Department of 
Medicine described the emergence of this 
new subspecialty (CA Cancer J Clin 2021; 
https://doi.org/10.3322/caac.21636). 

When discussing how this field arose, 
Rosner stated, “There really have not been 
discoveries or developments that have led 
to onconephrology; it has been more of a 
realization that patients with cancer often 
either have kidney disease or develop kid-
ney-related complications of their cancer or 
associated treatments. These kidney-related 

Lack of PSA Screening 
Increased Metastatic 
Prostate Cancer

Insights Into a Phased 
Approach to Breast Cancer 
Early Detection Programs

3 Questions on...
Addressing Long-Term Chronic 
Pain in Childhood Cancer Survivors

3215 42

PERIODICALS

Advances in the 
Treatment of 
Patients With R/R 
Follicular Lymphoma

By DiBASH KumAR DAS, 
PHD

W ith approximately 14,000 
cases per year, follicular 
lymphoma (FL) is the most 

common indolent lymphoma diag-
nosed in the United States. It is a highly 
heterogeneous disease with varying 
prognosis, influenced by differences 
in clinical, laboratory, and disease 
parameters between patients (Blood 
Cancer J 2020; https://doi.org/10.1038/
s41408-020-00340-z). 

Although FL is considered an in-
curable disease, improvements in di-
agnosis and therapeutic advances have 
improved outcomes. Clinicians may 
choose to treat their patients with FL 
by a method of watch and wait for 
those with indolent disease. In more 
advanced stages, such as for patients 
with grades 3A and 3B FL, clinicians 
may use one or more chemotherapy 
drugs or the monoclonal antibody 
rituximab, alone or in combination 
with other agents.

Common combination regimens 
include:

•	R-Bendamustine (rituximab and 
bendamustine);

•	R-CHOP (rituximab, cyclophos-
phamide, doxorubicin, vincristine, and 
prednisone); and

•	R-CVP (rituximab, cyclophospha-
mide, vincristine, and prednisone).

A Difficult-to-treat 
Population
Presently, median survival ranges 
from 8 to 15 years (American Cancer 
Society: Cancer Facts and Figures 
2021). Unfortunately, most patients 

Continued on page 11
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providers, perceived or experienced discrimination with health care 
systems, mistrust in health care providers, access to care, and health 
care coverage.”

ASCO recommends the integration of supportive care as a stan-
dard practice early in the trajectory of patient’s oncologic care, Cammy 
noted. “Rather than responding to a health care crisis, supportive care 
services can proactively improve quality of life and patient satisfac-
tion,” she explained. “A reduction in symptom burden and avoidance 
of futile interventions directly decreases unnecessary acute care and 
end-of-life expenditure.”

To ensure every patient can benefit from these services, a deeper 
understanding of current disparities and barriers to care is needed, 
as well as a commitment to address these issues at a system-wide 
level.

“The social determinants of health inform my practice as an on-
cology social worker with a highly disenfranchised oncology patient 
population in an urban setting. Patient’s basic needs—economic sta-
bility, housing and food insecurity, community and social context—all 
impact their ability to navigate care,” said Cammy. “If these basic needs 
aren’t met, it creates challenges and can exacerbate true barriers in 
health care access. Financial toxicity associated with a cancer diagnosis 
and treatment, including lack of or inadequate health insurance cover-
age, can dissuade patients from complying with treatment regimens 
and care and necessary follow-up.”

Structural factors as well as local resources and interpersonal 
communication can all create challenges in providing equitable 
care, noted Jennifer J. Griggs, MD, MPH, Professor in the University 
of Michigan Department of Internal Medicine, Hematology & 
Oncology Division, and in the Department of Health Management 
& Policy.

“Insurance status limits access to clinical care and to expensive medi-
cations,” she said. “Expanding insurance coverage is essential. In addi-
tion, telemedicine, if equitably applied and supported by, for example, 
paid family members, can overcome geographic barriers to care.”

Addressing Disparities 
Culturally sensitive education and training for providers and care 
teams is necessary to acknowledge the existence and raise awareness 
of health care disparities, according to Cammy. 

“The delivery of health care services needs to be transformed to ad-
dress the needs of the underserved. Innovative multidisciplinary inter-
ventions must be tailored to assess knowledge, attitudes, and resources 
and respond to these differences, barriers, and access needs among 
various patient populations,” she noted.

Geography, race, ethnicity, socioeconomic status, and gender iden-
tity and sexual orientation all play a role in who can access hospice 
care, explained Griggs. “We know that the transition to hospice re-
quires alignment of goals between clinicians and their patients,” she 
said. “Given the disparities in the quality of information support and 
clinician-patient interactions, it is likely that improvements in cultural 
humility, the ability to ask questions that center the patient’s goals, and 

support for clinicians to take more time with families are all likely to 
improve discussions around place and manner of death. 

“One interesting finding is that, while Black patients are less likely 
to enroll in hospice, among those who enroll, Black patients spend 
longer on hospice,” she continued. “This suggests that effective goal 
setting can improve the time people benefit from hospice services.”

Disparities in palliative care are somewhat more complicated de-
pending on the symptom that one studies, Griggs acknowledged. “It 
appears that insurance status mediates access to high-quality symptom 
management more than race with the exception of pain,” she explained. 
“Many studies have shown that pain management is inferior when there 
is greater social distance between clinicians and their patients.”

Recognizing the need to address disparities, the Sidney Kimmel Cancer 
Center at Thomas Jefferson University launched the Supportive Medicine 
program in July 2017 to meet the needs of cancer patients experiencing 
barriers and distress throughout the course of their cancer care. 

“Proactive, biopsychosocial screening is one mechanism used to iden-
tify and respond to unmet patient needs and distress,” noted Cammy. 
“The Supportive Cancer Care program deploys a unique model of care 
delivery, which offers a multidisciplinary outpatient supportive program 
to cancer patients early in their disease trajectory including social work, 
navigation, financial advocacy, nutrition, and pharmacy. 

“Our oncology social workers also partner with numerous com-
munity organizations to fill the gaps and respond to patient’s basic 
needs influenced by the social determinants of health,” she continued. 
“For example, Legacy of Hope has teamed up with Philadelphia police 
department to delivers groceries to 24 oncology patients/families who 
experience food insecurity.”

To assist with appointment adherence, another non-profit organi-
zation, the Breathing Room Foundation, offers 20 Lyft rides to patients 
who would otherwise be unable to get transportation to their appoint-
ments, Cammy said. 

“Lastly, Bringing Hope Home responds to the financial toxicity of 
a cancer diagnosis by covering non-medical household expenses and 
utility bills,” she explained. “These collaborative community relation-
ships along with internal philanthropic funds are critical in providing 
additional financial support to patients.”

looking Forward
Bridging these gaps in care and ensuring that all patients have access to 
the necessary services requires work from all providers as well as their 
institutions and community partners.

“Palliative symptoms related to cancer and its treatment are a so-
cial justice issue. Without management of these symptoms, people are 
deprived of living the fullest life possible—whether in the short term 
or over the remaining days that they have,” noted Griggs. “In order to 
preserve dignity and comfort, we should do all that we can to treat 
each person to the best of our abilities. 

“If the system is not able to provide high-quality care to all, we 
need to change the system,” she concluded. “Disrupting the status quo 
in service of our patients is part of our jobs as physician citizens.” OT

Catlin Nalley is a contributing writer.

“One interesting finding is that,  
while Black patients are less likely to 

enroll in hospice, among those  
who enroll, Black patients spend  
longer on hospice. This suggests  

that effective goal setting can  
improve the time people benefit  

from hospice services.”

— Rebecca Cammy, MSW, LCSW, at the Sidney Kimmel Cancer 
Center at Thomas Jefferson University
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Report of Independent Auditors 

The Board of Directors 
EmpRes Healthcare Group, Inc. and Subsidiaries 

Report on the Audit of the Financial Statements 

Opinion 

We have audited the consolidated financial statements of EmpRes Healthcare Group, Inc. and 
Subsidiaries which comprise the consolidated balance sheet as of December 31, 2021, and the 
related consolidated statements of operations, changes in stockholders’ deficit, and cash flows for the 
year then ended, and the related notes to the consolidated financial statements. 

In our opinion, based on our audits and the report of the other auditors, the accompanying 2021 
consolidated financial statements present fairly, in all material respects, the financial position of 
EmpRes Healthcare Group, Inc. and Subsidiaries as of December 31, 2021, and the results of their 
operations and their cash flows for the year then ended in accordance with accounting principles 
generally accepted in the United States of America. 

We did not audit the financial statements of Columbia Indemnity Company Ltd., a wholly-owned 
subsidiary, which statements reflect total assets of $20,361,956 as of December 31, 2021 and total 
revenues of $5,509,045 for the year then ended.  Those statements were audited by other auditors, 
whose report has been furnished to us, and our opinion, insofar as it relates to the amounts included 
for Columbia Indemnity Company Ltd., is based solely on the report of the other auditors. 

Basis for Opinion 

We conducted our audit in accordance with auditing standards generally accepted in the United 
States of America (GAAS). Our responsibilities under those standards are further described in the 
Auditor’s Responsibilities for the Audit of the Financial Statements section of our report. We are 
required to be independent of EmpRes Healthcare Group, Inc. and Subsidiaries and to meet our 
other ethical responsibilities, in accordance with the relevant ethical requirements relating to our 
audit. We believe that the audit evidence we have obtained is sufficient and appropriate to provide a 
basis for our audit opinion. 

Prior Period Financial Statements 

The consolidated financial statements of EmpRes Healthcare Group, Inc. and Subsidiaries as of 
December 31, 2020 were audited by other auditors whose report dated May 24, 2021 expressed an 
unmodified opinion on those statements. 

Responsibilities of Management for the Financial Statements 

Management is responsible for the preparation and fair presentation of the consolidated financial 
statements in accordance with accounting principles generally accepted in the United States of 
America, and for the design, implementation, and maintenance of internal control relevant to the 
preparation and fair presentation of financial statements that are free from material misstatement, 
whether due to fraud or error.
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In preparing the financial statements, management is required to evaluate whether there are 
conditions or events, considered in the aggregate, that raise substantial doubt about EmpRes 
Healthcare Group, Inc. and Subsidiaries’ ability to continue as a going concern within one year after 
the date that the financial statements are available to be issued. 

Auditor’s Responsibilities for the Audit of the Financial Statements 

Our objectives are to obtain reasonable assurance about whether the consolidated financial 
statements as a whole are free from material misstatement, whether due to fraud or error, and to 
issue an auditor’s report that includes our opinion. Reasonable assurance is a high level of assurance 
but is not absolute assurance and therefore is not a guarantee that an audit conducted in accordance 
with GAAS will always detect a material misstatement when it exists. The risk of not detecting a 
material misstatement resulting from fraud is higher than for one resulting from error, as fraud may 
involve collusion, forgery, intentional omissions, misrepresentations, or the override of internal 
control. Misstatements are considered material if there is a substantial likelihood that, individually or 
in the aggregate, they would influence the judgment made by a reasonable user based on the 
consolidated financial statements.  

In performing an audit in accordance with GAAS, we: 

• Exercise professional judgment and maintain professional skepticism throughout the audit. 

• Identify and assess the risks of material misstatement of the financial statements, whether due to 
fraud or error, and design and perform audit procedures responsive to those risks. Such 
procedures include examining, on a test basis, evidence regarding the amounts and disclosures 
in the financial statements. 

• Obtain an understanding of internal control relevant to the audit in order to design audit 
procedures that are appropriate in the circumstances, but not for the purpose of expressing an 
opinion on the effectiveness of EmpRes Healthcare Group, Inc. and Subsidiaries’ internal control. 
Accordingly, no such opinion is expressed. 

• Evaluate the appropriateness of accounting policies used and the reasonableness of significant 
accounting estimates made by management, as well as evaluate the overall presentation of the 
financial statements. 

• Conclude whether, in our judgment, there are conditions or events, considered in the aggregate, 
that raise substantial doubt about EmpRes Healthcare Group, Inc. and Subsidiaries’ ability to 
continue as a going concern for a reasonable period of time. 

We are required to communicate with those charged with governance regarding, among other 
matters, the planned scope and timing of the audit, significant audit findings, and certain internal 
control–related matters that we identified during the audit. 

Portland, Oregon 
August 4, 2022 
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EmpRes Healthcare Group, Inc. and Subsidiaries 
Consolidated Balance Sheets 

 
 

2021 2020

CURRENT ASSETS
Cash and cash equivalents 15,507,455$    61,246,745$    
Fixed deposits 11,727,760      11,732,300      
Patient trust cash 975,632           1,214,692        
Accounts receivable, net 51,182,703      50,495,118      
Other receivables 533,440           1,089,487        
Prepaid expenses and other current assets 9,106,587        13,553,457      

Total current assets 89,033,577      139,331,799    

Property, plant, and equipment, net 50,076,824      52,212,625      
Leasehold and loan acquisition costs, net 1,268,322        1,410,813        
Goodwill 13,807,809      13,657,809      
Other assets 6,031,949        7,142,436        

Total assets 160,218,481$  213,755,482$  

CURRENT LIABILITIES
Accounts payable 33,633,985$    29,973,996$    
Accrued expenses 32,313,644      39,725,773      
Line of credit 9,682,903        4,426,018        
Current portion of long-term debt 1,941,206        19,849,989      
Current portion of long-term debt – ESOT 572,676           26,958,030      
Current portion of insurance loss reserves 3,028,726        3,870,795        
Current portion of Medicare advance payments 8,062,875        16,463,640      
Other current liabilities 7,560,735        12,818,073      

Total current liabilities 96,796,750      154,086,314    

Long-term debt, less current portion 35,001,791      45,614,946      
Long-term portion of insurance loss reserves 6,973,614        7,000,159        
Long-term portion of Medicare advance payments -                       6,781,935        
Other noncurrent liabilities 11,689,655      15,450,280      

Total liabilities 150,461,810    228,933,634    

Shareholders' equity (deficit) 9,756,671        (15,178,152)     

Total liabilities and stockholders' equity (deficit) 160,218,481$  213,755,482$  

ASSETS
December 31,

LIABILITIES AND STOCKHOLDERS' DEFICIT
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EmpRes Healthcare Group, Inc. and Subsidiaries 
Consolidated Statements of Operations 
 
 

2021 2020

REVENUES
Patient service revenue, net 405,820,892$  441,436,824$  
Other revenue 27,075,582      21,817,376      

Total revenues, net 432,896,474    463,254,200    

OPERATING EXPENSES
Salaries, payroll taxes, and benefits 234,966,761    240,722,399    
Supplies and food 23,461,718      23,611,123      
Ancillary expenses 37,322,693      44,177,897      
Purchased services 33,988,773      25,371,621      
Building rent expense 35,432,221      39,464,323      
Utilities 11,057,906      11,415,753      
Equipment rentals 2,827,271        3,392,203        
Provider tax 15,715,785      17,944,092      
Property tax 3,178,963        3,054,686        
Insurance 2,410,226        2,420,199        
Consultants and professionals 5,797,647        5,811,028        
Business taxes 3,460,678        3,415,492        
Computer license and equipment maintenance 7,178,756        5,778,614        
Depreciation and amortization 5,303,478        5,898,655        
Other operating expenses 17,815,189      16,733,491      

Total operating expenses 439,918,065    449,211,576    

Operating income (loss) (7,021,591)       14,042,624      

OTHER (EXPENSE) INCOME
Gain on forgiveness of debt 38,717,360      -                       
Interest expense (3,312,027)       (4,090,786)       
Impairment of assets (3,343,812)       -                       
Loss on disposal of assets -                       (179,352)          

Total other (expense) income 32,061,521      (4,270,138)       

NET INCOME 25,039,930$    9,772,486$      

Year Ended December 31,
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EmpRes Healthcare Group, Inc. and Subsidiaries 
Consolidated Statements of Stockholders’ Deficit 

 
 

Total
Outstanding Guaranteed Additional Retained Stockholders' 

Shares ESOP Benefit Cost of ESOP Amount Shares Amount Earnings Deficit

BALANCE, December 31, 2019 14,685,895      (21,698,451)$  (27,975,289)$  (49,673,740)$  314,105           (483,722)$       25,206,824$    (24,950,638)$  

Allocation of ESOP shares -                      -                      -                      -                      -                      -                      -                      -                      
Net income -                      -                      -                      -                      -                      -                      9,772,486        9,772,486        

BALANCE, December 31, 2020 14,685,895      (21,698,451)    (27,975,289)    (49,673,740)    314,105           (483,722)         34,979,310      (15,178,152)    

Purchase of treasury stock (419,601)         -                      -                      -                      419,601           (360,857)         -                      (360,857)         
Allocation of ESOP shares 1,086,937        (831,187)         255,750           -                      -                      -                      255,750           
Net income -                      -                      -                      -                      -                      -                      25,039,930      25,039,930      

BALANCE, December 31, 2021 14,266,294      (20,611,514)$  (28,806,476)$  (49,417,990)$  733,706           (844,579)$       60,019,240$    9,756,671$      

Common Stock Treasury Stock
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EmpRes Healthcare Group, Inc. and Subsidiaries 
Consolidated Statements of Cash Flows 
 
 

2021 2020

CASH FLOWS FROM OPERATING ACTIVITIES
Net income 25,039,930$      9,772,486$        
Adjustments to reconcile net income to net cash

provided by operating activities
Depreciation and amortization 5,303,478          5,898,655          
Gain on forgiveness of debt (38,717,360)       -                         
Impairment of assets 3,343,812          -                         
Issuance of debt for SEIU pension liability 1,093,541          -                         
Loss on disposal of assets -                         49,835               
Purchase of treasury stock (360,857)            -                         
Allocation of ESOP shares 255,750             -                         
Change in certain assets and liabilities

Accounts receivable (687,585)            644,280             
Other receivables and patient trust cash 799,647             1,012,359          
Prepaids and other current assets 4,446,870          (6,714,995)         
Other assets 1,110,487          (995,913)            
Accounts payable, accrued expenses, and
     insurance reserves 2,791,375          2,560,498          
Medicare advance payments (15,182,700)       23,746,754        
Other current and noncurrent liabilities (16,287,601)       25,388,527        

Net cash (used in) provided by operating activities (27,051,213)       61,362,486        

CASH FLOWS FROM INVESTING ACTIVITIES
Acquisition of property, plant, and equipment (6,511,489)         (4,749,265)         
Cash paid for acquired entities (150,000)            (900,000)            
Proceeds from fixed deposits, net -                         92,902               

Net cash used in investing activities (6,661,489)         (5,556,363)         

CASH FLOWS FROM FINANCING ACTIVITIES
Net activity on line of credit 5,256,885          (18,748,664)       
Proceeds from issuance of long-term debt -                         33,351,200        
Payments on long-term debt (17,283,473)       (15,874,954)       

Net cash used in financing activities (12,026,588)       (1,272,418)         

NET (DECREASE) INCREASE IN CASH AND CASH EQUIVALENTS (45,739,290)       54,533,705        

CASH AND CASH EQUIVALENTS, beginning of year 61,246,745        6,713,040          

CASH AND CASH EQUIVALENTS, end of year 15,507,455$      61,246,745$      

SUPPLEMENTAL DISCLOSURE OF CASH FLOW
INFORMATION

Cash paid for interest during the year 2,530,302$        2,918,101$        

Years Ended December 31,
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Notes to Consolidated Financial Statements 
 
 

7 

Note 1 – Background and Significant Accounting Policies 
 
EmpRes Healthcare Group, Inc. and subsidiaries (the Company) is a group of commonly controlled 
subsidiaries engaged in the operation of care centers, which provide post-acute, skilled, rehabilitative, 
and intermediate nursing care, residential care, personalized services, and related support activities. At 
December 31, 2021, the Company operated 61 care centers (52 skilled nursing care centers and 9 
assisted living and retirement centers) with an aggregate of 5,174 beds and home service companies. At 
December 31, 2020, the Company operated 64 care centers (55 skilled nursing care centers and 9 
assisted living and retirement centers) with an aggregate of 5,456 beds and 15 home service companies. 
In 2021, 51 care centers were operated under long term leases and 8 care centers were owned by the 
Company. The care centers are located throughout California, Oregon, Washington, Montana, Nevada, 
Idaho, South Dakota and Wyoming, and serve residents of those states. The home service companies 
are located in Washington, Idaho, California, Nevada, Oregon, Montana, Wyoming and Arizona. 
 
The Company is also the 100% owner of Columbia Indemnity Co. LTD. (Columbia Indemnity). Columbia 
Indemnity was incorporated under the laws of Bermuda on May 11, 2007. The principal business of 
Columbia Indemnity is the reinsurance of workers’ compensation, employers’ liability, general liability, 
professional liability, and auto liability risks of the Company through reinsurance agreements with various 
members of the Ace American Insurance Group. 
 
In July 2008, EmpRes Healthcare Group, Inc. (fka B13, Inc. and EmpRes Healthcare, Inc.) was created to 
be the parent of the group of commonly controlled limited liability companies. Andrew V. Martini 
exchanged his 100% ownership in the limited liability companies for 100% of the shares of EmpRes 
Healthcare, Inc. In December 2008, EmpRes Healthcare, Inc. established an Employee Stock Ownership 
Trust (ESOT) under an ERISA Employee Stock Ownership Plan (ESOP). Simultaneously, EmpRes 
Healthcare Group, Inc. entered into an agreement to purchase 100% of the Company’s shares from 
Andrew V. Martini for debt and cash. 
 
Basis of accounting  
The consolidated financial statements have been prepared on the accrual basis of accounting in 
accordance with GAAP. 
 
Principles of consolidation and basis of presentation – The accompanying consolidated financial 
statements include the accounts of the Company. All significant intercompany balances and transactions 
have been eliminated upon consolidation. The consolidated financial statements include the accounts of 
the following types of companies under the ownership of the Company as of December 31, 2021 and 
2020: 
 
SNF = Skilled Nursing Facility 
ALF = Assisted Living Facility 
MC = Management Company 
HC = Holding Company 
LSE = Leasing Company 
HP = Healthcare Property Company 
HS = Home Services Company 
ILF = Independent Living Facility  
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Note 1 – Background and Significant Accounting Policies (continued) 
 

Date Operations Termination Number Type of
State Organized Commenced Date of Beds Facility

EmpRes Healthcare Group, Inc. WA 07/31/08 07/31/08 -                  N/ A HC

EmpRes Healthcare Management:
EmpRes Financial Services, LLC WA 04/28/97 04/28/97 -                  N/ A MC
EmpRes Healthcare Management, LLC WA 03/29/00 03/29/00 -                  N/ A MC
Evergreen Master Tenant I, L. L. C. WA 07/07/06 08/01/06 -                  N/ A LSE
ELC Master Tenant, LLC WA 09/01/14 09/01/14 -                  N/ A LSE
Master Tenant Four, LLC WA 07/01/15 07/01/15 -                  N/ A LSE
Vallejo Master Tenant CA 12/16/16 12/16/16 -                  N/ A LSE
H.P. – Holding-LLC WA 12/20/04 12/20/04 -                  N/ A HC
H.P. – Salem, LLC (fka White Sands) OR 12/12/96 12/28/12 -                  N/ A HP
H.P. – Missoula, LLC MT 05/08/12 05/08/12 -                  N/ A HP
H.P. – Laurel, LLC MT 10/22/12 10/22/12 -                  N/ A HP
H.P. – Salinas, LLC WA 11/20/12 11/20/12 -                  N/ A HP
H.P. – Thermopolis, LLC WY 12/02/16 02/01/17 -                  N/ A HP
H.P. – Americana LLC WA 10/11/17 10/11/17 -                  N/ A HP
H.P. – Frontier, LLC WA 10/11/17 10/11/17 -                  N/ A HP
H.P. – Independence, LLC OR 10/11/17 10/11/17 -                  N/ A HP
EmpRes Home Care, LLC WA 05/31/13 05/31/13 -                  N/ A HC
EmpRes Home Health, LLC WA 04/03/14 04/03/14 -                  N/ A HC
EmpRes Hospice, LLC WA 04/03/14 04/03/14 -                  N/ A HC

Washington:
EmpRes Washington

Healthcare, L.L.C. WA 01/29/97 05/01/97 -                  N/ A HC
Frontier Rehabilitation &

Extended Care Center WA 01/29/97 05/01/97 -                  140 SNF
Americana Health &

Rehabilitation Center WA 01/29/97 05/01/97 -                  74 SNF
Whitman Health &

Rehabilitation Center WA 02/24/98 04/01/98 -                  55 SNF
Seattle Medical &

Rehabilitation Center WA 02/24/97 05/01/97 -                  103 SNF
Enumclaw Health & Rehabilitation WA 04/01/98 08/01/98 -                  92 SNF
Canterbury House WA 08/10/98 10/01/98 -                  100 SNF
Shelton Health & Rehabilitation

Center WA 09/01/01 09/01/01 -                  76 SNF
North Cascades Health &

Rehabilitation Center WA 03/21/03 08/01/03 -                  122 SNF
Alaska Gardens Health &

Rehabilitation Center WA 05/16/06 08/01/06 7/1/2021 123 SNF
Alderwood Park Health &

Rehabilitation Center WA 09/01/14 09/01/14 -                  102 SNF
Highland Health & Rehabilitation

Center WA 09/01/14 09/01/14 -                  44 SNF
Snohomish Health &

Rehabilitation Center WA 09/01/14 09/01/14 -                  91 SNF
Royal Park Health &

Rehabilitation Center WA 09/01/14 09/01/14 -                  164 SNF
Royal Park Retirement Center WA 09/01/14 09/01/14 -                  120 ALF
Buena Vista Healthcare WA 01/01/15 02/01/15 -                  61 SNF& ALF
Ft. Vancouver Post-Acute WA 07/01/15 07/01/15 -                  92 SNF
Ft. Vancouver Assisted Livg WA 07/01/15 07/01/15 -                  45 ALF
Advanced Post Acute ( Auburn) WA 12/01/16 12/01/16 2/1/2021 96 SNF
Transitional Care Unit of Seattle WA 04/08/20 09/01/20 -                  165 SNF
EmpRes Home Health of

Bellingham WA 08/01/14 08/01/14 -                  N/ A HS

Affiliate
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Note 1 – Background and Significant Accounting Policies (continued) 
 

Date Operations Termination Number Type of
State Organized Commenced Date of Beds FacilityAffiliate

Eden Home Care of Bellingham WA 09/01/16 09/01/16 -                  N/ A HS
Eden Home Health of King County WA 07/01/18 07/01/18 -                  N/ A HS
Eden Home Health of Spokane County WA 09/11/19 12/01/19 -                  N/ A HS
Eden Home Health of Clark County WA 09/11/18 09/01/20 -                  N/ A HS
Eden Hospice at Whatcom County WA 01/03/20 10/01/20 -                  N/ A HS

Oregon:
EmpRes Oregon

Healthcare, L.L.C. OR 02/12/97 05/01/97 -                  N/ A HC
LaGrande Post- Acute Rehab OR 02/12/97 05/01/97 -                  76 SNF
Independence Health &

Rehabilitation Center OR 02/12/97 05/01/97 -                  80 SNF
Hillsboro Health &

Rehabilitation Center OR 02/12/97 05/01/97 -                  78 SNF
Milton-Freewater Health

& Rehabilitation Center OR 02/12/97 05/01/97 -                  70 SNF
Oregon Retirement Center OR 02/12/97 05/01/97 -                  82 ALF
The Dalles Health &

Rehabilitation Center OR 02/12/97 05/01/97 -                  83 SNF
Portland Health & Rehabilitation

Center OR 02/12/97 01/01/98 -                  105 SNF
Windsor Health & Rehabilitation

Center OR 10/01/97 01/01/98 -                  100 SNF
Eden Hospice at Portland, LLC OR 06/14/21 10/01/21 -                  N/A HS

Montana:
EmpRes Montana

Healthcare, L.L.C. MT 02/25/97 05/01/97 -                  N/ A HC
Polson Health & Rehabilitation

Center MT 02/25/97 05/01/97 -                  70 SNF
Hot Springs Health &

Rehabilitation Center MT 02/25/97 05/01/97 -                  40 SNF
Missoula Health & Rehabilitation

Center MT 03/31/97 06/01/97 -                  75 SNF& ALF
Laurel Health & Rehabilitation

Center MT 03/31/97 09/01/97 -                  79 SNF
Livingston Health &

Rehabilitation Center MT 12/04/03 02/01/04 -                  115 SNF
Central Montana Nursing &

Rehabilitation Center MT 01/01/15 01/01/15 -                  85 SNF
Marias Care Center MT 01/01/16 01/01/16 5/8/2021 63 SNF
Aspen Meadows Health &

Rehabilitation Center MT 07/01/17 07/01/17 -                  90 SNF
Aspen Meadow s Assisted Living MT 07/01/17 07/01/17 -                  55 ALF
Eden Home Health of Bozeman, LLC MT 01/25/21 05/01/21 -                  N/A HS
Eden Hospice of Western Montana, LLC MT 03/26/21 11/01/21 -                  N/A HS

Idaho:
EmpRes Idaho Healthcare, LLC ID 12/28/99 10/09/98 -                  N/A HC
EmpRes at Idaho Falls ID 06/01/13 61/13 -                  88 SNF
Lewiston Royal Plaza Care ID 09/01/14 09/01/14 -                  56 SNF
Lewiston Royal Plaza Retirement ID 11/01/14 11/01/14 -                  110 ALF
Eden Home Health of Idaho Falls ID 04/01/14 04/01/14 -                  N/A HS
Eden Home Health of Sandpoint ID 08/01/19 08/01/19 -                  N/A HS
Eden Hospice at Idaho Falls ID 06/17/20 09/01/20 -                  N/A HS  
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Note 1 – Background and Significant Accounting Policies (continued) 
 

California:
EmpRes California Healthcare, L. L. C. CA 08/20/98 08/20/98 -                  N/A HC
Petaluma Health & Rehabilitation CA 10/12/98 01/01/03 44,196        98 SNF
Katherine Healthcare CA 10/12/98 01/01/00 -                  51 SNF
New Hope Post- AcuteCare CA 10/13/98 01/01/00 44,196        99 SNF
Heartwood Avenue Healthcare CA 10/14/98 01/01/03 -                  60 SNF
Springs Road Healthcare CA 10/15/98 01/01/03 -                  65 SNF
Eden Home Health of Elk Grove CA 09/01/16 09/01/16 -                  N/A HS

Nevada:
EmpRes Nevada Healthcare, LLC NV 11/08/01 11/08/01 -                  N/A HC
Pahrump Health & Rehabilitation Center NV 12/01/01 12/01/01 -                  120 SNF
Ormsby Post-Acute Rehab NV 12/01/01 12/01/01 -                  120 SNF
Mountain View Health & Rehabilitation

Center NV 12/01/02 12/01/02 -                  146 SNF
Gardnervile Health & Rehabilitation

Center NV 05/02/03 06/01/14 -                  60 SNF
EmpRes Personal Care Nevada NV 06/13/13 07/01/13 -                  N/A HS
Quality Health Care Corp NV 07/01/14 07/01/14 -                  N/A HS
Eden Hospice at Carson City NV 12/01/14 12/01/14 -                  N/A HS

Wyoming:
EmpRes Wyoming Healthcare WY 05/01/15 05/01/15 -                  N/A HC
Sage View Care Center WY 05/19/15 05/19/15 -                  82 SNF
Granite Rehabilitation and Welness WY 10/01/15 10/01/15 -                  146 SNF
Raw lins Rehabilitation and Wellness WY 10/01/15 10/01/15 -                  62 SNF
Wind River Rehabilitation and Welness WY 10/01/15 10/01/15 -                  81 SNF
Thermopolis Rehabilitation and Wellness WY 11/04/16 02/01/17 -                  60 SNF
EmpRes at Casper WY 02/01/19 02/01/19 -                  192 SNF
Casper Independent Living WY 02/01/19 02/01/19 -                  26 ILF
Eden Home Health of Cheyenne, LLC WY 06/14/21 10/01/21 -                  N/A HS
Eden Hospice of Cheyenne, LLC WY 06/14/21 10/01/21 -                  N/A HS

South Dakota:
EmpRes South Dakota Healthcare SD 12/12/18 02/01/19 -                  N/A HC
EmpRes at Mitchell SD 02/01/19 02/01/19 -                  150 SNF
EmpRes at Rapid City SD 02/01/19 02/01/19 -                  90 SNF
Rapid City Assisted Living SD 02/01/19 02/01/19 -                  10 ALF
Sturgis Assisted Living SD 02/01/19 02/01/19 -                  40 ALF
EmpRes at Garretson SD 02/01/19 02/01/19 -                  55 SNF
EmpRes at Woonsocket SD 02/01/19 02/01/19 -                  52 SNF
EmpRes at Flandreau SD 02/01/19 02/01/19 -                  63 SNF
Flandreau Independent Living SD 02/01/19 02/01/19 -                  11 ILF
EmpRes at Britton SD 02/01/19 02/01/19 -                  52 SNF

Arizona:
Eden Hospice at Sierra Vista AZ 08/01/18 08/01/18 -                  N/A HS  
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Note 1 – Background and Significant Accounting Policies (continued) 
 
Management’s assessment and plans – Accounting Standards Update (ASU) No. 2014-15, Disclosure 
of Uncertainties about an Entity’s Ability to Continue as a Going Concern, requires management to 
evaluate an entity’s ability to continue as a going concern within one year after the date that the 
consolidated financial statements are available to be issued.  Management concluded there are not any 
items present that would raise substantial doubt about the Company’s ability to continue as a going 
concern. 
 
Cash and cash equivalents and fixed deposits – The Company considers all highly liquid investments 
with an original maturity of 90 days or less at the time of purchase to be cash equivalents. At 
December 31, 2021 and 2020, cash and cash equivalents include cash in banks, short-term fixed 
deposits, and investments with original maturities of 90 days or less at the time of purchase. 
 
Fixed deposits with original maturities of greater than 90 days are not considered cash and cash 
equivalents and consist of certificates of deposit. As of December 31, 2021 and 2020, the Company held 
two fixed deposits totaling $11,727,760 and $11,723,300, respectively. Interest receivable on the fixed 
deposits as of December 31, 2021 and 2020 was $3,627 and $8,412, respectively. The maturity dates for 
the fixed deposits held as of December 31, 2021 were as follows: June 21, 2022 ($5,000,245) and 
June 21, 2022 ($6,723,888) with interest rates of 0.09% and 0.27%, respectively, per annum. 
 
Assets supporting letter of credit – The fixed deposits totaling $11,727,760 have been designated as 
collateral to support a letter of credit issued by the Company’s bankers in connection with the operations 
of Columbia Indemnity as of December 31, 2021 and 2020, respectively. 
 
Patient trust cash – Patient trust accounts represent residents personal funds being held by the care 
centers and are used only for the individual residents personal use. A corresponding liability is also 
recognized by the care centers and is recorded in other current liabilities in the accompanying 
consolidated balance sheets. 
 
Accounts receivable, net – Accounts receivable are recorded net of contractual adjustments at the time 
revenue is recorded. Resident accounts receivable represents receivables from government payors, 
primary insurance, and resident accounts where the primary insurance payor has paid, but resident 
responsibility amounts remain outstanding. Amounts collected on resident accounts receivable are 
included in net cash provided by operating activities in the accompanying consolidated statements of 
cash flows. 
 
Property, plant, and equipment – Property, plant, and equipment are stated at cost less accumulated 
depreciation, or for assets under capital leases, the lesser of the present value of the related capital lease 
obligation or fair value of the asset at date of acquisition less accumulated depreciation. Depreciation and 
amortization are computed using the straight-line method over the estimated useful lives of the assets 
ranging from 3 to 30 years. Assets under capital leases and leasehold improvements are amortized over 
the shorter of the estimated useful life of the asset or the lease term. Expenditures for maintenance and 
repairs necessary to maintain property, plant, and equipment in operating condition are expensed when 
incurred. 
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Note 1 – Background and Significant Accounting Policies (continued) 
 
Leasehold and loan acquisition costs, net – Costs of $23,604,241 and $23,606,027 at December 31, 
2021 and 2020, respectively, have been incurred to assume leases on various care centers acquired from 
prior owners, which have been capitalized and are being amortized on the straight-line basis over the 
term of each respective care center’s lease. Accumulated amortization on these intangible assets was 
$22,330,675 and $22,195,214 as of December 31, 2021 and 2020, respectively. Included in leasehold 
and loan acquisition costs, net, are loan acquisition costs of $3,381,019 at December 31, 2021 and 2020, 
respectively. Accumulated amortization of $2,173,743 and $2,045,027 has been recorded related to these 
loan acquisition costs as of December 31, 2021 and 2020, respectively. Amortization expense related to 
leasehold acquisition costs and loan acquisition costs were $135,460 and $138,173 for the years ended 
December 31, 2021 and 2020, respectively, and is included in depreciation and amortization in the 
accompanying consolidated statements of operations. 
 
Goodwill – The Company had goodwill of $13,807,809 and $13,657,809 as of December 31, 2021 and 
2020, respectively. As goodwill has an indefinite life, it is not subject to amortization. The Company’s 
management evaluates goodwill for impairment under Financial Accounting Standards Board (FASB) 
Accounting Standards Codification (ASC) Subtopic 350-20, Goodwill, based on a qualitative analysis to 
assess whether it is more likely than not that goodwill is impaired. As of both December 31, 2021 and 
2020, management’s analysis indicated goodwill was not impaired. 
 
Concentration of credit risk – A significant portion of the Company’s revenue is derived from the 
Medicare and Medicaid programs. There have been, and the Company expects that there will continue to 
be, a number of proposals to limit reimbursements to care centers under these programs. 
 
The Company extends credit to various parties in the form of accounts receivable, which are collected 
from residents, federal and state agencies, and other third-party payors. The care centers collect room 
fees from private pay residents in advance; however, on occasion, due to unusual circumstances, the 
Company will extend credit. These resident receivables are minimal and uncollateralized. 
 
The Company maintains cash accounts at a variety of banks. At various times throughout the year, the 
balances on deposit exceeded the Federal Deposit Insurance Corporation’s (FDIC) insured limit of 
$250,000 per depositor, thereby creating a possible loss to the Company of the amounts in excess of the 
insured limit. 
 
Assessment of long-lived assets – In accordance with FASB ASC Subtopic 360-10, management 
reviews the carrying values of the Company’s long-lived assets whenever events or circumstances 
provide evidence that suggests that the carrying amounts may not be recoverable. If these reviews 
indicate that long-lived assets may not be recoverable, management reviews the expected undiscounted 
future net operating cash flows from the use of these assets. If such assets are considered to be 
impaired, the impairment is recognized as a charge against earnings in the consolidated statements of 
operations. For the year ended December 31, 2021, the Company recorded an impairment of assets for 
$3,343,812 related to buildings which transferred management subsequent to year end (see Note 
14).  No impairment was recorded for the year ended December 31, 2020. 
 
In addition to consideration of impairment due to the events or changes in circumstances described 
above, management regularly evaluates the remaining lives of its long-lived assets. If estimates are 
revised, the carrying value of affected assets is depreciated or amortized over the remaining lives. 
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Note 1 – Background and Significant Accounting Policies (continued) 
 
Self-insurance health and dental programs – The Company maintains a self-insured medical and 
dental plan for its employees. Liabilities have been recorded to cover known claims and an estimate for 
those claims incurred but not reported, which is included in accrued expenses in the accompanying 
consolidated balance sheets. At December 31, 2021 and 2020, these amounts were $1,556,945 and 
$1,492,483, respectively. 
 
Insurance loss reserves – Insurance loss reserves are determined on the basis of the losses reported 
by the ceding insurer on reinsurance business assumed and on the basis of losses reported by the 
Company. Reserves comprise an estimate of the amount of reported losses and loss expenses plus a 
provision for losses incurred but not reported, based on management’s best estimate for the ultimate 
development of losses reported. The Company has established accruals for the self-insurance portion 
and claims in excess of insurance coverage of general and professional liability insurance. 
 
Management believes that the provision for insurance loss reserves and loss expenses will be adequate 
to cover the ultimate cost of losses and expenses incurred up to the balance sheet date. However, the 
provision is an estimate and may ultimately be settled for a significantly greater or lesser amount. In 
particular, ultimate settlements of professional liability claims depend, among other things, on the 
resolution of litigation and coverage issues, the outcome of which is difficult to predict. In addition, these 
claims tend to be incurred relatively infrequently with the potential for significant variability in settlement 
amounts and associated expenses. It is possible that management may revise this estimate significantly 
in the near term. Any subsequent differences arising in the estimate or upon settlement are recorded in 
the period in which they are determined. 
 
Effective June 1, 2009 through December 31, 2021, Columbia Indemnity assumed the first $1,000,000 for 
each accident, for workers compensation and employers liability, with no aggregate limit; $250,000 for 
each accident for automobile liability, including a pro rata share of all allocated loss adjustment expenses 
with no aggregate limit; and $1,000,000 per occurrence/medical incident for general and professional 
liability, in excess of a self-insured retention of $100,000 per occurrence/medical incident including 
allocated loss adjustment expenses with a $6,000,000 aggregate limit per policy year. The general and 
professional liability policy is written on a claims-made basis. 
 
Employee Stock Ownership Plan – The Company sponsors a defined-contribution leveraged Employee 
Stock Ownership Plan (ESOP). The Company applies the provisions of FASB ASC Subtopic 718-40, 
Employee Stock Ownership Plans. The compensation cost associated with the release of shares to 
employees is based on the fair value of the shares rather than cost. The charge for the difference 
between the fair value and cost is offset by an increase to stockholders deficit. The ESOP is more fully 
described in Note 10. 
 
Stockholders’ equity – The Company began in 2008 as a group of commonly controlled limited liability 
companies. During 2008, the Company completed an assignment of member interest agreement to 
transfer all of the ownership of the various limited liability companies in exchange for 15,000,000 shares 
of common stock in a subchapter S corporation, which was later named EmpRes Healthcare Group, Inc. 
As of December 31, 2021, the Company is authorized to issue 100,000,000 shares of common stock (no 
par value), 15,000,000 shares have been issued, 14,266,294 shares are outstanding, and the Company 
owns 733,706 shares of treasury stock. 
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Note 1 – Background and Significant Accounting Policies (continued) 
 
Advertising – The Company expenses the costs of advertising when incurred. Advertising expense was 
$971,642 and $785,805 for the years ended December 31, 2021 and 2020, respectively, and is included 
in other operating expenses in the accompanying consolidated statements of operations. 
 
Income taxes – The Company is taxed as an S corporation for both federal and state income tax 
purposes. Under this election, the primary responsibility for payment of taxes on the Company’s taxable 
income passes through to its sole stockholder. Therefore, no provision or liability for federal or state 
income taxes has been included in the consolidated financial statements. EmpRes’ sole stockholder is an 
ESOP; as such the ESOP is exempt from federal and state income taxes as employee participants are 
taxed as distributions from the ESOP are made. 
 
With respect to Columbia Indemnity, there is currently no taxation imposed on income or premiums by the 
government of Bermuda. The income of Columbia Indemnity is taxable to the stockholder, therefore, no 
provision for income taxes is provided in the accompanying consolidated financial statements. 
 
The Company recognizes the effect of income tax positions only if those positions are more likely than not 
of being sustained. Recognized income tax positions are measured at the largest amount that is greater 
than 50% likely of being realized. Changes in recognition or measurement are reflected in the period in 
which the change in judgment occurs. 
 
Use of estimates – The preparation of consolidated financial statements in conformity with U.S. 
generally accepted accounting principles requires management to make estimates and assumptions that 
affect the reported amounts of assets and liabilities and disclosure of contingent assets and liabilities at 
the date of the consolidated financial statements and the reported amounts of revenue and expenses 
during the reporting period. Significant items subject to such estimates and assumptions include the 
useful lives of fixed assets; the carrying amount of property, plant, and equipment; leasehold acquisition 
costs; goodwill; and other implicit price concessions; third-party payor settlements; liability for unpaid 
medical claims and professional liabilities; and valuation of company stock. Actual results could differ from 
those estimates. 
 
New accounting pronouncements – In February 2016, the FASB established ASC Topic 842, Leases 
(ASC 842), by issuing ASU No. 2016-02, which requires lessees to recognize leases on-balance sheet 
and disclose key information about leasing arrangements. The new standard established a right-of-use 
(ROU) model that requires a lessee to recognize a ROU asset and lease liability on the balance sheet for 
all leases with a term longer than 12 months. Leases will be classified as finance or operating, with 
classification affecting the pattern and classification of expense recognition in the statement of operations. 
In April 2020, the FASB proposed a deferral of ASC 842 for an additional year. The Company plans to 
adopt the new standard effective January 1, 2022. While the Company is currently assessing the potential 
future impact of adopting ASU No. 2016-02, because of the number of leases the Company utilizes to 
support its operations, the adoption of ASU No. 2016-02 is expected to have a significant impact on the 
Company’s financial position and results from operations. The Company expects the primary impact will 
be the recognition, on a discounted basis, of its minimum commitments under noncancelable operating 
leases on its consolidated balance sheets, resulting in the recording of right-of-use assets and lease 
obligations. The Company’s minimum undiscounted commitments under noncancelable operating leases 
are disclosed in Note 7. 
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Note 1 – Background and Significant Accounting Policies (continued) 
 
Reclassification 
Certain accounts were reclassified in the prior year for consistency and comparison purposes with the 
current year presentation. Such reclassifications have no effect on previously reported net income.  
 
Subsequent events 
Subsequent events are events or transactions that occur after the balance sheet date but before financial 
statements are available to be issued. The Company recognizes in the consolidated financial statements, 
the effects of all subsequent events that provide additional evidence about conditions that existed at the 
date of the consolidated balance sheet, including the estimates inherent in the process of preparing the 
financial statements. The Company’s consolidated financial statements do not recognize subsequent 
events that provide evidence about conditions that did not exist at the date of the balance sheet but arose 
after the consolidated balance sheet date and before consolidated financial statements are available to 
be issued.  
 
The Company has evaluated subsequent events through August 4, 2022, which is the date the 
consolidated financial statements were available to be issued. 
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Note 2 – Revenue Recognition 
 
Patient service revenue is recorded based on contracted rates applicable to all residents and patients and 
includes charges for room and board, rehabilitation therapies, pharmacy, medical supplies, subacute 
care, home health and hospice care, and other programs provided to residents and patients in skilled 
nursing care centers, assisted living care centers, and home service companies. In accordance with ASC 
Topic 606, patient service revenues, net, are recorded at the transaction price estimated by the Company 
to reflect the total consideration due from patients and third-party payors. Revenue is recognized over 
time as performance obligations are satisfied in exchange for providing goods and services in patient 
care. Revenue is recorded as these good and services are provided. The services provided during a stay 
represent a bundle of goods and services that are distinct and accounted for as a single performance 
obligation. The Company’s estimate of the transaction price includes the Company’s standard charges for 
goods and services provided to its patients with reductions related to implicit price concessions for items 
such as contractual allowances and other amounts that become uncollectible. 
 
The Company determines the transaction price based on level of care in accordance with CMS guidelines 
and criteria and provider contracts, reduced by contractual adjustments provided to third-parties. The 
Company determines its estimates of contractual adjustments based on contractual agreements and 
historical experience. Agreements with third-party payors provide for payments at amounts less than 
established charges. A summary of the payment arrangements with major third-party payors follows:  
 
Medicaid – The Company’s reimbursement methodology is determined based on prospective rates similar 
to the Medicare methodology. Certain services are paid based on a cost-reimbursement methodologies 
subject to certain limits or are paid based upon established fee schedules.  
 
Medicare – Certain health care services are paid at prospectively determined rates per level of care 
based on clinical, diagnostic or other factors. Certain services are paid based on a cost-reimbursement 
methodologies subject to certain limits or are paid based upon established fee schedules.  
 
Third-party payors and Veterans – Payment agreements with certain commercial insurance carriers, 
health maintenance organizations, preferred provider organizations, and Veterans insurance provide for 
payment using prospectively determined rates per discharge, discounts from established charges, and 
prospectively determined daily rates.  
 
Private – Generally, patients who are covered by third-party payors are responsible for related 
deductibles and coinsurance, which vary in amount. The Company estimates the transaction price for 
patients with deductibles and coinsurance based on historical experience and current market conditions. 
The initial estimate of the transaction price is determined by reducing the standard charge by any 
contractual adjustments determined on a resident by resident basis. Subsequent changes to the estimate 
of the transaction price are generally recorded as adjustments to health services revenue in the period of 
the change. Subsequent changes that are determined to be the result of an adverse change in the 
residents’ ability to pay are recorded as bad debt expense. 
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Note 2 – Revenue Recognition (continued) 
 
Revenue from the Medicare and Medicaid programs represented the following percentages of total net 
revenue for the years ended December 31, 2021 and 2020: 
 

2021 2020

Medicaid 47% 50%
Medicare 41% 37%

 
Patient service revenue, net by payor type is broken out by payor, line of business, and geographical 
location is the following tables as of December 31, 2021 and 2020. 
 

2021 – by 2020 – by 
Payor Payor

Medicare 166,191,918$  165,058,436$  
Medicaid 189,924,409    219,302,999    
Commercial 5,650,940        4,899,295        
Private pay 31,950,342      36,038,694      
Other 12,103,283      16,137,400      

Total patient service revenue, net 405,820,892$  441,436,824$  

 
2021 – by Line 2020 – by Line

of Business of Business

Skilled nursing 317,842,564$  366,549,330$  
Assisted living 15,083,402      15,481,522      
Home services 61,073,122      47,168,800      
Ancillary 11,821,804      12,237,172      

Total patient service revenue, net 405,820,892$  441,436,824$  

 
2021 – by 2020 – by 

State State

Washington 146,707,493$  154,879,525$  
California 18,590,553      38,550,889      
Oregon 38,531,520      35,635,517      
Montana 35,187,794      38,293,433      
Wyoming 48,278,432      53,489,975      
Idaho 20,980,604      19,582,260      
Nevada 60,478,763      60,240,427      
South Dakota 33,207,287      37,629,362      
Arizona 3,858,446        3,135,436        

Total patient service revenue, net 405,820,892$  441,436,824$  
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Note 2 – Revenue Recognition (continued) 
 
The Company has agreements with third-party payors that provide for payments at amounts different from 
its established rates. Patient service revenue is recognized at the time services are provided to patients. 
Revenue is recorded in the amount which the Company expects to collect, which may include variable 
components. Variable consideration is included in the transaction price to the extent that it is probable 
that a significant reversal in the amount of cumulative revenue recognized will not occur when the 
uncertainty associated with the variable consideration is subsequently resolved. Adjustments from 
finalization of prior years’ cost reports and other third-party settlement estimates have not resulted in any 
significant changes to patient services revenues during the years ended December 31, 2021 and 2020. 
 
Grant revenue  
The Company follows International Accounting Standard 20, Accounting for Government Grants and 
Disclosures of Government Assistance ("IAS 20"), to account for government grant funds received. Upon 
receipt of grant funds, the Company records the receipt to deferred revenue. Once it is reasonably 
assured that the entity will comply with the conditions of the grant, the grant money is recognized on a 
systematic basis over the periods in which the Company recognizes the related expenses or losses for 
which the grant money is intended to compensate. 
 
 
Note 3 – Fair Value of Financial Instruments 
 
The Company applies the provisions of FASB ASC Topic 820, Fair Value Measurement, for fair value 
measurements of financial assets and financial liabilities and for fair value measurements of nonfinancial 
items that are recognized or disclosed at fair value in the consolidated financial statements on a recurring 
basis. ASC Topic 820 defines fair value as the price that would be received to sell an asset or paid to 
transfer a liability in an orderly transaction between market participants at the measurement date. ASC 
Topic 820 also establishes a fair value hierarchy that prioritizes the inputs to valuation techniques used to 
measure fair value. The hierarchy gives the highest priority to unadjusted quoted prices in active markets 
for identical assets or liabilities (Level 1 measurements) and the lowest priority to measurements involving 
significant unobservable inputs (Level 3 measurements). The three levels of the fair value hierarchy are 
as follows: 
 

Level 1 – inputs are quoted prices (unadjusted) in active markets for identical assets or liabilities that 
the Company has the ability to access at the measurement date. 
 
Level 2 – inputs are inputs other than quoted prices included within Level 1 that are observable for the 
asset or liability, either directly or indirectly. 
 
Level 3 – inputs are unobservable inputs for the asset or liability. 

 
The level in the fair value hierarchy within which a fair value measurement in its entirety falls is based on 
the lowest-level input that is significant to the fair value measurement in its entirety. All of the assets 
measured at fair value on a recurring basis have Level 1 measurements and are included in cash and 
cash equivalents and fixed deposits in the accompanying consolidated balance sheets at December 31, 
2021 and 2020. 
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Note 3 – Fair Value of Financial Instruments (continued) 
 
The estimated fair value of certain financial instruments is reflected in the accompanying consolidated 
balance sheets. The carrying amounts of cash and cash equivalents, fixed deposits, restricted cash, 
accounts receivable, other receivables, prepaid expenses, and other current assets; and accounts 
payable, accrued expenses, other current liabilities, and the line of credit approximate the fair value of 
these instruments due to their short-term maturities. 
 
 
Note 4 – Accounts Receivable 
 
Accounts receivable, net, are due from the following payors as of December 31, 2021 and 2020: 
 

2021 2020

Medicare A 15,350,195$    16,365,198$    
MCR Advantage 10,898,141      8,931,703        
Wyoming Medicaid 3,830,542        3,826,274        
Washington Medicaid 3,540,703        3,610,310        
Insurance 3,040,918        3,522,829        
Montana Medicaid 2,896,396        1,548,312        
All others 2,780,940        1,253,706        
Managed Medicaid 1,977,518        2,932,961        
Nevada Medicaid 1,943,238        3,676,518        
Oregon Medicaid 1,694,511        1,378,707        
Various private paying patients 1,300,949        669,301           
South Dakota Medicaid 923,610           1,053,971        
Medicare B 683,777           815,787           
California Medi-Cal 267,084           843,948           
Arizona Medicaid 54,181             65,593             

Accounts receivable, net 51,182,703$    50,495,118$    
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Note 5 – Property, Plant, and Equipment 
 
Property, plant, and equipment, net consist of the following as of December 31, 2021 and 2020: 
 

2021 2020

Leasehold improvements 27,346,116$    26,440,808$    
Equipment 32,802,734      31,282,737      
Buildings 33,603,448      33,603,448      
Land 5,887,900        5,887,900        
Construction in progress 3,661,001        3,059,335        

103,301,199    100,274,228    
Less accumulated depreciation and amortization (53,224,375)     (48,061,603)     

50,076,824$    52,212,625$    

 
 
Note 6 – Lines of Credit 
 
As of December 31, 2021, the Company has a $40,000,000 line of credit with MidCap Financial Services 
maturing April 30, 2024. Interest is calculated at London Interbank Offered Rate (LIBOR) plus 4.0% with a 
LIBOR floor rate of 1.0%. An annual fee of 0.5% is applied to the unused portion of the line. The 
Company also has one additional $3,000,000 line of credit with MidCap maturing April 22, 2024 that is 
related to specific facilities. The interest rate at December 31, 2021 was 4.53%. The Company’s available 
accounts receivable borrowing base, which is the total amount the Company is allowed to borrow, as 
calculated in accordance with its agreements with MidCap at December 31, 2021 and 2020 was 
$19,084,564 and $28,902,237, respectively. The outstanding balance at December 31, 2021 and 2020 on 
these lines of credit was $9,682,903 and $4,426,018, respectively. The amount available for draw under 
all the lines of credit at December 31, 2021 and 2020 was $9,401,661 and $24,476,219, respectively, 
based on the line-of-credit commitment, and the Company s available accounts receivable borrowing 
base, which is used as collateral for the line of credit. 
 
As of December 31, 2021, the outstanding balances of $7,540,432 and $2,142,471 on the two lines of 
credit with MidCap are classified as current liabilities. Due to lock-box provisions within the line-of-credit 
agreements, the outstanding balances are required to be classified as a current liability under generally 
accepted accounting principles. While these lock-box provisions require the Company’s daily cash 
receipts to be apportioned to the outstanding balance on the line of credit, the Company has the ability to 
immediately draw down on the line of credit up to the accounts receivable base noted above. The line of 
credit with MidCap provides funds available for the Company to access until its maturity date on April 30, 
2022. 
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Note 6 – Lines of Credit (continued) 
 
The Company has certain financial covenants associated with the lines of credit, primarily related to 
maintaining certain liquidity and fixed charge coverage ratios. At December 31, 2021, the only required 
ratio covenant related to liquidity.   Management determined that the Company was in compliance with 
these covenants. Certain additional future debt covenant calculations begin during 2022.  
 
 
Note 7 – Leases 
 
The Company leases certain buildings and equipment under noncancelable operating leases. Future 
minimum annual operating lease payments as of December 31, 2021 are as follows: 
 
2022 35,689,900$    
2023 35,767,500      
2024 34,466,700      
2025 32,030,000      
2026 33,280,500      
Later years, through 2033 167,643,400    

Total minimum lease payments 338,878,000$  

 
At December 31, 2021, the Company has 51 buildings under noncancelable operating lease agreements. 
The leases provide for monthly base rental payments and may include the payment of real estate taxes, 
repairs, and normal operating costs of the care centers. The monthly base rent on certain care centers 
increases between 2% and 3% per year, compounded annually. The fixed escalating rental expense is 
recorded on a straight-line basis over the term of the lease in the accompanying consolidated financial 
statements. The Company has recorded a deferred rent liability to reflect the excess of rent expense over 
cash payments since the inception of the leases. At December 31, 2021 and 2020, there was 
$11,689,655 and $11,150,876, respectively, of deferred rent liability, which is included in other noncurrent 
liabilities in the accompanying consolidated balance sheets. Additionally, the Company has various other 
noncancelable operating leases for equipment that expire at various dates through 2022. For the year 
ended December 31, 2021, total rent expense for operating leases was $37,354,945, which is comprised 
of rent expense only related to continuing operations. For the year ended December 31, 2020, total rent 
expense for operating leases was $40,985,894, which is comprised of rent expense only related to 
continuing operations. 
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Note 8 – Long-Term-Debt 
 
Long-term debt at December 31, 2021 and 2020 consists of the following: 
 

2021 2020

Note payable to Andrew V. Martini: prime plus 1.25% interest
per annum; note matured December 15, 2020, 
modified in July 2021 -$                     26,958,030$    

Note payable to Andrew V. Martini: 3.50% interest per annum 10,859,931      -                       
payable over a fifteen year term, due September 2036

Note payable to Berkadia (Missoula bldg-HUD): 3.46% interest
per annum; principal and interest payments due in monthly
installments through October 1, 2049 6,554,590        6,747,200        

Note payable to Berkadia (Missoula bldg-HUD): 2.27% interest
per annum; principal and interest payments due in monthly
installments through December 1, 2046 2,025,689        2,068,259        

Note payable to Bank of Oklahoma (various bldgs-Bridge): 
Libor plus 3.75% interest per annum; interest only payments
due in monthly installments, paid in full April 2021 -                       17,455,450      

Note payable to Orix (Independence bldg-HUD): 4.23% interest
per annum; principal and interest payments due in monthly
installments through April 1, 2049 3,964,291        4,039,391        

Note payable to Berkadia (Katherine bldg-HUD): 2.88% interest
per annum; principal and interest payments due in monthly 
installments through July 1, 2050 6,403,490        6,545,884        

Note payable to MidCap (Thermopolis bldg-HUD): 4.01% 
interest per annum; principal and interest payments due in 
monthly installments through July 1, 2054 5,267,665        5,346,791        

Note payable to MidCap; Libor plus 6.50% interest per annum;
principal and interest payments due in monthly installments
through April 30, 2022 1,350,000        3,150,000        

SIEU pension liability: 2.48% interest per annum;
principal and interest payments of $5,784 due monthly 
through November 2041. 1,090,017        -                       
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Note 8 – Long-Term-Debt (continued) 
 

2021 2020
 

Note payable to Hewlett-Packard: 6.17% interest per annum.
Paid in full during 2021 -                       111,959           

Paycheck Protection Program Loan to Bank of Oklahoma
Forgiven during 2021 -                       20,000,000      

37,515,673      92,422,964      
Less current portion (2,513,882)       (46,808,019)     

35,001,791$    45,614,945$    

 
 
At December 31, 2021, the aggregate maturities of long-term debt for the next five years and thereafter 
are as follows: 
 
Years ending December 31, 2022 2,513,882$      

2023 122,414           
2024 1,242,262        
2025 1,283,524        
2026 5,326,097        
Thereafter 27,027,494      

37,515,673$    

 
In October 2021, the Company entered into a loan modification agreement with Andrew Martini.  As a 
result of the modification, the loan was reduced from $26,958,030 to $15,000,000 and all unpaid accrued 
interest of $6,515,514 was reduced to zero.   
 
On May 6, 2020, the Company entered into a Paycheck Protection Program (the PPP) Term Loan (the 
PPP Loan) with Bank of Oklahoma in an aggregate principal amount of $20,000,000 pursuant to the 
paycheck Protection program under the Coronavirus Aid, relief, and Economic Security (CARES ) Act. 
The PPP Loan bears interest at a fixed rate of 1% per annum. The Company used the proceeds from the 
PPP Loan for qualifying expenses as defined in the PPP Loan. The Company received full forgiveness of 
these PPP loans in 2021, including interest of $243,816. 
 
 
Note 9 – Retirement Plan 
 
The Company has a defined-contribution retirement plan under Section 401(k) of the Internal Revenue 
Code, covering all employees aged 18 or older having completed six months of service. Employee 
elective contributions are made on a voluntary basis, not to exceed statutory limits. Discretionary 
employer matching contributions are provided for in the plan. The Company made no contributions to the 
plan during 2021 or 2020. 
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Note 10 – Employee Stock Ownership Plan 
 
On December 30, 2008, the Company established an ESOP for its employees. On December 30, 2008, 
the ESOP Trust purchased 100% of the shares of the Company from Andrew V. Martini for $58,600,000 
in exchange for $10,000,000 of cash and $48,600,000 of debt (Acquisition Debt). This transaction 
resulted in a liability of $48,600,000 and an increase to guaranteed ESOP benefit of $58,600,000. The 
Company is obligated to contribute sufficient cash to the ESOP to enable repayment of principal and 
interest due under the borrowings. 
 
In October 2021, the Company entered into a loan modification agreement with Andrew Martini.  As a 
result of the modification, the loan was reduced from the outstanding balance of $26,958,030 to 
$15,000,000 and all unpaid accrued interest of $6,515,514 was reduced to zero. The parties agreed that 
the Trust, the Company, and the Seller would modify the original ESOT loan by assigning the ESOT Note 
and related ESOT Pledge and the Seller’s entire rights under the ESOT Pledge Agreement (including all 
share certificates held by Seller), and the ESOT Loan Agreement to the Company.  The Company made 
a $4,000,000 payment and revised the Martini note to $11,000,000 at 3.5% interest over 15 years.  Under 
the ESOP, the Company intends to allocate the 5,282,107 unallocated shares as of December 31, 2021 
to employees as the new ESOT debt is serviced. 
 
The ESOP Loan is repaid based on annual payments amortized over a 20-year period with interest at 
1.74%. The Company recognizes compensation expense based on shares allocated from the ESOP in 
the current period as defined in the ESOP plan document and the associated fair value of the ESOP 
shares, which is included in salaries, payroll taxes, and benefits in the accompanying consolidated 
statements of operations. The shares earned in 2021 and 2020 were allocated to participants’ ESOP 
accounts on December 31, 2021 and 2020, respectively. The cost of unallocated shares is reflected as 
guaranteed ESOP benefit, which increases total stockholders’ deficit. A summary of ESOP activities for 
the years ended December 31, 2021 and 2020 is as follows: 
 

2021 2020

Total issued shares of common stock 15,000,000      15,000,000      
Total outstanding shares of common stock 14,266,294      14,685,895      
Total allocated shares of common stock 8,984,187        9,125,799        
Total unallocated shares of common stock 5,282,107        5,560,096        
Total shares of treasury stock 733,706           314,105           
Estimated fair value per share of common stock 0.92$               0.86$               
Total ESOP compensation expense 530,934           480,132           
Estimated fair value of unallocated shares of common stock 4,859,538        4,781,683        
Cost of unallocated shares of common stock 20,611,514      21,698,451      
Cost of shares of treasury stock 844,579           483,722           

 
In addition to the Company’s obligation to contribute sufficient cash to the ESOP to enable repayment of 
its debt obligations, the Company is obligated to fund the cash requirements of the ESOP created by the 
repurchase obligation associated with shares that have been allocated and vested. The total repurchase 
obligation is equal to the vested allocated shares multiplied by the then current share value as determined 
pursuant to the Company’s annual valuation analysis. This repurchase obligation is payable when 
employees terminate and become eligible to receive the vested portion of their account. 
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Note 10 – Employee Stock Ownership Plan (continued) 
 
Participants of the ESOP with vested account balances of $5,000 or less as of their termination for 
reasons other than death are generally eligible to receive, as soon as practicable, a lump-sum cash 
distribution from the Company equal to the fair value of their respective vested account balances. 
 
Generally, participants with a vested account balance of more than $5,000 upon termination will receive 
commence no later than the valuation date of the Plan Year following (a) the Plan Year in which the 
participant terminates employment by reason of death or disability or has attained the Normal Retirement 
Age (age 65) or (b) the sixth Plan Year after the participant terminated employment for other reasons. 
 
The ESOP is not insured by the Pension Benefit Guaranty Corporation, the Company, or any other party. 
 
 
Note 11 – Contingencies 
 
Litigation –  
The Company is involved in various legal actions arising in the ordinary course of business. In the opinion 
of management, the ultimate disposition of these matters will not have a material adverse effect on the 
Company’s consolidated financial position, results of operations, or liquidity. 
 
Industry Regulations –  
The healthcare industry is subject to numerous laws and regulations of federal, state, and local 
governments. These laws and regulations include, but are not necessarily limited to, matters such as 
licensure, accreditation, government healthcare program participation requirements, reimbursement for 
resident services, and Medicare and Medicaid fraud and abuse. Government activity continues with 
respect to investigations and allegations concerning possible violations of fraud and abuse statutes and 
regulations by healthcare providers. Violations of these laws and regulations could result in expulsion 
from government healthcare programs, together with the imposition of significant fines and penalties, as 
well as significant repayments for resident services previously billed. Management believes that the 
Company is in compliance with the fraud and abuse regulations as well as other applicable government 
laws and regulations. 
 
Compliance with such laws and regulations can be subject to future government review and interpretation 
as well as regulatory actions unknown or unasserted at this time. 
 
Cyber security – 
Health care providers and insurers are highly dependent upon integrated electronic medical record and 
other information systems to deliver high quality, coordinated and cost-effective care. 
 
These systems necessarily hold large quantities of highly sensitive protected health information. As a 
result, the electronic systems and networks of health care providers are considered likely targets for 
cyberattacks and other potential breaches of their systems. In addition to regulatory fines and penalties, 
health care entities subject to breaches may be liable for the costs of remediating the breaches, damages 
to individuals (or classes) whose information has been breached, reputational damage and business loss, 
and damage to the information technology infrastructure. Management does not believe there are any 
material outstanding liabilities for breaches of their systems. 
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Note 11 – Contingencies (continued) 
 
COVID-19 – 
The Company’s management has been closely monitoring the impact of COVID-19 on the Company’s 
operations, including the impact on its patients and employees. The duration and intensity of the 
pandemic is uncertain but may influence resident decisions and may also negatively impact collections of 
the Company’s receivables. 
 
Collective bargaining agreements –  
19 of the 58 skilled nursing homes are under collective bargaining agreements. The agreements require 
the entities to pay specified wages, provide certain benefits to union employees and contribute certain 
amounts to pension plans and employee benefit trusts. The employer pension plan contribution rates are 
determined annually and are assessed on a “pay-as-you go” basis based on union employee payrolls, 
which cannot be determined for future periods because the location and number of union employees that 
the entities have employ at any given time and the plans in which the entities may participate vary 
depending on projects ongoing at any time and the need for union resources in connection with those 
projects. The collective bargaining agreements expire at various times and have typically been 
renegotiated and renewed on terms similar to the ones contained in the expiring agreements. 
 
 
Note 12 – Provider relief funds (PRF) 
 
On March 27, 2020, the United States Congress passed the Coronavirus Aid, Relief, and Economic 
Securities (“CARES”) Act. The CARES Act included provisions for health care under the Provider Relief 
Fund. The Company received funds under the Provider Relief Fund, administered by the U.S. 
Department of Health & Human Services (HHS) of approximately $7,826,954 and $32,396,015 for the 
years ended December 31, 2021 and 2020, respectively. The Company was required to timely sign 
attestations agreeing to the terms and conditions of payment. Those terms and conditions include 
measures to prevent fraud and misuse. Documentation is required to ensure that these funds are to be 
used for healthcare-related expenses or lost revenue attributable to COVID-19, limitations of out-of-
pocket payments from certain patients, and the acceptance of several other reporting and compliance 
requirements. It is noted that anti-fraud monitoring and auditing will be performed by HHS and the Office 
of the Inspector General. For the year ended December 31, 2021, the Company has recognized 
approximately $17,382,796 of the Provider Relief Fund on its consolidated statements of income and 
approximately $7,826,054 is included in other current liabilities on the consolidated balance sheet as of 
December 31, 2021. For the year ended December 31, 2020, the Company has recognized 
approximately $15,252,138 of the Provider Relief Fund on its consolidated statements of income and 
approximately $17,113,877 was included in other current liabilities on the consolidated balance sheet as 
of December 31, 2020. 
 
The CARES Act also provided for deferred payment of the employer potion of social security taxes 
between March 27, 2020 and December 31, 2020, with 50% of the deferred amount due December 31, 
2021 and 50% due December 31, 2022. The Company began deferring the employer portion of social 
security taxes in April 2020. As of December 31, 2021 and 2020, the Company deferred $4,199,430 and 
$8,598,808 in social security taxes which are included in other current liabilities and other non-current 
liabilities, respectively. 
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Note 13 – Acquisitions and Other Significant Transactions 
 
During 2020, the Company added three new Home Services agencies and one skilled nursing facility. 
Home Services included two Hospice start-ups in Washington and Idaho and a home services facility in 
Washington. The Skilled Nursing Facility was a startup of a 165-bed unit in Washington. 
 
 
Note 14 – Subsequent Events 
 
On February 1, 2022, the Company transferred management of 6 skilled nursing facilities to another 
unrelated operator.   This transfer would have impacted the following line items on the Company’s 2021 
consolidated financial statements: 

 

December 31,
2021

Cash 12,950$             
Accounts receivable 3,177,649          
Inventory, prepaid expenses and other 404,725             

Total current assets 3,595,324          

Net property and equipment 2,942,000          
Other assets 2,637                 

Total long-term assets 2,944,637          

Total assets 6,539,961$        

Accounts payable and accrued liabilities 2,783,747$        
Other current liabilities 2,975,255          

Total current liabilities 5,759,002          

Other liabilities 13,806,245        

Total long-term debt 13,806,245        

Members’ equity (13,025,286)       

Total liabilities and members’ equity 6,539,961$        

 
2021

Revenue 42,078,564$      
Expenses 48,071,770        

Net loss (5,993,206)$       

 

APPENDIX Z 483



 

 

 

APPENDIX Z 484


	Eden Hospice at King Pierce service area 01.30.23 1630.pdf
	Hospice Agency Certificate of Need Application Packet
	Applicant Description
	Project Description
	Certificate of Need Review Criteria
	B. Financial Feasibility (WAC 246-310-220)
	C. Structure and Process (Quality) of Care (WAC 246-310-230)
	D. Cost Containment (WAC 246-310-240)
	2. Provide a comparison of the project with alternatives rejected by the applicant. Include the rationale for considering this project to be superior to the rejected alternatives. Factors to consider can include but are not limited to: patient access ...
	Table 18
	Alternative Analysis: Access to Hospice Services
	Table 19
	Alternative Analysis: Improved Health Outcome Hospice
	Table 20
	Alternative Analysis: Quality of Care
	Table 21
	Alternative Analysis: Healthcare Cost Control – Patient and Payer
	Table 22
	Alternative Analysis: Operating Efficiencies
	Table 23
	Alternative Analysis: Impact on Other Pierce County Hospices

	Advantages/Disadvantages


	APPENDIX A - EDEN HOSPICE PIERCE - LTR OF INTENT
	Sent by E-mail: FSLCON@doh.wa.gov
	1. Description of proposed service
	2. Estimated cost of the project
	3. Identification of the service area

	APPENDIX B (1) - Eden EmpRes CON Org Chart
	Appendix B (2)  - Business Management & Operating Agreement  - KING- SOA Eden HPS
	BUSINESS ASSOCIATE AGREEMENT 
	MANAGEMENT AGREEMENT 
	OPERATING AGREEMENT 
	STATEMENT OF ACTION

	APPENDIX C - MEDICAL DIRECTOR AGREEMENT 
	APPENDIX D (1) - Eden King Certificate of Formation
	APPENDIX D (2) - Eden Hospice King Coporation annual report 12.29.22
	APPENDIX E (1) - Eden Home Health_Parkade Plaza Suite 108  110  executed lease 3 16 21 FINAL SIGNED LEASE
	Appendix E (2) LEASE -GJR REIH II, LLC king count additional 1
	APPENDIX F - NON DISCRIMINATION POLICY
	APPENDIX G - Eden ADMISSION POLICY
	APPENDIX H - Eden CHARITY CARE POLICY
	APPENDIX I (1) - TRANSFER AND DISCHARGE POLICY
	APPENDIX I (2) - DISCHARGE FOR CAUSE POLICY
	APPENDIX I (3) - DISCHARGE COLLABORATION FOR UNEXPECTED
	APPENDIX J (1) - P&L SUMMARY
	J P&L SUMMARY-Pierce Only

	APPENDIX J (2)  - Pierce balance sheet
	APPENDIX J (3) - J&K Assumptions
	J & K Assumptions

	APPENDIX J (4)  - Eden Hospice  King Lease & Operating Expense Schedule
	J&K Lease&Op Exp Assump

	APPENDIX K (1) - P&L COMBO
	K P&L Comb

	APPENDIX K (2) - BALANCE SHEET COMBINED
	APPENDIX K (3) - ASSUMPTIONS 
	APPENDIX K (4)
	APPENDIX L - All Hospice historical and projeccted  P & L and projected Balance Sheet
	APPENDIX M - WA PATIENT BILL OF RIGHTS
	APPENDIX N - Business Plan Outreach Summary for Pierce  County
	Mkt. Analysis of Pt. Referrals

	APPENDIX O - DEATH WITH DIGNITY ACT POLICY
	APPENDIX P - Signed - Appendix P Letter of Financial Commitment Pierce County (2)
	APPENDIX Q - Death with Dignity 2021 Report
	Executive Summary
	Overview of Death with Dignity Act
	Death with Dignity Act Participation Data
	Participation Over Time
	Participation Demographics
	Underlying Illness
	End of Life Concerns
	Lethal Medication and Timing
	Participant Outcomes
	Participant Documentation

	Appendix A
	Role of Department of Health (DOH) in monitoring compliance
	Confidentiality


	APPENDIX R (1) - Pierce County Berg Data Demographics and Hospice
	Pierce

	APPENDIX S (1)- Integrating care for Beneficiaries of M&M white paper April 2020
	APPENDIX S (2)  - WA Fee for Service Dual Eligible Demo Medicaid 2021 report
	January 14, 2022
	Eligibility and Enrollment updated through December 2021 Engagement updated through September 2021 Health Home Team Review Date:  January 12, 2022
	CONTACT


	Washington State’s Fee-For-Service Dual Eligible Demonstration Quarterly Report
	Eligibility, Enrollment, and Engagement Trends
	COVID-19
	Other Notes

	2. Additional Eligibility, Enrollment, and Engagement Details
	Health Home Dual Beneficiary Eligibility Status
	Health Home Dual Beneficiary Enrollment Status

	3. Identifying Target Population of Those Not Yet Enrolled
	Target Population of Those Not Yet Enrolled
	Target Population of Those Not Yet Enrolled, by Residential County
	Total Count of Target Population of Those Not Yet Enrolled, December 2021
	Target Population of Those Not Yet Enrolled as Percent of Demonstration Eligible Beneficiaries, December 2021


	4. Lead Entity Detail
	Health Home Lead Entity Coverage Area Map for Dual Beneficiaries
	Health Home Dual Beneficiary Enrollment and Engagement by Lead Entity
	Health Home Dual Beneficiary Enrollment and Engagement by Lead Entity (cont.)

	5. Government Accountability Office (GAO) Measure Tracking and Results
	Health Home Lead Entity GAO Measure Collection List Tracking
	Health Home Lead Entity GAO Measure Results (Demonstration Year 5, 6, and Partial Year 7 Results)
	Health Home Lead Entity Outreach and GAO Measure Improvement
	Health Home Lead Entity Outreach Detail
	Health Home Lead Entity Outreach Detail (cont.)

	6. Demographic Details and Serious Mental Illness
	Demographic Breakdown of Engaged Dual Beneficiaries, September 2021


	APPENDIX S (2) - Final Demonstration Year 5 and Preliminary Demonstration Year 6
	Nancy Chiles Shaffer, PhD
	Angela M. Greene, MS, MBA
	Zhanlian Feng, PhD
	RTI International
	Section Page
	Executive Summary ES-1
	Number Page
	1. Introduction
	2. Data Sources for PMPM Cost Analysis
	2.1 Eligibility Data
	2.2 Claims Data

	3. Basic Approach
	3.1 Categories of Beneficiaries
	3.2 Cohorts
	3.3 Determining Member Months
	3.4 Calculation of PMPM
	3.5 AGA and Outlier Adjustments

	4. Analysis of Cohorts
	Table 1
	Cohort 1 composition
	Table 1.A
	Reasons for ineligibility for Cohort 1
	Table 1.B
	Reasons for ineligibility for Cohort 2
	Table 1.C
	Reasons for ineligibility for Cohort 3
	Table 1.D
	Reasons for ineligibility for Cohort 4
	Table 1.E
	Reasons for ineligibility for Cohort 5A
	Table 1.F
	Reasons for ineligibility for Cohort 5B
	Table 1.G
	Reasons for ineligibility for Cohort 6A
	Table 1.I
	Reasons for ineligibility for Cohort 7A9

	5. Results of PMPM Cost Analysis
	5.1 Medicare Savings before Adjustments
	5.2 Medicare AGA Adjustments
	Table 5.A
	Average AGA factor by group for baseline period and Demonstration Year 5
	Table 5.A (continued)
	Average AGA factor by group for baseline period and Demonstration Year 5
	Table 5.B
	Average AGA factor by group for baseline period and Demonstration Year 6
	Table 5.B (continued)
	Average AGA factor by group for baseline period and Demonstration Year 6
	Summary of Demonstration Years 1, 2, 3, 4, 5 and 6 savings by cohort not including attributed savings and outlier adjustment

	5.3 Outlier Adjustment
	Table 8 MEDICARE
	Outlier adjustment data

	5.4 Attributed Medicare Savings
	5.5 Summary of Total Gross Medicare Savings
	5.6 Additional Analysis
	Table 11.A MEDICARE
	PMPM costs for intervention and comparison groups, by month: Cohort 1
	Table 11.J MEDICARE
	PMPM costs for intervention and comparison groups, by month: Cohort 7B
	Table 12.A MEDICARE
	PMPM costs for Demonstration Year 5 based on incurred Medicare claims for Cohorts 1, 2, 3, 4, 5A/B and 6A/B
	Table 12.B MEDICARE
	PMPM costs for Demonstration Year 6 based on incurred Medicare claims for Cohorts 1, 2, 3, 4, 5A/B, 6A/B and 7A/B
	Table 13.A
	PMPM costs by category of beneficiary for Demonstration Year 5 based on incurred Medicare claims for Cohorts 1, 2, 3, 4, 5A/B and 6A/B
	Table 13.B
	PMPM costs by category of beneficiary for Demonstration Year 6 based on incurred Medicare claims for Cohorts 1, 2, 3, 4, 5A/B, 6A/B and 7A/B



	APPENDIX S (4) - Washingtonians are less religious than ever, Gallup poll finds _ The Seattle Times
	APPENDIX S (5) -  Bethany CN 21 45 Page 58 referral projections
	APPENDIX S (6) - Hospice Care in America Bennifits & Barriers
	US Medicare hospice services
	Benefits of the use of hospice care in nursing homes
	Better pain and symptom management
	Financial benefits for the healthcare system

	Barriers to the use of hospice care in nursing homes
	Patient and family attitudes
	Lack of knowledge and education of nursing home staff
	Organisational and system issues
	Financial problems
	Disease progression and prognosis

	Conclusion
	References
	Box 1.

	APPENDIX S (7) - The Effects of Hospice Coverage on Medicare Expenditures
	APPENDIX S (8) - Timing of referral to hospice and quality of care
	Timing of referral to hospice and quality of care: length of stay and bereaved family members' perceptions of the timing of hospice referral
	Affiliation
	Abstract


	APPENDIX S (9)  - Association Between Hospice Enrollment and Total Health Care Costs for Insurers and Families, 2002-2018
	Abstract
	Introduction
	Methods
	Study Population
	Measures
	Statistical Analysis

	Results
	Total Health Care Cost Savings Associated With Hospice Use
	Family Out-of-Pocket Health Care Cost Savings Associated With Hospice Use
	Medicare Cost Savings Associated With Hospice Use

	Discussion
	Limitations

	Conclusions

	APPENDIX S (10) - Distribution of the Nonelderly with Medicaid by Race_Ethnicity _ KFF
	APPENDIX U - Eden Vendor List
	APPENDIX V - EDEN Facility List - name and numbers 12.09.22
	Active

	APPENDIX Y - Addressing Disparities
	APPENDIX Z - Empres Healthcare 2021 Audit FS - Final signed



